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To  insure  the 


Prescribed  Protein 

/ ^ intake 


When  the  doctoh  prescribes  a high 
protein  diet,  but  the  patient  balks  at  the 
usual  foods,  PROTEINUM*  may  solve  the 
problem. 

Composed  of  non-fat  milk  solids,  Casec* 
(calcium  casemate),  dextrose  and  cocoa, 
PROTENUM  is  rich  in  protein,  low  in  fat 
and  low  in  residue.  It  is  specifically  formu- 
lated for  easy  incorporation  into  a variety 
of  taste-tempting  beverages  and  desserts. 
Even  in  plain  water,  PROTENUM  provides 
a beverage  which  is  pleasing  and  accept- 
able to  patients  of  all  ages. 

One  oimce  of  PROTENUM  supplies  12 
Cm.  of  protein  and  105  calories;  three 
daily  servings  of  a PROTENUM  beverage 
prepared  according  to  the  recipes  on  the 
can  will  supply  about  75  Gm.  of  protein  in 


addition  to  that  secured  in  the  regular  diet. 

PROTENUM  is  supplied  in  1 and  4 lb. 
containers.  Special  quotations  to  hospitals, 
and  literature  containing  a variety  of  prac- 
tical recipes,  are  available  on  requesL 

♦T.M.  Reg.  U.S.  Pat.  Off. 


Mead  Johnson  & co 

EVANSVILLE  2 1 , I N D.,  U.  S.  A 


P.  O.  BOX  3081  — SAN  JUAN,  P.  R. 


La  rinitis  alérgica 
y el  catarro  común 

La  incidencia  de  la  rinitis  alérgica  está 
más  generalizada  de  lo  que  parece.  Los  sín- 
tomas nasales  atribuidos  en  muchos  casos 
al  catarro  común  son  en  realidad  debidos 
a la  rinitis  alérgica.^  En  gran  número  de 
casos  de  esta  índole,  el  Neo-Antergan* 
proporciona  pronto  y eficaz  alivio. 

En  ciertas  personas  las  manifestaciones 
de  rinitis  alérgica  que  no  son  de  Impor- 
tancia pueden  agravarse  si  el  paciente 
sufre  a la  vez  un  catarro  corriente.  En  es- 
tos casos  el  Neo-Antergan  también  es 
eficaz,  porque  ayuda  a dominar  la  molesta 
congestión  nasal  debida  a la  alergia. 

El  Neo-Antergan  se  caracteriza  por  su  al- 
ta potencia  antihistamínica  y su  alto  coefi- 
ciente de  seguridad.  Puede  administrarse 
con  confianza  siempre  que  se  desee  una 
reacción  antihistamínica  eficaz  y segura. 


♦Marca  Registrada 


■■’Neo-Antergan  es  la  marca  re- 
gistrada de  Merck  & Co.,  Inc. 
para  la  piranisamina. 


AiALEATO  de  NEO-ANTL.RGAN*  (Marca  del  Maléalo  de  Piranisamina) 

(Maléalo  de  N-p-  meloxibencilo—N',  N'—dimetilo-N  -a-piridilelilenediamtna) 

MERCK  (NORTB  AMERICA)  INC. 

161  AVENÜE  OF  THE  AMERICAS.  NEW  YORK  13.  N.  Y„  U.  S.  A. 


SUBSIDIARIA  DE 
EXPORTACION  DE 
MERCK  i CO.,  INC. 
Fabricanies  de 
Producios  Químicos, 


Sucesores  de  P.  W.  R.  Export  Corporation 


Bahway,  N.  J.,  U.  S.  A* 


Distribuidores — CESAR  CASTILLO,  ¡nc..  Calle  Tetuán  155,  San  Juan 


FORTIFICADO 

CON  VITAMINAS  W W 

Informes  profesionaies  detallados,  junto  con  tablas 
de  alimentación,  puedan  obtenerse  escribiendo  a: 

THE  BORDEN  COMPANY 
330  Madison  AvenuO/  Nueva  York  17,  N.  Y.,  E.  U.  A. 


Una  Base  Firme 


para  un 

Futuro  Consistente 


Los  primeros  meses  de  la  infaneia  son  de  pri- 
mordial importancia  en  la  fundación  de  una 
base  saludable  para  la  vida  floreciente  del  niño. 
Es  durante  este  período  cuando  se  requieren 
cantidades  mayores  de  proteína  para  formar 
nuevos  tejidos.  Y es  durante  este  tiempo  que 
los  bebés  necesitan  un  alimento  que  les  provea, 
a más  de  la  proteína  adecuada,  otros  elementos 
imprescindibles  para  un  crecimiento  sano.  La 
alimentación  con  DRYCO  (carbohidrato  aña- 
dido) se  aproxima  grandemente  a la  con  la 
leche  humana,  debido  a su  nutrición  balanceada 
y fácil  digestibilidad. 

La  fórmula  DRYCO,  además  de  su  alto  con- 
tenido de  proteína,  ofrece  un  bajo  contenido 
de  grasa.  DRYCO,  con  carbohidrato  agregado, 
provee  las  calorías  que  se  requieren  normal- 
mente, disminuyendo  al  mismo  tiempo  la  posi- 
bilidad de  trastornos  digestivos. 

Las  ventajas  adicionales  de  DRYCO  son  su 
contenido  adecuado  de  vitaminas  y minerales, 
carbohidrato  moderado  para  proporcionar  flexi- 
bilidad de  la  fórmula,  uniformidad  rígida  y 
seguridad  bacteriológica,  así  como  también  la 
fácil  preparación  de  su  fórmula. 


üistribuidores  para  Puerto  Rico: 

PLAZA  PROVISION  COMPANY,  Fortaleza  104,  San  Juan,  P.  R. 


INSTRUMENTOS 
^ OPTICOS 
BAUSCK  & LOME 


m-. 


El  Queratometro  de  Bausch  & Lomb 


gE  reconoce  universalmente  eí 
valor  de  la  queratometría  en 
casos  de  astigmia,  afaquia  o am- 
bliopía.  Sin  embargo  la  exacti- 
tud de  los  datos  así  averiguados 
está  limitada  por  la  exactitud  del 
instrumento  empleado  para  lo- 
grarlos. El  Queratometro  de 
B&L  mide  objetivamente  la  cur- 
vatura de  la  córnea.  Con  él  es 
fácil  colocar  en  posición  al  pa- 
ciente y se  ahorra  tiempo  para 
que  éste  concentre  la  mirada  de 
modo  fijo.  Por  ser  un  instru- 
mento de  una  sola  posición,  su 


enfoque  resulta  rápido  y exacto. 
Sólo  con  el  Queratómetro  se  pue- 
de obtener  exactamente  la  medi- 
da de  la  córnea  para  ajustar  len- 
tes de  contacto. 

Agente:  H.  V.  GROSCH  CO. 

Comercio  St.  21  - San  Juan 

BAUSCH  & LOMB 

OPTICAL  COMPANY 
Rochester,  N.  Y.,  E.U.A. 
Fundada  en  1853 


BIOLAC  ES  UN  ALIMENTO  COMPLETO 

ofrece  las  Ventajas  de  la  Leche  Materna 


Los  Niños  alimentados  con 
Bíolac  obtienen  todos  los  compo- 
nentes alimenticios  esenciales. 

Porque  Bíolac  es  excelente 
leche  de  vaca,  modificada  en  tal 
forma  que  proporciona  todos  los 
componentes  alimenticios  esen- 
ciales de  la  leche  materna.  Con- 
venientemente envasado  al  vacío 
en  forma  de  polvo,  sólo  hay  que 
mezclarlo  con  agua  para  preparar 
la  fórmula. 

He  aquí  razones  por  qué  los 
niños  reciben  toda  la  nutrición 
que  necesitan,  de  este  alimento 
(con  excepción  de  la  vitamina 
C)  . . . por  qué  tantos  médicos 
recetan  Bíolac; 

1 .  Bíolac  es  hecho  de  leche  de 
la  más  alta  calidad.  Vacas  salu- 
dables sometidas  a la  prueba  tu- 
berculina,  suplen  la  leche  que  se 
convierte  en  Bíolac.  Este  polvo 
se  conserva  sin  refrigeración. 


2.  Bíolac  es  enriquecido  y mo> 
dificado  para  que  actúe  como 
la  leche  materna.  Se  le  agrega 
lactosa,  el  azúcar  natural  de  la 
leche  materna.  El  contenido  de 
grasa  se  reduce;  los  glóbulos  se 
dividen  en  partículas  de  tamaño 
similar  a los  de  la  leche  materna. 
La  proteína  es  provista  en  canti- 
dades que  compensan  las  diferen- 
cias biológicas  que  existen  entre 
la  proteína  de  la  leche  de  vaca  y 
la  de  la  leche  materna.  Se  le  agre- 
gan vitaminas  y hierro. 

3.  Bíolac  es  un  alimento  com- 
pleto. Bíolac  iguala  o supera  los 
requisitos  reconocidos  de  vitami- 
nas A,  Bi,  B-  y D,  calcio,  fósforo, 
hierro,  proteína,  azúcar  y grasa. 
(Nótese  que  ni  la  leche  materna 
ni  la  de  vaca  suplen  cantidades 
suficientes  de  la  vitamina  C,  la 
cual  debe  agregarse  al  régimen 
por  medio  de  jugo  de  naranja  o 
de  tomate.) 


4.  Bíolac  es  tan  sano.  Como 
sólo  se  usa  un  ingrediente  para 
preparar  la  fórmula  de  Bíolac, 
casi  se  eliminan  las  posibilidades 
de  errores  al  medirlo  y mezclarlo. 
Preparada  cuidadosamente  la  fór- 
mula Bíolac  será  uniforme  día 
tras  día. 

5.  Bíolac  es  fácil  de  preparar. 

Sencillamente  mezcle  el  Bíolac 
con  agua  fría  previamente  her- 
vida, y la  fórmula  estará  lista. 
Cada  lata  trae  una  cuchara  de 
medir. 

6.  Bíolac  es  fácil  de  recetar. 

Recuerde  que  Bíolac  es  un  ali- 
mento infantil  completo.  Los  ni- 
ños lo  toman  con  mucho  agrado 
y sólo  la  adición  de  la  vitamina 
C es  necesaria,  a su  debido  tiem- 
po, para  asegurar  el  crecimiento 
normal  y la  buena  salud  de  las 
criaturas. 


Distribuidore.s  para  Puerto  Rico: 

PLAZA  PROVISION  COMPANY,  Fortaleza  104,  San  Juan,  P.  R, 
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to  relieve  nausea  and  vomiting 
of  pregnancy  and  in  adoles- 
cent acne 

P Y R I B E X I N 

(Pyridoxine  HCI  Thiamine  Ctiloride) 


t''  '■'//, 
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' + 
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Each  1 cc  contains: 

Vitamin  Bl  50  mg. 

50  mg. 


Vitamin  B6 

VIALS  OF  10  cc 


IROBLEX 


for  use  in  hypochromic  and  nu- 
tritional anemias 


(Iron  - Liver  - B Complex) 

Each  cc  contains: 

Thiamine  HCl  (Bl)  100.  mg. 

Riboflavin  (B2)  0.5  mg. 

Pyridoxine  HCl  (B6)  1-  'tiK- 

NICOTINAMIDE  50.  mg. 

IRON  CACODYLATE  10.  mg. 

LIVER  (10  U.S.P.  UNITS 

PER  CC)  0.2  cc. 

Phenol  (As  preservative)  0.57o 

VIALS  OF  10  cc 


Improved 

Formula 
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^ /K  EMPLEOS  IMPORTANTES 

^-.iCASEC* 

CASEtNATO  OE  CALCIO 


★ DESNUTRICION. — Por  consistir  casi  enteramente  de  proteína 
(88%),  el  Gasee  resulta  útil  para  enriquecer  la  dieta  del  niño  o 
del  adulto  con  desnutrición  por  insuficiencia  proteica.  Gracias  a 
ser  inodoro  e insaboro,  el  Gasee  no  afecta  ni  el  olor  ni  el  sabor 
del  alimento. 

★ DIARREA.— El  Gasee  posee  mérito  extraordinario  en  el  trata- 
miento dietético  de  la  diarrea,  lo  mismo  en  el  lactante  amaman- 
tado que  en  el  alimentado  artificialmente.  La  rapidez  con  que  el 
Gasee  ataca  este  común  trastorno  nutritivo,  constituye  un  factor 
importante  para  evitar  la  deshidratación  y el  desgaste  proteico. 

★ COLICO.— Gon  la  administración  antes  de  cada  mamada  de  15  cc. 
(3  cucharaditas)  de  una  mezcla  de  1 gramos  (1  cucharadita 
compacta  rasa)  de  Gasee  y 40  cc.  de  agua,  se  consigue  aliyiar  casi 
inmediatamente  el  cólico  en  los  lactantes  amamantados. 

PREMADUREZ.  En  la  alimentación  del  prematuro,  se  han  ob- 
tenido superiores  resultados  con  regímenes  enriquecidos  con  Gasee, 
por  ejemplo : (1)  Olac,  (2)  Alacta-Semidescremada,  Gasee  y Dextro 
Malto,  (3)  leche  de  pecho  y Gasee,  etc. 

★ ATREPSIA. — El  Gasee  ha  demostrado  también  su  utilidad  en 
casos  de  atrepsia  causados  por  vómito,  diarrea,  o hipoalimentación. 

ENFERMEDAD  CELIACA. — El  Gasee  está  indicado  para  todo 
el  período  del  régimen  trifásico  en  el  tratamiento  de  la  enferme- 
dad celíaca. 

. - V 

De  venta  en  todas  las  droguerías  y farmacias. 

Muestras  y literatura  a la  disposición  de  los  Sres.  Médicos. 


Mead  Johnson  § Co.,Evansv¡iie2i. ind., e.u.a. 


P.  o.  BOX  3081  — SAN  JUAN.  P.  U. 


Now  fortified  with 
Folic  Acid  and 
B vitamins- 


Patients  with  chronic  or  nutritional  anemias  may  be  deficient 
in  several  factors  essential  for  blood  regeneration — iron,  liver 
faetors  and  B vitamins,  including  folic  acid. 


Each  daily  dose  of  Bepron  Fortified  (1  fiuidounce)  supplies— 

Total  soluble  constituents  of  2 ounces 
of  whole  beef  liver 
3 grains  of  iron  (Fe)  as  saccharated 
ferrous  iron,  equivalent  to  9.6  grains 
of  dried  ferrous  sulfate 
5 mg.  of  folic  acid 
2 mg.  of  thiamine  hydrochloride 
2 mg.  of  riboflavin 
15  mg.  of  niacinamide. 

Bepron  Fortified  is  recommended  for  the  treatment 
of  chronic  or  nutritional  hypochromic  microcytic 
anemias,  and  for  maintenance  therapy  of  certain 
macrocytic  or  normocytic  anemias. 


.♦VatíÁTíi 


SupDÍied  in  boft/es  of 
16  fluidounces. 


BEPRON'  FORTIFIED 


WYETH  INCORPORATED  • PHILADELPHIA  3, 

Distribuidores:  FRANCISCO  N.  CASTAGNET 
San  Juan,  Puerto  Rico 


PA. 


■Flesh'tiated  with  inert  color> 
ing.  Supplied  in  l>oz.  and 
2>oz.  tubes. 


Analgesic  Calami 

Cremacal  provides  cooling,  analgesic 
relief  from  pain,  burning  and  pruritus. 
Its  greaseless,  water-miscible  base 
dries  promptly  to  form  a protective 
coating  over  the  irritated  area. 


Formula: 

Calamine 10% 

Glycerine 5% 

Benzocaine 1% 

Phenol 0.5% 

Menthol 0.25% 

Special  water-miscible  base q.s. 


NUMOTIZINE,  Inc. 

900  N.  Fronklin  St.,  Chicago  10,  III. 


Distribuidores:  FRANCISCO  N.  CASTAGNET 
San  Juan,  Puerto  Rico 


^^Á/yO'TUC,  cuta/neoKA  ulceró'  of  hypostatic,  decubital  or  diabetic  origin 

respond  rapidly  to  topical  Furacin  therapy.  Of  81  such  cases  specifically  mentioned 
literature,  good  results  were  obtained  in  65.  The  infection,  odor  and  discharge 
usually  diminished  promptly  without  delay  of  healing.  Furacin®  brand  of 
nitrofurazone,  is  available  as  Furacin  Solution  (N.N.R.)  and 
Furacin  Soluble  Dressing  (N.N.R.)  containing  Furacin  0.2%. 

These  preparations  are  indicated  for  topical  application  in,  the 
prophylaxis  or  treatment  of  infections  of  wounds,  second 
and  third  degree  burns,  cutaneous  ulcers,  pyodermas 
and  skin  grafts.  Literature  on  request. 

EATON  LABORATORIES,  INC.,  NORWICH.  N.  Y. 

Downing,  J.  et  al. : J.  A.  M.  A.  133  :2P9,  1947  • Johnson,  H. : Arch.  Dermat. 

& Syph.  57:348.  1948  • Miller.  J.  et  al. : New  York  State  J.  Med.  47:2316, 

1947  • Miller,  R.  et  al. : North  Carolina  M.  J.  9:574,  1948  • Shipley,  E. 
et  al.,  Surg.,  Gynec.  & Obst.  84:366,  1947. 
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r'íFANTS  exhibit  food  likes  and  dislikes  early  in  life,  and 
they  quickly  learn  to  associate  the  appearance  of  a food 
with  its  taste.  For  this  reason,  every  effort  is  made  to  retain 
the  original  tastes  of  the  foods  from  which  Libby’s  are  made; 
uniformity  of  attractive  taste  characterizes  Libby’s  Baby 
Foods.  As  a result  of  Libby’s  exclusive  process  of  homogeniza- 
tion, cellulose  cell  capsules  are  ruptured,  enhancing  the 
availability  of  nutrients  and  making  for  satin-smoothness  of 
texture.  Libby’s  Baby  Foods  have  been  fed  as  early  as  the 
sixth  week  of  life,  providing  the  infant  with  many  essential 
nutrients  which  w'ould  otherwise  be  denied  him. 

Be«t$  • Carrots  • Green  Beans  • Peas  • Spinach  • Squash  • Vegetable  Soup  • Mixed 
Vegetables  • Garden  Vegetables  • Liver  Soup  • Vegetables  with  Bacon  • Vegetables 
with  Beet  and  Barley  • Vegetables  with  Lamb  • Apples  and  Apricots  • Apples  and 
Prunes  • Apple  Sauce  • Apricot- Farina  • Peaches  • Peaches-Pears-Apricots  • Pears 
and  Pineapple  • Prunes  (with  Pineapple  Juice  and  Lemon  Juice)  • Custard  Pudding 


Libby,  i>19NeiIl  & Libby  ♦ Chicago  9,  Illinois 


OR  YOUR 


mínoprusal  patipi^- 

CONVENIENT  EFFECTIVE 
ORAL  THERAPY 


Tablets 


C2^£^ 


PpcmflRin 

TABLCTS 


• When  an  oral  estrogen  is  employed,  such 
as  “Premarin,”  a gradual  physiological  ad- 
justment can  be  effected.  By  a controlled 
“tapering-off”  process  the  patient  can  be 
accustomed  to  decreasing  estrogen  production. 

o “Premarin”  is  highly  potent;  even  severe 
and  well-established  cases  usually  show  a sat- 
isfactory response  to  treatment. 

o Although  highly  potent,  “Premarin”  is  ex- 
ceptionally well  tolerated;  unpleasant  side 
effects  are  seldom  noted. 

• “Premarin”  is  a natural  estrogen  . . . con- 
jugated estrogens  (equine). 

• “Premarin”  therapy  conserves  the  physi- 
cian's time;  office  consultations  are  kept  at 
minimum. 


• * 


CONJUGATED  ESTROGEN 
( equine) 

|®ch  tablet  contains  1.25  mg.  o 

jogens  in  their  naturally-occur 
Qter-soluble  conjugated  form 
®ssed  as  sodium  estrone  sul 

Caution-.  To  be  used  only  by 
ij®  prescription  of  a physician. 

potent  drug;  indiscrimina 
j,®!/  be  dangerous.  1 
V^ician  on  request. 


• “Premarin”  is  accepted  by  the  A.M.A. 
Council  on  Pharmacy  and  Chemistry. 


Standardized  by  colorimetric  and  biological 
methods  and  supplied  with  the  approval  of  Tha 
Research  Institute  of  Endocrinology,  McGill 
University,  under  direction  of  Dr.  J.  B.  CoUip. 


ayerst,  McKenna  and  harrison  rouses  point,  n.  y.  new  york  i6,  n.  y.  Montreal,  caw 
distributor:  WYETH  INTERNATIONAL  LIMITED,  22  East  40th  Strut,  New  YorK( 


Distribuidores  en  Puerto  Rico 
F.  PONT  FLORES  — San  Juan,  P.  R. 
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Una  Nueva  Droga  Prometedora 
para  el  Tratamiento  de  la 
Tuberculosis... 


arasa 

[PAS,  Acido  Para-Aminosalicílico] 


ACIDO  O SAL  SODICA 

POLVO  O TABLETAS  DE  REVESTIMIENTO  ENTERICO 

Durante  los  últimos  2 años,  los  especialistas  de  todo  el  mun- 
do han  venido  trabajando  con  este  admirable  agente  fubei- 
cu’ostático.  Hoy  día  se  le  considera  generalmente  como  una 
utilís’ma  droga  para  el  tratamiento  de  varias  clases  de  tu- 
berculosis, ya  sea  sólo  o en  combinación  con  estreptomicina. 

Los  casos  clínicos  indican  que  PARASAL  redujo  la 
fiebre  y la  tos  durante  la  primera  semana  de  tratamiento, 
y después  de  éso  se  ha  obtenido  una  mejoría  clínica  genera!. 

Hasta  hoy  los  estudios  han  demostrado  que  PARASAL 
deja  a los  pacientes  sin  efectos  neurotóxicos,  puede  admi- 
nistrarse oralmente  con  pocas  o ninguna  reacción  secunda- 
ria, y puede  obtenerse  en  cualquier  cantidad  que  se  desee. 

Distribuido  en  Puerto  Rico 
por 

LABORATORIOS  TERRIER,  INC. 

HATO  REY,  P.  R-  ^ 


a refreshing, 
soothing 
(ollyrium 

FOR  OCULAR  IRRITATION 
DUE  TO  EYESTRAIN, 
DUST,  SMOKE  OR  GLARE 


Ocusol®  is  an  isotonic,  aqueous  solution  containing  boric  acid  U.S.P.  1.1%, 
sodium  borate  U.S.P.  0.5%,  berberine  sulfate  0.01%,  distilled  extract  of 
witch  hazel  N.  F.  2.6%,  camphor  U.S.P.  0.04%,  methylparaben  U.S.P.  0.05%, 
rose  oil  0.01%,  glycerin  U.S.P.  1.3%,  NaCl  U.S.P.  0.38%  and  water  94.01%. 

Ocusol  is  harmless  to  the  eyes;  it  may  be  used  as  often  as  required.  Each 
package  contains  a sanitary,  plastic  eye  cup. 


THE  NORWICH  PHARMACAl  COMPANY 
Norwich,  New  York,  U.  S.  A. 


Distribuidorw-CESAR  CASTILLO,  INC.,  Callo  Tefuan  155,  San  Juan 


truly  t bent  pent  ic  d asnees  of  oJl 
the  indh'idiKil  K'ilditiins  k/iow'ti  to 
be  essentidl  in  linnidn  nnlrifion. 


THERAPEUTIC  FORMULA 

VITAMIN  CAPSULES  ^ 

Squibb 


the  standard  of  comparison  Bottles  of  100  capsules 


Medicación  natural  antirraquítica 


White  Laboratories/  Inc./  Newark  1,  N,  J.,  E.U.A.  • Fabricantes  de  Productos  Farmacéuticos 

Distribuidores:  FRANCISCO  N.  CASTAGNET 
San  Juan,  Puerto  Rico 


El  Aceite  de  Hígado  de  Bacalao  Concentrado  de  Juaits  proporciona 
las  potentes  y naturales  vitaminas  antirraquíticas  A y D.  Dos  gotas 
equivalen  vitamínicamente  a una  cucharadita  (dosis  diaria  mínima 
según  la  F.E.U.)  de  aceite  de  hígado  de  bacalao,  312  unidades  de 
la  vitamina  D derivadas  exclusivamente  del  aceite  de  hígado  de 
bacalao,  3.120  unidades  de  la  vitamina  A obtenidas  de  un  concen- 
trado de  aceite  de  hígado  de  bacalao  normalizado  con  aceites  de 
pescado. 

Esta  medicación  es  económica  y eficaz.  En  dosis  mayores  para 
las  madres  el  Aceite  de  Hígado  de  Bacalao  Concentrado  de  Juaits 
se  ofrece  en  cápsulas.  Cada  una  equivale  en  potencia  vitamínica 
a 4 cucharaditas  ( 16  cc.)  de  aceite  de  hígado  de  bacalao.  También 
lo  hay  en  tabletas. 

Para  el  niño,  para  la  madre 


’ACEITE  DE  HIGADO  DE  BACALAO  CONCENTRADO 


Model  NIÓMLH 

INTRODUCING  COMPLETELY  NEW  SPENCER  MICROSCOPES 
FOR  THE  MODERN  LABORATORY 


A LL  the  knowledge  and  experience 
of  over  a hundred  years  has  gone 
into  developing  the  latest  Spencer  La- 
horatory  Microscopes.  For  students, 
technicians,  laboratory  and  research 
workers,  they  offer  the  latest  in  de- 
sign and  convenience,  Spencer  Micros- 
copes are  world-famous.  They  incor- 
porate time-tested  features,  in  addition 
to  many  new  refinements.  All  of  these 
new  microscopes  have  been  subjectevd 
to  exhaustive  tests  on  pilot  models — 
many,  for  over  five  years  prior  to 
their  introduction.  Aluminum,  used  in 
construction  of  the  arm  and  body,  re- 
duces weight  by  1/3 — a definite  boon 
to  those  who  must  carry  microscopes 
from  one  place  to  another.  The  micros- 
cope stands  have  been  tested  and 
found  to  be  stronger  than  and  twice 


as  rigid  as  previous  models.  The  in- 
clination joint,  after  two  million  reci- 
procating motions,  has  shown  no  meas- 
urahle  wear.  The  redesign  micrometer- 
screw  fine  adjustment  now  has  ball- 
hearing slideways.  It  is  responsive  to 
the  lightest  touch.  Under  test  it  show- 
ed less  than  .2  micron  backlash  after 
three  million  revolutions  — an  esti- 
mated normal  20  years’  wear.  The 
latest  Spencer  Laboratory  Microscopes 
are  ready  to  serve  you  and  to  carry  on 
the  tradition  established  by  earlier 
models — dependability,  long  wear,  cus- 
tomer satisfaction. 


Model  illustrated  above  N15MLH  with 
inclined  binocular  body  and  \o.  700 
Microscope  Illuminator. 


PUERTO  RICO  OPTICAL  COMPANY 

SAN  JUAN,  PUERTO  RICO 
Agentes  Exclusivos  de 
AMERICAN  OPTICAL  COMPANY 


Southbridge,  Mass. 


Tyrothricin,  potent  antibacterial  extract  of 
Dubos’  bacillus,  and  widely  considered  the 
topical  antibiotic  of  choice,  is  the  principal 
ingredient  of  TyROZETS  Lozenges,  Sharp  & 

Dohme’s  remarkable  new  preparation  for 
prophylaxis  and  treatment  of  gram-positive 
throat  and  mouth  infections,  and  for  post- 
surgical  care  of  the  pharynx. 

Tyrothricin  is  penetrating,  nontoxic  when 
applied  locally,  and  highly  effective  against 
such  gram-positive  organisms  as  Coryne- 
bacterium  diphtheriae,  pneumococci,  strep- 
tococci and  staphylococci  frequently  re- 
sponsible for  infections  of  throat  and 
mouth. 

■Each  Tyrozets  lozenge  contains 
tyrothricin,  1 mg.,  and  5 mg.  of  soctn- 
• ng,  analgesic  benzocaine. 

SHARP  & COHME  INTER-AMERICAN  COR?. 
Box  4203  — Santurce,  Puerto  Rico 


Tyrozets  Antibiotic-Anesthetic  Throat  Loz- 
enges rapidly  relieve  the  pain  and  discom- 
fort of  infected  or  irritated  throats,  promptly 
destroying  gram- positive  pathogens. 
These  new,  nontoxic,  pleasantly  flavored 
Sharp  & Dohme  lozenges  are  indicated 
for  treatment  of  gram-positive  throat  and 
mouth  inf ections,sore  throats,  and  especially 
following  tonsillectomies  and  pharyngeal 
surgery.  They  are  also  effective  for 
prophylactic  throat  protection  when  colds 
are  prevalent. 

Tyrozets  Antibiotic-Anesthetic  Throat 
Lozenges  are  packed  in  moisture-proof, 
plastic-stoppered  tubes  of  12. 


TYROZETS 


ANNOUNCING 


o 


Aureomycin  Hydrochloride  Lederle 
is  a yellow,  crystalline  antibiotic 
obtained  from  the  mold  Streptomyces 
aureofaciens.  It  gives  promise  of  being 
one  of  the  most  versatile  antibiotic 
drugs  yet  discovered.  It  is  a potent 
antibiotic  against  many  Gram-negative 
and  (iram-positive  organisms,  as  well 
as  highly  specific  against  rickettsial 
infections.  It  is  also  effective  against 
primary  atypical  pneumonia,  an  infec- 
tion of  unknow  n etiology.  Aureomycin 
should  be  used  against  infections  that 
have  become  resistant  to  penicillin. 


streptomycin,  or  sulfonamides,  and  in 
patients  who  exhibit  severe  and 
uncontrollable  sensitivity  to  these 
drugs.  The  precise  indications  for  its 
use,  in  comparison  with  other  anti- 
biotics, have  not  been  established. 

Aureomycin  Lederle  exhibits  the  fol- 
lowing advantages  — Essentially  non- 
toxic (excepting  allergy)  . . . Unlikely 
to  produce  fastness  in  pathogenic 
organisms  . . . Effective  against  many 
organisms  previously  insusceptible  to 
chemotherapy . . . Available  in  oral . . . 
and  topical  ophthalmic  dosage  forms. 


INDICATIONS 


Useful  in  the  control  of  Rocky  Moun- 
tain spotted  fever,  Q fever,  typhus, 
rickettsialpox,  lymphogranuloma 
venereum,  psittacosis,  primary  atypical 
pneumonia,  acute  brucellosis,  infec- 
tions caused  by  penicillin-resistant 
Gram-positive  cocci  (especially  staph- 
ylococci), and  infections  caused  by 


coli-aerogenes  bacteria.  In  typhoid 
fever,  large  doses  may  be  helpful. 

CAPSULES ; Vials  of  16,  250  mg.  each 
capsule. 

OPHTHALMIC:  Vials  of  25  mg.  with 
dropper  assembly/  solution  prepared 
by  adding  5 cc.  of  distilled  water. 


LEDERLE 


LABORATORIES  D 

AMERiCAM  G^gjiamid  compaa/v 


VISION 


30  ROCKEFELLER  PLAZA,  NEW  YORK  20,  NEW  YORK 


Comparative  in  vitro  studies  have  shown  that  Milibis,  the  new 
amebacide,  is  the  most  powerful  of  all  drugs  commonly 
used  against  Endamoeba  histolytica.  In  clinical  tests  Milibis 
has  given  excellent  results  in  over  1000  cases.  In  those 
that  could  be  followed  parasitologically  for  prolonged 
periods,  negative  stools  were  obtained  consistently  in  82.6 
per  cent  after  one  to  four  courses  of  Milibis  treatment. 
There  were  virtually  no  side  effects.  Average  dose  for 
adults:  2 tablets  three  times  daily  for  seven  days.  If  the 
stools  remain  positive  the  course  should  be  repeated. 
Supplied  in  tablets  of  0.25  Gm.,  bottles  of  50  and  500. 


PROFESSIONAL  BUILDING  - Ave.  de  Diego  308 
Santurce,  P,  R. 


DR.  A.  OLIVERAS  GUERRA 


Presidente  de  la  Asociación  Médica  de  Puerto  Rico  - Año  1S50. 
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MODERN  CONCEPTS  OF  THE  PATHOGENESIS 
AND  IMMUNOLOGY  OF  TUBERCULOSIS- 

ESMOND  R.  LONG,  M.D. 

Henry  Phipps  Institute,  University  of  Pennsylvania, 

Philadelphia,  Pennsylvania 

Any  consideration  of  the  pathogenesis  of  tuberculosis  involves 
the  concepts  of  primary  and  reinfection  tuberculosis.  It  was  once 
believed  that  the  anatomical  differences  between  reinfection  tu- 
berculosis in  adults  and  primary  tuberculosis  in  childhood  were  due 
principally  to  a modification  of  tissue  reaction  caused  by  the  al- 
lergy induced  by  the  primary  infection.  This  was  surely  an  over- 
simplification of  a difficult  problem,  and  quite  inadequate  as  an 
explanation,  for  allergy  develops  in  childhood  tuberculosis  long  be- 
fore its  spontaneous  healing,  without  conversion  of  the  disease  to 
the  characteristic  adult  type,  and,  as  we  shall  see  later,  a disease 
anatomically  almost  indistinguishable  from  adult  reinfection  tu- 
berculosis may  occur  in  adolescents  and  adults  as  a result  of  first 
infection  in  adolescent  or  adult  life. 

PRIMARY  TUBERCULOSIS  IN  CHILDREN  AND  REINFECTION 
TUBERCULOSIS  IN  ADULTS 

Primary  tuberculosis  in  children  in  its  most  characteristic 
form  is  a disease  in  which  the  initial  lesion  may  be  seen  in  any 
part  of  the  lungs,  with  no  predilection  for  the  apices,  and  in  which, 
as  a rule,  caseous  secondary  lesions  can  be  detected  in  the  regional 
tracheo-bronchial  lymph  nodes.  Its  prognosis  is  generally  excellent, 
but  more  guarded  in  Negro  than  white  children,  and  ordinarily 
regression  sets  in  after  a few  months,  leading  ultimately,  over  a 
period  of  two  or  three  years  to  healing  of  both  the  pulmonary  and 
lymph  node  lesions,  leaving  characteristic  calcified  scars  in  each. 


* Presented  before  the  46th  Annual  Assembly  of  the  Medical  Association  of 
Puerto  Rico,  December  14,  1949. 
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i.e.,  the  so  called  primary  complex.  Relatively  rarely  continuous 
progression  takes  place,  leading  in  the  more  extreme  cases  to  ex- 
tensive tuberculous  bronchopneumonia,  miliary  tuberculosis  and 
tuberculous  meningitis. 

Reinfection  tuberculosis  in  adults,  in  contrast,  is  a disease 
characteristically  involving  the  apical  region  of  the  lungs,  and  not 
involving  the  tracheo-bronchial  lymph  nodes  grossly  to  any  great 
extent,  healing  in  probably  the  great  majority  of  infections,  but 
not  leaving  isolated  calcified  foci  in  lung  and  lymph  node,  as  in 
primary  tuberculosis  in  children.  By  definition  it  is  new  tubercu- 
losis superimposed  on  old  healed  tuberculosis,  and  commonly  evi- 
dence of  the  old  infection  can  be  found  in  the  form  of  a calcified 
primary  complex  of  healed  childhood  disease.  It  may  progress,  and 
when  it  does  it  tends  to  spread  by  excavation  of  the  apical  foci  anri 
bronchogenic  dissemination  of  the  infective  liquefied  material  from 
the  excavated  regions.  Much  scarring  is  associated  with  the  pro- 
cess, so  that  in  general  the  older  parts  of  the  lesion  are  fibrotic  as 
well  as  ulcerative.  The  disease  spreads  apico-caudally  and  in  typical 
advanced  cases  the  upper  parts  of  the  lungs  are  the  seat  of  cavities 
and  scar  tissue  and  the  lower  parts  the  site  of  bronchogenic  fibro- 
caseous  nodules  or  patches  of  caseating  tuberculous  bronchopneu- 
monia. The  regional  tracheo-bronchial  lymph  nodes  contain  micros- 
copic tubercles,  but,  surprisingly,  in  view  of  the  extent  of  the  pul- 
monary process  even  in  advanced  cases  are  relatively  little  enlar- 
ged, and  most  of  the  enlargement  that  does  occur  is  the  result  of 
a hyperplastic  lymphadenitis  rather  than  caseous  tuberculosis. 

PRIMARY  TUBERCULOSIS  IN  ADULTS 

Primary  tuberculosis  in  adolescents  and  adults  was  a relatively 
rare  problem  for  pathologists  in  communities  with  a moderately 
dense  population  until  the  last  two  decades.  Even  today  the  usual 
textbook  descriptions  of  tuberculosis  are  of  primary  childhood  and 
reinfection  adult  disease.  Within  these  two  decades,  however,  a 
notable  decline  in  the  dissemination  of  tuberculosis  has  taken  place 
in  large  segments  of  the  population  as  a result  of  case  finding  and 
case  isolation,  with  resultant  postponement  of  first  infection  from 
the  childhood  to  adolescent  or  adult  years.  Naturally  the  question 
arises,  does  primary  tuberculosis  in  adults  resemble  primary  tuber- 
culosis in  children  or  reinfection  tuberculosis  in  adults,  or  is  it 
unlike  either,  with  an  anatomical  pattern  of  its  own? 

The  experience  of  different  observers  is  at  variance  in  answer- 
ing this  question.  Part  of  the  difference  is  due  to  different  cri- 
teria for  the  recognition  of  primary  tuberculosis  in  adults.  Strictly 
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speaking,  the  only  way  to  be  certain  that  a tuberculous  lesion  seen 
in  an  adolescent  or  adult  is  a primary  lesion  is  through  the  obser- 
vation that  its  development  is  concomitant  with  or  at  least  shortly 
subsequent  to  conversion  of  the  individual  harboring  the  infection 
from  the  tuberculin-negative  to  the  tuberculin-positive  state.  To 
make  the  decision  on  anatomical  grounds  alone,  designating  lesions 
as  primary  if  the  remains  of  an  old  infection  in  the  form  of  a pri- 
mary complex  cannot  be  found,  is  to  beg  the  question.  Many  cases 
designated  primary  tuberculosis  on  this  basis  may  be  presumed  to 
be  reinfection  tuberculosis  in  which  an  old  healed  primary  lesion 
is  present  but  too  small  to  be  found. 

Fortunately  for  our  understanding  of  this  problem  the  develop- 
ment of  tuberculosis  has  been  studied  in  a number  of  population 
groups  in  which  the  tuberculin  reaction  has  been  followed  for  years, 
so  that  in  not  a few  cases  the  initiation  of  a tuberculous  process 
has  been  detected  in  an  adult  known  to  have  been  tuberculin-nega- 
tive but  a short  time  previously.  The  studies  of  Malmros  and  Hed- 
valP  in  Sweden  are  particularly  well  known.  The  majority  of  the 
studies  of  this  type  have  been  carried  out  in  medical  students  and 
nurses  who  have  been  routinely  tuberculin-tested  and  X-rayed  at 
frequent  intervals. 

In  general  these  investigations  show  that  in  the  two  charac- 
teristic features  of  location  in  the  lung  and  presence  or  absence 
of  gross  involvement  of  the  regional  lymph  nodes,  primary  tuber- 
culosis in  adolescents  and  adults  resembles  reinfection  tuberculosis 
in  adults  much  more  than  it  does  primary  tuberculosis  in  children. 
The  disease  tends  to  be  apical.  In  most  of  the  cases  of  Malmros  and 
Hedvall  the  initial  lesion  detected  was  seen  radiographically  with- 
in the  circle  of  the  first  rib  or  in  the  first  anterior  intercostal  space, 
and  lymph  node  involvement  was  not  conspicuous.  Medlar^  and  Bad- 
ger and  Ayvazian^,  who  have  recently  reported  pathological  clinical 
studies  on  the  subject  respectively,  both  state  categorically  that 
primary  and  reinfection  lesions  in  the  adult  are  radiologically  indis- 
tinguishable. Progressive  cases  in  all  the  series  reported  tended  to 
ulcerate,  with  cavity  formation,  and  spread  apico-caudally  through 
bronchogenic  dissemination,  exactly  as  in  typical  reinfection  tuber- 
culosis. In  the  experience  of  Badger  and  Ayvazian  the  variation 
in  type  that  did  occur  in  a large  number  of  nurses  was  correlated 
with  other  factors  much  more  closely  than  with  the  primary  or 
reinfection  character  of  the  process,  the  chief  of  which  appeared 
to  be  the  factor  of  native  resistance. 

This  is  in  accord  with  our  own  experience  at  the  Henry  Phipps 
Institute^  in  clinic  patients  who  have  been  followed  for  years  by 
the  tuberculin  test  and  radiological  examination.  Commonly  lesions 
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known  to  be  primary  because  associated  with  recent  conversion  to 
the  tuberculin-positive  state  have  been  apical  in  location  with  no 
gross  involvement  of  the  tracheo-bronchial  lymph  nodes.  Oc- 
casionally, however,  we  have  seen  cases  of  primary  tuberculosis  in 
adults  in  which  the  lesion  is  in  a subclavicular  location  and  as- 
sociated with  lymph-node  enlargement.  These  cases  are  usually  in 
Negroes,  and  it  is  to  be  noted  that  in  Negroes  definite  reinfectin-n 
tuberculosis  also,  with  clear  evidence  of  healed  previous  infection 
in  the  form  of  a calcified  primary  comples,  not  infrequently  re- 
sembles primary  tuberculosis  in  children  in  its  non-apical  develop- 
ment and  gross  lymph  node  enlargement. 

In  one  other  respect  primary  tuberculosis  in  young  adults 
is  particularly  noteworthy.  That  is  the  frequency  of  an  accompany- 
ing pleurisy  with  effusion.  In  fact  a pleural  effusion  is  commonly 
the  first  sign  of  pulmonary  tuberculosis  when  primary  tuberculosis 
develops  in  the  young  adult. 

Considerable  variance  in  opinion  exists  also  as  to  the  prognosis 
of  primary  and  reinfection  tuberculosis  in  adults  as  compared  with 
that  of  primary  tuberculosis  in  children  and  reinfection  tubercu- 
losis in  adults.  A good  deal  of  confusion  has  resulted  from  the  mis- 
conception that  the  former  is  always  a disease  with  a good  prog- 
nosis and  the  latter  one  with  a bad  prognosis.  As  pointed  out  above, 
primary  tuberculosis  in  children  is  not  rarely  progressive,  and  re- 
infection tuberculosis  in  adults  usually  heals.  A not  infrequent  view 
is  that  the  prognosis  of  first  infection  in  adult  life  is  bad  because 
the  person  concerned  did  not  have  the  protective  immunizing  effect 
of  a healed  previous  infection,  a curious  concept  overlooking  the 
fact  that  if  it  is  bad  to  be  without  such  protection  in  adult  life  it 
must  be  bad  to  be  without  it  in  childhood. 

Without  going  into  details,  suffice  it  to  say  that  one  school 
holds  that  primary  tuberculosis  in  adolescents  and  adults  carries 
a graver  prognosis  than  reinfection  tuberculosis,  while  the  other 
holds  that  it  is  little  if  any  worse.  One  school  indeed  holds  that  it 
is  better.  In  the  United  States  the  tendency  is  growing  to  relate 
the  prognosis  not  to  the  primary  or  reinfection  state  but  rather 
to  more  fundamental  characters  of  resistance.  In  the  United  States 
today  the  dissemination  of  infection  has  been  reduced  to  such  a 
degree  that  in  large  parts  of  the  country  such  tuberculosis  as  does 
develop  in  young  adults  is  for  the  most  part  primary.  An  unduly 
high  case  fatality  rate  has  not  been  observed  in  such  cases.  Badger 
and  Ayvazian'^  feel  that  for  American  communities  the  distinction 
between  primary  and  reinfection  type  tuberculosis  is  an  artificial 
one,  focussing  attention  on  a minor  issue  rather  than  the  major 
one,  which  is  the  inherent  resistance  of  the  individual. 
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RESISTANCE  TO  TUBERCULOSIS 

Resistance  to  tuberculosis,  like  immunity  in  other  diseases, 
may  be  native  or  acquired.  Much  light  has  been  thrown  on  native 
resistance  in  recent  years  through  the  experiments  of  Lurie"’  on 
highly  inbred  rabbits  from  stocks  proved  by  experience  to  be  in- 
herently resistant  and  inherently  susceptible.  With  a remarkable 
degree  of  uniformity  the  resistant  animals,  on  exposure  to  suit- 
able doses  of  tubercle  bacilli,  develop  relatively  well  localized  le- 
sions which  tend  to  be  fibro-ulcerative  in  character  as  they  pro- 
gress, while  the  more  susceptible  animals,  in  response  to  the  same 
infection,  develop  lesions  of  a caseo-pneumonic  type  which  spread 
rapidly  to  the  regional  lymph  nodes  and  tend  to  generalize 
throughout  the  body. 

Here  then  we  have  experimental  evidence  of  primary  disease 
varying  in  two  sets  of  animals,  resembling  in  one  case  the  fibro- 
ulcerative  disease  once  considered  characteristic  of  reinfection  le- 
sions, and  in  the  other  the  caseating,  lymphatic  disease  once  con- 
sidered characteristic  of  primary  tuberculosis  in  children.  In  thi  s 
case  the  character  of  the  disease  depended  on  neither  the  presence 
or  absence  of  allergy  nor  the  age  of  the  animal.  It  depended  rather 
on  certain  inherent  constitutional  traits  some  of  which  Lurie  has 
worked  out. 

Acquired  immunity  also  is  readily  demonstrable  in  animals.  It 
has  long  been  known  that  first  infection  of  animals  with  a strain 
of  low  virulence  like  BCG  or  the  R,  of  Saranac  Lake  is  protective 
in  measurable  degree  against  a dose  of  tubercle  bacilli  causing 
rapidly  progressive  disease  and  early  death  in  controls.  In  man 
also  long  and  well  controlled  investigations  have  shown  that  disease 
develops  less  frequently  and  pursues  a more  favorable  course  in 
persons  vaccinated  with  BCG  than  in  similarly  exposed,  non-vac- 
cinated  persons.  A variety  of  evidence  indicates  that  first  infection, 
from  which  spontaneous  recovery  takes  place,  does  raise  the  level 
of  resistance  to  small  infecting  doses  from  that  time  on.  The  danger 
of  leaving  this  vaccination  to  nature,  however,  is  obvious.  The  first 
dose  may  be  much  too  large  and  cause  progressive  serious  or  fatal 
disease  at  the  time,  or  it  may  fail  to  be  arrested  and  leave  foci  for 
endogenous  spread  to  other  parts  in  later  years.  Hence  the  world- 
wide increasing  use  of  BCG,  which  creates  an  immunizing  infection 
without  the  dangers  of  subsequent  spread.  It  cannot  be  sa’d  that 
it  profoundly  changes  the  gross  anatomical  pattern  of  the  disease. 
It  intensifies  the  normal  process  of  resistance  and  thus  gives  the 
body  extra  powers  for  controlling  infective  doses  that  reach  it. 
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The  anatomical  pattern,  i.e.  those  features  that  were  once  consider- 
ed characteristic  of  the  primary  or  reinfection  state  appear  to  be 
dependent  on  age  and  certain  inherent  but  hereditarily  variable 
factors. 


SUMMARY 

In  summarizing  the  rather  sketchy  outline  of  facts  here  pre- 
sented we  may  say  that  the  modern  tendency  is  to  lay  much  less 
stress  than  formerly  on  the  role  of  allergy  in  determining  the  ana- 
tomical character  of  a progressive  process  in  the  lungs,  and  relate 
this  rather  to  age  and  the  factor  of  inherent  resistance  in  the  in- 
dividual. There  is  something  about  age  which  leads  pulmonary  tu- 
berculosis in  the  adolescent  or  young  adult  to  assume  an  apical  or 
at  least  upper  lung  location,  rather  than  occur  almost  anywhere 
in  the  lung,  as  in  childhood,  and  controlled  animal  investigations 
show  that  the  character  of  the  disease,  i.e.,  whether  fibro-ulcerative 
in  character  or  caseating  and  pneumonic,  with  tendency  to  spread 
through  the  lymphatics  and  generalize,  is  in  part  the  result  of 
inherent  constitutional  difference  in  the  powers  of  resistance,  i.e., 
a variation  in  native  immunity. 

Acquired  immunity  also  is  important  in  determining  the  res- 
ponse, for  spontaneous  virulent  infection  from  which  recovery 
takes  place  and  the  artificial  production  of  a controlled  lesion  by 
BCG  vaccination  both  raise  the  native  constitutional  level  of  re- 
sistance, enabling  the  body  to  ward  off  new  and  repeated  small 
infections  through  intensification  of  the  normal  mechanisms  of 
defense  against  bacterial  invasion. 
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TRENDS  IN  CHILD  CARE  AND  CHILD  REARING 
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Isíexc  Haven,  Conn. 


Whenever  attempts  are  made  to  describe  trends  or  new  move- 
ments, one  runs  into  hazards,  for  such  discussion  must  of  necessity 
include  some  degree  of  prediction.  It  is  well  known  that  prediction 
is  heavily  weighted  with  personal  bias.  In  Medicine  particularly, 
one  soon  learns  that  prediction  is  fraught  with  uncertainty,  since 
one  is  de5.1ing  with  the  human  organism.  A person  who  predicts 
must  be  ever  mindful  of  wishful  thinking  on  his  part.  With  this 
forewarning,  I must  emphasize  that  this  paper  is  not  to  be  consider- 
ed a prophetic  pronouncement,  but  instead  an  appraisal  of  current 
pediatric  literature  and  information,  tinged  with  my  own  personal 
experiences  in  the  fields  of  Pediatrics  and  Psychiatry.  Mindful  of 
the  dangers  just  mentioned,  attempt  will  be  made  to  keep  this  ac- 
count as  objective  and  impersonal  as  possible.  Furthermore,  this 
paper  will  deal  only  with  the  development  of  practices  in  the  U.S.A. 

Trends  and  movements  are  dependent  on  many  different  fac- 
tors and  circumstances.  Although  their  origins  are  not  always 
clear,  it  is  safe  to  say  that  they  do  not  originate  in  isolation.  To 
understand  their  origin  and  their  significance,  trends  must  always 
be  considered  in  relation  to  other  events.  Unquestionably  some  of 
the  strongest  determinants  of  trend  origin  and  direction  in  Pedia- 
trics are  physical,  psychologic,  social,  economic,  which,  along  with 
cultural  elements,  work  singly  or  in  combination.  Many  times  si- 
milar trends  start  contemporaneously  at  distant  places,  seemingly 
quite  independent  of  each  other.  For  example,  some  of  the  trends 
I will  discuss  are  developing  simultaneously  in  the  British  Empire 
and  in  our  country.  It  will  be  interesting  for  me  to  learn  during  my 
short  stay  with  you  whether  similar  changes  are  taking  place  in 
pediatric  practice,  education  and  child  care  in  Puerto  Rico. 

While  the  pediatric  literature  of  the  U.S.A.  has  always  been 
more  or  less  eclectic,  in  the  past  few  years  it  has  included  with 
its  many  articles  on  scientific  care  of  children  an  ever  increasing 
amount  of  material  in  the  field  of  the  psychological  aspects.  The 
number  of  papers  in  pediatric  journals  on  child  psychology,  deviant 
behavior  and  mental  illness,  mental  growth  and  development,  psy- 
chiatric treatment,  training  of  the  pediatrician  in  Psychiatry,  and 
even  Sociology  and  Anthropology,  bears  witness  to  this.  Other 
evidence  of  the  pluralism  of  pediatric  interest  is  shown  in  th^ 
composition  of  programs  of  medical  meetings,  where  there  are  now 
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more  papers  given  which  discuss  the  topic  of  Psychiatry  in  relation 
to  pediatric  practice.  In  the  training  of  the  pediatrician,  much  more 
emphasis  is  being  placed  on  preparation  of  the  physician  for  his 
multiple  and  changing  roles  with  children  and  their  parents.  A 
change  born  in  part  out  of  the  influence  of  new  discoveries  (such 
as  the  anti-biotics)  on  diseases,  so  their  incidence  is  lowered.  From 
the  fields  of  Psychology,  Psychiatry,  Education  and  a less  easily 
classified  subject  called  “Growth  and  Development”,  the  physician 
who  treats  children  is  advised  how  to  make  pediatric  practice  more 
effective  through  the  use  of  techniques  which  have  been  found 
useful  in  each  of  the  disciplines  just  mentioned.  For  example,  such 
physicians  are  urged  to  become  acquainted  with  the  facts  of  growth 
and  development,  and  with  the  processes  of  interpersonal  relation- 
ships, particularly  those  which  exist  between  a parent  and  child, 
and  a physician  and  patient,  so  that  the  physician  may  better  pre- 
dict and  interpret  behavior  of  children  to  parents,  and,  more  im- 
portant still,  may  relieve  parental  fears,  anxiety  and  conflicts. 

I would  like  now  to  discuss  in  greater  detail  some  of  the 
child  care  and  child  rearing  practices  which  are  being  carried  out, 
and  which  emphasize  how  psychological  care  is  being  infused  with 
physical  care.  It  is  natural  that  psychological  care  already  be  in- 
troduced in  the  care  of  the  new  born,  in  such  matters  as  breast 
feeding.  It  has  been  found  advantageous,  however,  to  begin  such 
consideration  even  before  the  birth  of  the  baby.  It  is  well  subs- 
tantiated that  the  pregnant  woman,  as  a rule,  has  some  degree  of 
concern  about  her  ability  as  a mother.  She  may  show  this  as  she 
inquires  about  infant  feeding,  its  techniques,  and  whether  she 
should  breast  feed  or  not.  This  last  question  is  today  a common 
one  in  the  minds  of  many  of  our  mothers,  since  breast  feeding  is 
again  becoming  popularized.  One  of  the  trends  in  infant  feeding 
at  the  present  time  is  this  interest  in  breast  feeding.  Although 
this  technique  was  once  the  commonly  accepted  one  of  feeding 
babies,  in  many  parts  of  the  U.S.A.  it  gradually  went  out  of  fa- 
shion, paralleling  in  this  regard  the  advance  of  scientific  Pedia- 
trics, particularly  the  refinement  and  simplification  of  cow’s  milk 
formulas.  These  scientific  advances,  along  with  various  cultural 
forces,  which  aimed  at  “the  emancipation  of  woman”  from  house- 
hold and  child  care  servitude,  lowered  the  incidence  of  breast  feed- 
ing to  a point  where  a few  years  ago  it  was  rare  in  most  sections 
of  the  country  to  find  women  breast  feeding  their  babies  for  ade- 
quate lengths  of  time.  Recently  this  downward  trend  has  been  ar- 
rested. Similarly,  there  now  is  greater  interest  in  breast  feeding 
in  the  British  Empire,  fostered  primarily  by  war-time  necessities 
and  food  shortages.  In  the  U.S.A,  this  was  fostered  not  by  the 
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latter,  but  more  by  the  influence  of  modern  Psychiatry,  and  by 
the  fact  that  although  infant  feeding  had  made  great  strides  for- 
ward scientifically,  there  were  many  feeding  problems.  The  pedia- 
trician began  to  ask  whether  some  of  these  problems  might  be 
prevented  if  breast  feeding  were  again  resorted  to.  As  he  tried 
to  interest  mothers  of  new  born  babies  in  breast  feeding,  he  often 
met  with  resistance,  or  with  failure  when  attempts  were  made. 
It  was  decided  that  possibly  education  of  the  expectant  mother 
might  prepare  her  not  only  for  breast  feeding,  but  also  for  infant 
care  in  other  areas.  When  this  idea  was  suggested  to  obstetricians, 
the  reply  generally  was  made  that  they  had  neither  the  knowledge 
r.or  the  time  to  educate  pregnant  women  in  these  matters.  The 
pediatrician  also  had  some  hesitancy  in  assuming  his  professional 
role  as  physician-guide  to  the  mother  before  the  birth  of  the  baby, 
as  it  had  become  the  custom  to  wait  on  this  until  after  the  baby 
w'as  born.  The  question  was  also  raised  whether  the  pregnant 
woman  really  wanted  to  talk  with  any  one  about  infant  care.  Ac- 
cordingly it  seemed  important  to  set  up  an  experiment  in  our 
hospital  whereby  women  coming  to  a pre-natal  clinic  might  be 
interviewed  by  pediatricians  in  an  effort  to  determine  whether 
they  were  desirous  of  talking  about  infant  care  at  this  time,  before 
the  birth  of  the  infant.  This  experiment  has  been  tried  at  several 
hospitals,  and  it  is  the  concensus  of  opinion  that  women  are  not 
only  ready,  but  eagerly  accept  every  opportunity  for  talking  about 
their  feelings,  their  hopes,  ambitions,  and  anxieties,  and  are  ready 
to  learn  some  of  the  fundamentals  of  infant  care,  particularly  feed- 
ing. It  is  found  that  the  incidence  of  breast  feeding  rises  drama- 
tically in  those  clinics  where  such  guidance  is  given  to  the  pre- 
partum  patient.  It  is  also  found  that  where  prospective  fathers  are 
also  given  an  opportunity  of  meeting  with  the  physician  and  ask- 
ing questions,  many  of  their  misconceptions  may  be  corrected,  and 
their  apprehension  allayed.  Classes  for  prospective  mothers  alone, 
fathers  alone,  and  mixed  classes  for  both  are  now  very  popular. 
Some  city  health  departments  are  fostering  such  group  discussion. 
As  a rule  these  classes  permit  the  prospective  parents  to  talk  freely 
about  pregnancy,  about  their  feelings  generally,  and  to  ask  ques- 
tions. The  physician’s  or  the  nurses’s  role  in  these  meetings  is  a 
dual  one,  — that  of  listener  and  advisor.  They  describe  techniques 
of  baby  care,  breast  feeding,  breast  care  before  and  after  birth  of 
the  baby,  weaning,  supplementary  and  complementary  formula 
feeding,  and  the  preparation  of  foods.  Practical  help  is  given  as  to 
what  to  buy  in  the  way  of  equipment.  The  advantages  of  breastfeed- 
ing are  mentioned,  but  there  is  no  attempt  made  to  force  or  coerce 
woman  into  breast  feeding,  or  to  encourage  her  to  the  point  of 
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excluding  bottle  feedings,  lest  she  be  overcome  with  guilt  and  self- 
blame if  breast  feeding  is  attempted  and  for  some  reason  or  other 
fails  or  cannot  be  carried  out  successfully.  The  psychological  as 
well  as  the  other  advantages  of  breast  feeding  are  stressed,  but 
where  bottle  feeding  is  discussed  special  effort  is  made  to  teach 
the  mothers  methods  of  bottle  feeding  which  approximate  breast 
feeding  in  such  elements  as  holding  the  baby  when  he  is  fed,  not 
hurrying  or  forcing  his  food,  and  encouraging  the  mother  as  well 
as  the  baby  to  find  pleasure  in  this  experience  together.  It  has 
been  found  that  where  infant  feeding  is  enjoyed  by  the  mother, 
whether  she  gives  breast  milk  or  not,  is  reflected  in  greater  satis- 
faction in  the  infant,  and  as  a result  there  are  fewer  feeding  dif- 
ficulties. However,  it  has  also  been  found  that  where  a mother 
for  some  reason  or  another  feels  she  should  breast  feed,  yet  she 
or  her  husband  have  no  real  conviction  about  it  or  love  misgivings, 
breast  feeding  will  not  only  fail  to  be  carried  out  for  any  appreci- 
able time  but  feeding  and  other  problems  (particularly  sleep  dif- 
f culties)  will  arise. 

Another  experiment  in  new-born  care  is  being  tried,  with  the 
purpose  of  helping  baby  and  mother  to  get  a good  start  physically 
and  psychologically.  This  experiment  is  called  the  “rooming-in”  of 
the  neo-nate  with  his  mother.  Briefly,  this  consists  of  permitting 
the  new  born  baby  to  occupy  a bassinet  in  the  room  with  the 
mother,  beginning  several  hours  after  his  birth  and  continuing 
more-or-less  on  a 24  hour  basis  until  the  mother  is  ready  to  leave 
the  hospital.  You  see  that  this  again,  like  breast  feeding,  is  an  in- 
fant-care practice  which  is  not  new,  but  rather  a re-institution  of 
an  older  and  traditional  way  of  caring  for  a baby  when  it  was  born 
in  the  home.  Where  prima-para  and  multi-para  elect  to  have  this 
arrangement,  it  has  been  found  that  there  has  been  greater  satis- 
faction to  the  mother  and  earlier  development  of  self-confidence  in 
baby  care.  Under  this  arrangement  the  mother  is  able  to  minister 
to  her  infant  whenever  he  needs  it;  she  is  able  to  feed  him,  change 
his  diapers,  regulate  his  external  temperature  at  will.  However, 
she  is  not  expected  to  do  this  without  some  help  from  the  nurses 
when  she  needs  assistance.  Under  this  kind  of  arrangement,  breast 
feeding  has  been  more  successful  and  more  satisfactorily  carried 
out  than  in  the  practices  of  the  last  twenty-five  years,  when  babies 
were  given  to  the  mothers  at  regular  intervals,  and  when  the  nur- 
ses took  over  much  of  the  feeding  by  offering  cow’s  milk  and  sugar- 
water  mixtures  arbitrarily.  Mothers  who  have  participated  in  the 
Rooming-In  Project  at  Yale  University  for  the  most  part  have  left 
ihe  hospital  with  great  assurance  as  to  their  ability  to  take  over 
care  of  their  babies.  Since  the  fathers  are  also  included  in  this 
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arrangement,  as  they  are  permitted  not  only  to  visit  their  wives 
but  to  hold  the  baby,  and  in  some  instances  feed  him,  they  too  feel 
the  emotional  satisfaction  of  parenthood,  and  consider  themselves 
much  more  an  important  part  of  the  new-formed  family.  Like 
breast  feeding,  rooming-in  is  not  forced  on  a woman  against  her 
will.  As  in  breast  feeding  this  child-care  succeeds  only  if  it  is  volun- 
tarily and  joyfully  chosen  by  the  parents.  From  the  practical  stand- 
point, it  has  been  found  that  such  rooming-in  arrangements  need 
not  be  more  costly  in  nursing  time  than  the  customarily  lying-in 
and  nursery  arrangements  of  the  so-called  modern  hospitals. 

Although  rooming-in  was  started  for  its  psychological  advant- 
ages, there  have  been  important  by-products.  Outstanding  is  the 
absence  of  the  dreaded  diarrhea  of  the  new-born  which  is  fairly 
prevalent  amongst  hospital  nursery-kept  babies.  The  rooming-in 
serves  as  an  isolation  unit  and  is  protective  in  this  regard,  even 
though  it  is  in  a room  where  visitors  from  outside  come  daily. 
Amongst  these  babies  there  has  been  no  outbreak  of  respiratory 
or  skin  infection  which  one  might  expect  from  such  an  arrange- 
ment. 

Along  with  the  prevailing  inclination  to  breast  feed  babies 
is  another  trend ; namely,  to  feed  them  less  coercively  and  less 
rigidly,  to  permit  greater  gratification  through  feeding  them  when 
they  are  hungry,  feeding  as  frequently  as  they  want  to  eat,  and 
in  offering  amounts  and  variety  of  food  (variety,  that  is,  in  terms 
of  practicability  of  the  home),  which  will  be  determined  by  the  in- 
fant. The  terms  “self  demand”  and  “self  selection”  are  being  used 
more  frequently,  more  or  less  after  the  pattern  set  by  Dr.  Clara 
Davis  at  the  Childrens’  Memorial  Hospital  in  Chicago.  It  must  be 
pointed  out  that  this  trend  in  greater  psychological  consideration 
of  infant  feeding  is  proceeding  increasingly,  but  there  is  some  cul- 
tural resistance,  inasmuch  as  some  people  feel  that  this  kind  of 
care  contains  the  elements  of  “spoiling”.  In  our  society,  which  is 
highly  competitive,  with  a premium  on  aggressivity,  opponents  to 
the  self-selection  method  of  feeding  believe  that  there  should  be 
more  direction  by  the  parent,  lest  the  infant  take  over  control,  and 
in  the  end  rule  the  parents.  To  such  criticism  it  must  be  pointed 
out  that  self-selection  feeding  still  requires  supervision  and  direc- 
tion from  the  mother,  but  this  need  not  be  coercive  or  forced  in 
an  arbitrary  manner.  Studies  on  the  growth  and  development  of 
infants  show  that  the  human  organism  basically  does  not  want 
either  a coercive  control,  or  care  which  is  uncontrolled  and  un- 
directed. Whether  it  be  in  feeding,  in  habit  training  or  in  discipline, 
the  growing  infant  thrives  only  when  there  is  control.  Modern 
studies  of  child  development  are  teaching  us  how  to  provide  pa- 
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rental  control  which  is  physiological  and  therefore  beneficial,  while 
from  Psychiatry  we  are  learning  the  danger  signals  when  control 
is  pathologically  coercive,  or  contrariwise  when  there  is  no  con- 
trol. Other  deterrants  than  cultural  forces  which  interfere  with  at- 
tempts on  introducing  psychologic  consideration  in  infant  care  are 
those  factors  which  are  influenced  by  emotional  attitudes  and  per- 
sonality of  the  parents.  Just  as  the  growing  infant  and  child  re- 
quire direction  and  need  to  feel  that  there  are  limits,  so  the 
average  mother  and  father  better  carry  out  child  care  methods 
where  there  is  some  regularity  and  scheduling.  Such  parents,  as 
well  as  their  infants,  do  not  feel  comfortable  in  a program  which 
is  diffuse  and  all-permissive.  This  does  not  mean  that  one  needs 
to  go  back  to  a rigid  or  arbitrary  scheduling  of  infant  feeding,  nor 
in  other  practices  where  there  is  an  over  emphasis  on  the  quantity 
of  food  eaten  because  some  book  or  a professional  person  has  in- 
dicated this  is  the  only  way  things  should  be  done.  Too  frequently 
such  persons  try  to  apply  exact  science  to  child  care,  with  result- 
ing failure  because  consideration  has  not  been  given  to  the  per- 
sonal and  highly  individual  characteristics  of  the  human  organism. 
In  infant  feeding  there  is  more  involved  than  nutrition ; eating  af- 
fords opportunities  for  pleasure,  for  getting  up  a good  relationship 
with  persons,  and  for  learning.  The  growing  child  gains  not  only 
in  physical  strength,  but  also  in  prowess  of  motor  perform.ance  and 
in  emotional  security  if  his  feeding  regime  is  suited  to  his  psy- 
chological growth  pattern. 

There  are  other  examples  which  illustrate  the  general  ten- 
dency to  consider  the  psychological  aspects  of  child  care  and  child 
rearing.  One  of  the  most  important  of  these  is  in  the  area  of  hos- 
pital care.  Greater  consideration  is  being  given  in  many  hospitals 
to  such  things  as  admission  techniques,  psychologic  preparation 
for  operations,  visiting  days  with  parents,  etc.  Let  us  look  at  a few 
of  these  in  greater  detail: 

HOSPITAL  ADMISSION  PRACTICES 

Although  such  great  pediatric  clinicians  as  Brennemann  many 
years  ago  pointed  out  the  physical  dangers  to  infants  who  were 
admitted  to  children’s  hospitals,  it  has  taken  a long  time  for  phy- 
sicians to  realize  that  there  may  be  psychological  disadvantae-p^' 
to  children  of  any  age.  Separation  from  home  and  parents,  parti- 
cularly in  the  first  five  and  six  years  of  life,  may  traumatise 
the  child  psychologically  so  that  he  develops  not  only  eating  and 
sleeping  problems,  but  also  enuresis,  anxieties  shown  as  temper 
tantrums  or  as  withdrawal  from  the  group  into  excessive  shyness 
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To  overcome  this,  attempts  are  made  when  infants  and  young 
children  are  admitted  to  hospitals,  to  have  their  parents  accompany 
them  to  their  rooms,  and  to  visit  them  more  frequently  than  here- 
tofore, this  depending  of  course  on  their  physical  condition  and 
psychological  needs.  Mothers  are  permitted  to  come  into  the  hos- 
pital to  breast-feed  and  to  administer  other  care.  Also,  when  it  can 
be  arranged,  home-cooked  food  is  brought  in,  particularly  for  those 
children  who  for  some  reason  or  another  are  disinclined  to  eat 
the  food  prepared  by  the  hospital.  It  has  been  found  that  such 
practices  prevent  anorexia  which  often  is  manifest  in  the  hospital- 
ized patient.  As  a result,  children  so  handled  are  much  more  co- 
operative and  happy  while  in  the  hospital,  and  leave  it  without 
developing  the  severe  nightmares  and  other  behavior  disturbances 
mentioned  before.  It  has  also  been  found  that  convalescence  may 
be  hastened  in  some  instances  if  a child  can  leave  the  hospital  even 
though  still  sick,  and  return  to  a home  which  along  with  necessary 
medical  and  nursing  care,  is  able  to  provide  peace  of  mind  in  the 
familiar  and  security-giving  environment  provided  by  parents,  sib- 
lings and  other  relatives.  In  the  matter  of  operations,  greater  care 
is  given  to  psychological  aspects,  as  in  the  timing  of  operations. 
Wherever  possible,  operations  which  are  not  urgently  required  or 
are  emergencies  may  best  be  postponed  beyond  the  age  of  five  or 
six  years,  so  the  child  cannot  misinterpret  what  is  done  to  him, 
and  react  with  fears  and  anxiety  manifest  in  behavior  difficulties 
so  often  seen  post-operatively.  Where  operations  are  indicated,  they 
should  be  carried  out  with  a minimum  amount  of  procedures  which 
are  pain-producing  or  anxiety-creating.  For  example,  rectal  or  in- 
travenous anesthetics  are  to  be  preferred  to  the  ether-cone  or  the 
gas-mask  anesthetics,  which  too  frequently  frighten  children  and 
adults.  Wherever  possible  mothers  are  encouraged  to  be  present 
when  the  child  recovers  from  his  anesthesia,  so  he  can  realize  as 
scon  as  possible  that  he  is  safe,  and  that  he  may  be  comforted 
by  his  parents.  The  introduction  of  occupational  therapists  into  a 
children’s  ward  has  also  been  found  useful,  not  only  in  providing 
the  child  with  play-time  materials  and  amusement,  but  more  par- 
ticularly with  helping  him  to  play-out  some  of  the  feelings  which 
have  arisen  since  hospitalization  and  hospital  care  were  instituted. 
For  example,  it  has  been  found  that  children  use  dolls  in  play  not 
only  for  pleasure,  but  also  in  make-believe,  which  relives  previous 
experiences,  and  if  these  have  been  unpleasant,  such  play  seems 
to  relieve  anxiety,  much  as  in  the  treatment  of  war  neuroses,  in 
the  last  war  it  was  found  that  catharsis  which  provided  for  re-living 
of  a traumatic  war  incident  was  curative.  The  use  of  finger  paints, 
clay  and  other  media  also  helps  patients  ventilate  some  of  the 
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emotions  which  have  been  stirred  up  by  separation  from  parents 
and  home,  and  by  the  hospital  treatment.  The  personality  of  the 
occupational  therapist,  who,  like  the  nurse,  may  act  as  a mother 
substitute  to  the  hospitalized  child,  also  is  an  important  psycho- 
therapeutic agent.  To  these  people  the  child  should  feel  free  to 
confide,  question  and  talk  out  his  fears  and  apprehensions,  as  well 
as  his  feelings  of  joy  and  happiness. 

The  personality  of  the  physician  who  treats  children  is  also 
extremely  important.  His  feelings  and  attitudes  about  children  and 
parents  play  an  important  part  when  decisions  are  made  about 
child  care.  If  he  genuinely  loves  children,  understands  how  they 
feel  when  they  are  sick,  what  their  physical  and  their  psychological 
needs  are  at  various  ages,  he  will  practice  better  medical  care.  How 
he  relates  to  parents  in  being  sympathetic  yet  objective  and  under- 
standing, will  also  help  directly  and  indirectly  in  fostering  good 
progress.  A physician  who  is  aware  of  the  interpersonal  relation- 
ships between  the  patient  and  physician  may  use  this  as  one  of 
the  most  potent  instruments  for  successful  treatment.  In  former 
times,  such  skill  on  the  part  of  the  physician  was  called  the  Art  of 
the  practice  of  medicine.  Today  we  call  it  psychotherapy.  In  our 
culture  the  physician  is  regarded  as  a person  of  wisdom,  perhaps 
even  of  magical  power.  He  is  considered  trustworthy,  and  for  that 
reason  he  is  the  person  to  whom  people  bring  problems  which  often 
are  outside  the  realm  of  Medicine,  but  which,  nevertheless,  are 
reflected  in  the  health  and  development  of  themselves  and  of 
others.  It  is  important  that  the  physician  inspire  confidence  in  his 
patient.  The  question  may  be  asked  “how  is  this  to  be  accomplish- 
ed?” The  tools  of  the  physician  are  particularly  history-taking  and 
physical  diagnosis.  More  and  more  medical  persons  are  asking 
themselves  how  these  tools  may  be  sharpened  so  they  may  contain 
psycho-therapeutic  power,  as  well  as  provide  data  about  the  phy- 
sical organism,  his  symptoms,  and  his  diseases. 

Time  does  not  permit  for  a detailed  analysis  of  the  psycho- 
therapeutic implications  of  medical  history-taking,  nor  of  doing 
a physical  examination  carefully.  However,  it  is  in  order  that  we 
remind  ourselves  that  the  taking  of  a medical  history  serves  two 
purposes:  one,  to  collect  data  about  a person  in  order  to  better 
understand  his  symptoms  and  his  afflictions,  and  therefore  apply 
more  specific  treatment;  second,  to  help  the  patient  with  feelings 
which  are  often  mixed  and  heavily  tinged  with  worry  and  fear,  and 
are  concomitants  of  his  illness.  With  this  in  mind,  the  physician  may 
modify  his  history-taking  in  various  ways.  For  one,  he  permits  the 
patient  to  talk  more  freely  and  more  extensively  without  inter- 
ruption with  questions  which  he  thinks  will  bring  forth  more  re- 
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levant  information.  The  physician  in  this  instance  must  be  a good 
listener,  and  one  who  really  hears  what  his  patient  is  telling  him 
through  manner  of  speaking,  choice  of  words,  and  association  of 
one  topic  with  another.  If  a patient  is  permitted  to  talk  in  this 
fashion,  the  family  history  and  the  past  history  are  naturally  in- 
cluded in  the  account  of  the  present  illness,  and  although  some  of 
this  material  may  seem  out  of  place  to  the  physician  who  has 
learned  to  take  such  data  in  a more  orderly  and  systematic  form, 
it  actually  denotes  relevancy  in  terms  of  the  patient’s  appraisal. 
For  example,  when  a patient  wants  to  talk  about  his  early  child- 
hood and  his  experiences  with  a distant  relative  as  he  discusses 
the  present  illness,  one  should  permit  him  to  thus  express  himself, 
because  from  this  related  information  may  come  real  clues  as  to 
the  root  of  the  trouble.  This  technique  of  permitting  the  patient 
to  talk  has  been  called  an  “associative”  method,  and  one  of  the 
interesting  results  of  such  a technique  is  that  one  frequently  is 
able  to  see  that  the  real  reason  for  coming  is  not  that  stated  by 
the  patient  as  his  Chief  Complaint.  In  such  a case,  the  patient, 
for  some  reason  or  another,  had  to  conceal  at  the  beginning  of  the 
interview  his  real  purpose  for  coming,  as  if  ashamed  or  fearful 
of  the  doctor’s  reaction.  The  busy  practitioner  can  immediately 
say  that  the  practice  of  Medicine  permits  little  time  for  lengthy 
history-taking,  and  for  this  reason,  letting  the  patient  “talk  it 
out”  in  this  way  is  unrealistic  and  impractical.  Although  there  is 
some  validity  to  this  criticism,  it  is  becoming  increasingly  apparent 
that  if  more  time  is  spent  with  a patient  in  history-taking  not  only 
are  more  accurate  data  obtained,  but  a framework  is  provided  in 
which  the  patient  feels  better  because  he  has  been  able  to  talk 
with  his  physician,  who  has  been  interested  enough  to  listen.  Such 
a patient  feels  that  he  is  accepted  and  understood,  and  it  is  easy 
for  him  to  put  trust  in  his  doctor.  This  is  not  to  imply  that  every 
physician  must  practice  Psychiatry,  but  instead  that  he  take  from 
that  specialty  some  of  the  techniques  that  have  been  so  highly 
valuable. 

Psychotherapeutic  benefit  may  also  lie  in  a physical  examina- 
tion. When  a physician  performs  his  physical  examination  care- 
fully and  completely,  he  also  brings  to  the  patient  a relief  of  fear 
and  worry,  even  where  pathology  is  detected.  Then  too,  in  post- 
poning those  parts  of  the  examination  which  are  painful,  a phy- 
sician more  readily  establishes  rapport  with  his  patients,  and  does 
not  induce  anxiety  which  might  impede  further  examinations  or 
alter  the  diagnostic  appraisal.  This  does  not  mean  that  essential 
diagnostic  procedures  be  omitted  or  forgotten,  but  where  they  may 
be  postponed  until  a more  suitable  time  (usually  after  the  first 
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examination  and  until  good  rapport  has  been  established)  the  post- 
ponement pays  off  rich  dividends  in  co-operation.  A physical  exa- 
mination which  is  done  hurriedly,  in  a way  which  produces  dis- 
comfort or  pain,  or  one  which  is  done  ritualistically  in  order  to 
ease  one’s  compulsive  character,  often  gives  one  misleading  infor- 
mation and  antagonizes  the  patient. 

The  physician  in  practice  often  comes  to  the  Art  of  Medicine 
through  the  hard  road  of  experience,  by  trial  and  error  methods 
which  are  unpleasant  and  costly.  It  is  the  concern  of  the  modern 
medical  educator  to  bring  to  the  medical  students-in-training  great- 
er awareness  of  themselves  and  their  patients  as  human  beings,  so 
that  the  technical  tools  they  employ  may  provide  psychotherapy 
along  with  physical  care  in  a complementary  fashion.  With  such 
awareness  of  the  psychological  role  he  employs,  the  doctor  is  bet- 
ter able  to  combine  Art  with  the  science  of  Medicine,  and  achieve 
the  beneficial  therapeutic  results  which  he  hopes  to  obtain  for 
every  person  in  his  care.  With  this  in  mind,  we  find  the  trend  in 
child  care  and  treatment  along  psychological  lines  appropriate  and 
satisfying. 
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Definition  — The  term  insulin  resistance,  or  better,  insulin  hypo- 
sensitivity,  has  been  applied  to  a relatively  rare,  usually  transitory 
state  occurring  in  diabetics,  characterized  by  the  need  of  extra- 
ordinarily high  amounts  of  insulin  during  prolonged  periods  of 
time  in  order  to  obtain  a reasonable  control  of  hyperglycemia  and 
glycosuria.  The  criteria  of  dose  of  insulin  and  duration  of  admi- 
nistration necessary  to  consider  a case  as  one  of  insulin  resistance 
have  been  arbitrarily  set  at  200  units  of  insulin  and  more  than 
2 days,  excluding,  of  course,  those  in  which  the  high  demand  is 
due  to  diabetic  acidosis  or  acute  infection. 

Incidence  — A rapid  survey  of  the  literature  reveals  the  rarity 
of  the  condition.  Joslin^  in  his  series  of  over  29,000  diabetics  re- 
ports only  7 instances  of  insulin  resistance.  Smelo-  in  an  excellent 
and  comprehensive  paper  reviews  54  cases  that  had  been  reported 
in  the  English  literature  up  to  1948,  including  one  of  his  own.  In 
cur  experience,  the  2 cases  reported  here  are  the  first  seen  in 
about  400  patients  from  the  Diabetic  Clinics  of  the  University 
Hospital,  the  Presbyterian  Hospital  and  the  San  Juan  City  Hospi- 
tal, plus  our  own  private  practice. 

On  the  other  hand,  insulin  resistance  is  not  the  exclusive  pa- 
trimony of  diabetics.  It  has  been  reported'*  in  the  treatment  of 
schizophrenia  by  means  of  insulin  shock. 

Pathologic  Physiology  — The  blood  sugar  content  is  the  resultant 
of  a dynamic  equilibrium  between  the  rate  of  discharge  of  glucose 
into  the  blood  and  the  rate  of  its  removal  from  the  blood;  conse- 
quently it  depends  on  the  interplay  of  factors  tending  towards 
hyperglycemia  and  those  tending  to  hypoglycemia.  Of  the  hor- 
monal factors  influencing  the  blood  sugar  level,  insulin  is  the  only 
one  that  shifts  the  equilibrium  towards  hypoglycemia.  We  are 
forced,  then,  to  conclude,,  that  the  diabetic  state  is  due  to  an  ab- 
solute or  relative  insufficiency  of  insulin. 

Since  completely  depancreatized  man  requires  only  30  to  40 
units  of  insulin  daily  for  adequate  controP-  '*• ' insufficient  pro- 

* Presented  at  the  weekly  meeting  of  the  School  of  Tropical  Medicine,  on 
December  8,  1949, 
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duction  of  insulin  can  not  explain  requirements  higher  than  these 
and  much  less  the  tremendous  requirements  found  in  cases  of 
insulin  resistance.  These  latter,  in  our  opinion  differ  only  in  degree 
from  the  ordinary  diabetic  who  requires  from  50  to  200  units  daily. 

Disregarding  faulty  technique  of  administration  the  following 
factors  may  be  considered  as  possibly  accounting  for  the  relative 
inability  of  insulin  to  produce  its  usual  effects: 

1 —  Deficient  absorption 

2 —  Too  rapid  elimination 

3 —  Physiologic  inactivation  or  inhibition. 

4 —  Physiologic  antagonism  (endocrine) 

5 —  Dysfunction  of  the  enzyme  system  or  the  tissues  and  or- 
gans concerned  in  the  intermediate  metabolism  of  carbo- 
hydrate. 

The  question  of  deficient  or  simply  delayed  absorption  has 
been  thoroughly  discussed  in  all  standard  textbooks  on  diabetes.  . 
It  is  commonly  seen  in  association  with  fat  atrophy  or  tumefactions 
at  the  site  of  injection  and  easily  corrected  by  changing  the  site 
to  other  parts  of  the  body.  The  increase  in  insulin  requirements  in 
these  cases,  however,  is  seldom  very  marked  and  we  are  unable 
to  find  any  reported  case  of  insulin  resistance  which  could  be  ex- 
plained in  this  fashion. 

Practically  nothing  is  known  about  the  fate  of  insulin  in  the 
tody.  It  does  not  seem  to  be  destroyed  in  the  liver  like  some  other 
hormones,  and  scarcely  any  amounts  can  be  demonstrated  in  the 
urine  even  after  administration  of  large  doses.  Selye^  states  that 
“presumably  the  blood  proteases  destroy  insulin  soon  after  it  enters 
into  the  circulation”.  So  the  possibility  of  too  rapid  elimination  re- 
mains in  the  air. 

The  question  of  immunologic  inactivation  of  insulin  has  been 
studied  in  recent  years.  Since  insulin  is  a complex  protein  molecule 
it  is  conceivably  capable  of  eliciting  the  formation  of  specific  anti- 
bodies. LowelF  has  postulated  the  existence  of  two  different, 
though  similar,  antibodies:  one  responsible  for  allergic  sensitivity 
and  the  other  causative  of  resistance.  Of  the  54  cases  reported  by 
Smelo-  9 exhibited  local  or  general  allergic  reaction  to  insulin.  One 
of  our  cases  also  showed  generalized  allergic  reactions  on  several 
occasions  when  single  doses  of  unmodified  (regular)  insulin  were 
larger  than  120  units.  These  manifestations  disappeared  upon  ad- 
ministration of  an  anti-histaminic  drug  (pyribenzamine) . 

As  for  the  alleged  inhibition  of  the  physiologic  effect  of  in- 
sulin as  an  explanation  for  the  increased  requirements  during  in- 
fections, it  has  been  variously  attributed  to  the  release  of  inhibitory 
material  from  leukocytes^®  or  the  release  of  proteinases.”  It  has 
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also  been  claimed  that  there  is  an  increased  demand  due  to  the  in- 
creased metabolic  rate  accompanying  a febrile  state,  rather  than 
a true  inhibition. 

In  the  past  few  years,  experimental  work  done  by  Young, 
Houssay,  Cori,  Soskin,  Long  and  others  has  demonstrated  the  im- 
portance of  the  contra-insular  hormones  (anterior  pituitary,  adre- 
nal cortex  and  medulla,  and  thyroid)  in  the  regulation  of  the  blood 
sugar  equilibrium.  The  work  of  Young^-,  who  succeeded  in  indu- 
cing a permanent  diabetes  in  dogs  by  repeated  injections  of  fresh, 
crude  extracts  of  anterior  hypophysis,  is  particularly  significant, 
as  is  the  clinical  observation  that  diabetes  is  more  common  in 
acromegaly,’^  Cushing’s  disease  and  hyperthyroidism. 

The  role  of  the  anterior  pituitary  deserves  special  conside- 
ration. It  is  at  present  generally  accepted  that,  as  postulated  by 
Cori;’^  insulin  exerts  its  hypoglycemic  action  by  releasing  the  in- 
hibitory effect  of  the  anterior  pituitary  on  the  hexokinase  reaction ; 
that  is,  the  reaction  glucose  + adenosine-triphosphate  — ^ glucose- 
6-phosphate  + adenosine-diphosphate.  (This  reaction,  catalyzed 
by  the  enzyme  hexokinase,  is  the  first  step  in  the  utilization  of 
glucose  by  the  tissues  or  its  transformation  into  glycogen).  There 
is  strong  presumptive  evidence  that  this  is  the  mechanism  invol- 
ved in  the  production  of  diabetes  by  repeated  injections  of  anterior 
pituitary  extract  since  this  treatment  in  the  rat  produces  at  first 
an  increase  in  islet  tissue,  in  the  number  of  mitotic  figures,  and  in 
Ihe  insulin  content  of  the  pancreas,  followed  by  degranulation  and 
hydropic  degeneration  of  the  beta-cells.  Selye’’’  interprets  these 
f ndings  as  indicative  of  response  to  increased  demand  followed  by 
exhaustion  atrophy.  Whatever  the  mechanism  may  be  it  has  been 
demonstrated  that  the  diabetes  produced  by  pancreatectomy  is 
definitely  milder  and  more  sensitive  to  insulin  in  hypophysecto- 
mized  animals  than  in  intact  ones.’**  Conversely,  anterior  pituitary 
extract  increases  the  severity  of  the  diabetes  in  pancreatectomized 
animals  and  renders  it  insulin  resistant. 

We  are  all  familiar  with  a group  of  hormones  of  the  adrenal 
cortex  which  has  been  known  collectively  as  the  S-hormones  or 
the  gluco-corticoids  (Selye).  When  secreted  in  excessive  amounts 
?s  in  functioning  tumors  or  simple  hyperplasia  of  the  adrenal  cor- 
tex, these  hormones  are  apparently  capable  of  inducing  a diabetic 
state  similar  to  that  produced  by  anterior  pituitary  extract.  Long” 
claims  that  the  anterior  hypophysis  can  produce  a diabetic  state 
cither  through  stimulation  of  the  adrenal  cortex  by  ACTH  or 
directly  by  the  “diabetogenic”  properties  of  one  of  its  hormones 
which  is  believed  to  be  identical  with  the  so-called  growth-hor- 
mone or  somatotrophic  factor  (Selye). 
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Recently,  Cori,  Southerland  and  de  Duve,  as  quoted  by  Young’* 
have  found  that  most  samples  of  commercial  insulin  bring  about 
a breakdown  of  glycogen  in  isolated  liver  slices,  contrary  to  the 
expected  effect.  They  believe  that  this  glycogenolytic  substance 
is  secreted  by  the  alpha-cells  of  the  islands  of  Langerhans  and 
is  present  as  an  impurity  in  commercial  insulin.  From  the  pancreas 
of  alloxan-diabetic  animals  Young’*  has  obtained  an  extract  pre- 
pared by  the  same  method  used  for  the  preparation  of  insulin. 
Since  this  extract  is  obtained  from  a pancreas  whose  beta-cells 
have  been  destroyed,  it  contains  little  or  no  insul.'n.  When  injected 
into  intact  rabbits,  this  extract  is  able  to  produce  glycosuria.  On 
the  basis  of  this  evidence  Young  concludes  that  the  glycogenoly- 
tic factor  probably  secreted  by  the  alpha-cells  is  another  insulin 
antagonist. 

Very  little  is  known  about  specific  derangements  of  the  en- 
zyme system  which  catalyzes  the  intermediary  metabolism  of  car- 
bohydrate. Mason  and  Sly”'  report  the  case  of  a diabetic  child  who 
exhibited  insulin  resistance  with  massive  glycosuria  who  responded 
well  to  a change  in  diet  substituting  levulose  and  galactose  as  main 
sources  of  carbohydrate.  To  explain  these  results  they  postulate 
a defective  glucose  — ^ glycogen  enzyme  system  with  normal  le- 
vulose ^ glycogen  and  galactose  — ^ glycogen  mechanisms. 
Lawrence-"  has  also  postulated  a defect  in  the  enzymatic  system 
which  activates  the  transformation  of  excess  glucose  into  fat  to 
account  for  insulin  resistance  in  his  own  case  of  total  lipoatrophy 
and  in  the  one  reported  by  Hansen  and  Me  Quarrie.  These  last  two 
cases,  however,  exhibited  marked  hepatosplenomegaly  and  ad- 
vanced impairment  of  liver  function  which  could  also  account  for 
the  hyposensitivity  to  insulin.  Moreover,  the  intermediate  meta- 
bolism of  carbohydrate  is  so  inextricably  involved  with  that  of  fat, 
and  so  much  remains  to  be  found  about  its  chemical  changes,  tha: 
these  suggestions  can  only  be  accepted  as  constructive  speculation. 
Of  the  tissues  involved  in  carbohydrate  metabolism,  the  liver 
is  the  most  important.  It  possesses  a store  of  glycogen  that 
can  be  rapidly  converted  into  glucose  and  is  capable  of  pro- 
ducing glucose  from  non-carbohydrate  sources.  The  fact  that 
insulin  is  the  only  hormone  that  passes  through  the  liver  before 
going  in  the  general  circulation  has  been  proved  significant  by  the 
work  of  Meythaler  and  Naegeli.-”  These  investigators  observed 
changes  in  carbohydrate  metabolism  characterized  by  a lower  fast- 
ing blood  sugar  and  a delayed  return  to  normal  after  an  oral  glucose 
tolerance  test  following  anastomosis  of  the  portal  vein  to  the  vena 
cava.  These  abnormalities  were  not  detected  if  the  pancreatico- 
duodenal vein  was  excluded  from  the  anastomosis,  so  an  undisturbed 
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direct  hormonal  relation  between  liver  and  pancreas  is  necessary  for 
the  normal  course  of  carbohydrate  metabolism.  It  is  therefore 
understandable  that  severe  impairment  of  liver  function  may  so 
affect  these  metabolic  processes  as  to  render  the  action  of  insulin 
relatively  ineffective,  thus  requiring  larger  doses  to  obtain  the 
desired  results. 

Finally,  there  is  a large  number  of  cases  of  insulin  resistance 
(21  or  39%  of  the  reported  cases-  in  which  no  pathologic  state  of 
significance  may  be  found.  These  remain  a puzzle  for  future  in- 
vestigators to  undertake  to  solve. 

Clinical  features  — As  far  as  we  know  there  is  no  set  pattern  that 
fits  even  the  majority  of  cases.  The  onset  may  be  gradual  or  rather 
rapid  and  there  may  be  wide  fluctuations  in  the  amounts  required 
even  during  the  period  of  hyposensitivity.  The  duration  may  vary 
from  a few  days  to  months  or  even  years;  the  requirements,  from 
the  arbitrary  lower  limit  of  200  units  up  to  several  thousand.  More- 
over, the  period  of  resistance  may  terminate  either  gradually  or 
abruptly  and  since  there  are  no  warning  signs,  the  danger  of  hy- 
poglycemia is  constantly  present. 

Prognosis  — Insulin  resistance  seems  to  be  a self-limited  condi- 
tion. Again  quoting  from  Smelo’s  masterful  presentation,-  of  the 
54  reported  cases  18  “recovered”;  2 improved  although  still  re- 
quiring around  200  units;  1 (his  own  reported  case)  was  still  hypo- 
responsive  at  the  time  of  publication  5 years  after  onset;  17  died  of 
causes  other  than  diabetes  while  still  hyposensitive ; 5 died  in  coma; 
and  in  7 the  outcome  is  not  known.  In  the  5 patients  who  died  in 
coma  there  is  a reasonable  doubt  that  a larger  dose  of  insulin  might 
have  pulled  them  through. 

Treatment  — Besides  the  treatment  of  concomitant  disease  or 
correction  of  endocrine  imbalance,  the  management  of  insulin  re- 
sistance is  directed  towards  keeping  the  patient  away  from  acidosis 
and  coma,  while  preventing  hypoglycemic  shock  until  the  resistance 
wears  out.  It  is  important  to  stress  that  insulin  must  be  adminis- 
tered as  often  and  in  as  large  doses  as  necessary.  The  greatest 
obstacle  to  this  course  of  treatment  is  the  appearance  of  allergic 
manifestations.  Very  often  this  is  due  to  impurities  in  the  product 
and  may  be  easily  corrected  by  changing  to  that  of  another  manu- 
facturer or  shifting  to  crystalline  insulin.  If  the  patient  is  allergic 
to  insulin  itself  a desensitization  program  may  be  instituted  or  an 
anti-histaminic  drug  administered  until  spontaneous  desensitization 
takes  place.  Needless  to  say,  great  skill  and  constant  supervision 
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are  necessary  to  guide  these  cases  through  the  narrow  channel  bet- 
ween acidosis  and  hypoglycemia. 

PRESENTATION  OF  CASES 

Case  #1  Z.  C,  D.  — A-12,972  — University  Hospital. 

This  patient  was  first  admitted  to  Women’s  Ward  of  the  Uni- 
versity Hospital  on  1-3-49  for  control  of  diabetes.  She  gave  a his- 
tory of  having  diabetes  and  hypertension  at  least  for  the  past 
eight  years.  She  had  been  admitted  to  the  San  Juan  City  Hospital 
on  November  15,  1948  in  diabetic  acidosis  with  a blood  sugar  of 
452  mgm  %.  She  was  out  of  acidosis  after  3 days  but  thereafter 
showed  wide  fluctuations  in  glycemia  with  persistently  high  renal 
threshold.  She  was  studied  from  the  angle  of  hypertension  and 
renal  function  tests  showed  moderate  impairment  adequately  com- 
pensated as  judged  from  normal  blood  chemical  values.  The  heart 
was  found  of  normal  size  by  radiography.  After  the  first  few  days 
she  received  an  average  of  35-45  units  of  insulin  a day  until  she 
was  transferred  to  the  University  Hospital. 

The  past  and  family  histories  were  non-contributory. 

Physical  examination  revealed  a short,  thin,  frail,  48  year- 
old  white  female  of  ruddy  complexion,  looking  considerably  older 
than  stated  age  and  in  no  acute  distress.  T-98;  P-84;  R-20;  B.P. 
210/110. 

The  patient  seemed  vaguely  disoriented  and  somewhat  inco- 
herent. The  fundi  showed  a grade  HI  hypertensive  retinopathy. 
The  heart  was  not  enlarged  to  percussion  and  auscultation  revealed 
only  loud  cardiac  sounds  with  reduplication  of  the  second  one  over 
all  the  valvular  areas.  There  was  noticeable  pulsation  of  the  carotid 
arteries.  The  abdominal  reflexes  were  absent.  The  remainder  of 
the  physical  examination  was  essentially  negative. 

Laboratory  examinations  revealed  a RBC  of  4.42  million  with 
11.5  Gm  (79^)  hemoglobin;  WBC  - 6,650  with  53%  lymphocytes; 
catheterized  urine  specimen  had  a Sp.  Gr.  of  1.006,  a + reaction  for 
albumin  and  negative  for  sugar;  the  sediment  showed  150-200 
WBC  HPF;  occasional  RBC  and  was  loaded  with  bacteria.  The 
blood  Kahn  and  the  stool  examination  were  both  negative.  Blood 
chemistry  revealed  the  following  values:  NPN  - 38.28;  Creatine  - 
1.25;  and  sugar  251.9  mgm  %.  A PSP  test  revealed  no  elimination 
of  the  dye  in  5 minutes  and  only  29%  in  30  minutes.  Urea  clear- 
ance test  showed  30%  of  average  clearance.  The  Hanger  test  was 
negative  and  the  thymol  turbidity  was  one  unit.  There  was  only 
3.03%  retention  of  bromsulfalein  in  45  minutes.  Direct  smear  of 
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urinary  sediment  showed  few  gram-neg  bacilli  and  urine  culture 
revealed  moderate  growth  of  B.  Coli. 

A retrograde  pyelogram  on  1-11-49  was  reported  as  negative. 
The  EKG  showed  negative  T-waves  in  all  standard  leads  and  in 
V5  and  Ve  which  was  interpreted  as  left  ventricular  strain  with 
hypertensive  cardio-vascular  disease. 

Course  — On  admission  the  patient  was  given  a diet  consisting  of 
125  Gm  of  carbohydrate,  70  Gm  of  protein  and  50  Gm  of  fat  (1230 
calories)  divided  in  4 equal  meals  at  6-hour  intervals.  The  urine 
was  collected  and  tested  at  the  same  time  intervals.  She  was  given 
12  units  of  regular  insulin  four  times  a day,  before  meals,  but  after 
48  hours  of  slight  spilling  this  dosage  was  increased  by  2 units  at 
a time  in  an  effort  to  control  glycosuria.  The  total  daily  dosages 
of  insulin  and  the  blood  sugar  determinations  during  that  period 
are  shown  in  figure  1. 


CASE  I.  FIG.  1. 

She  was  seen  by  one  of  our  urologists  who  performed  a cys- 
toscopy and  retrograde  pyelogram.  The  smears  from  the  sediment 
of  the  urine  of  both  kidneys  examined  separately  showed  only  a few 
Gram-pos.  cocci  and  a diagnosis  of  low-grade  chronic  cystitis  was 
made  by  the  consultant.  After  cystoscopy  the  urine  cleared  rapidly 
without  specific  medication. 

On  the  19th  hospital  day  and  while  she  was  receiving  64  units 
of  regular  insulin  four  times  a day  for  a total  of  256  units  daily, 
she  had  a mild  hypoglycemic  reaction.  The  blood  sugar  was  found 
to  be  73  mgm  % and  the  insulin  dosage  was  rapidly  reduced  and  4 
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days  later  she  was  only  requiring  32  units  daily  with  a blood  sugar 
of  160  and  without  glycosuria.  Her  diet  was  changed  to  a ratio  of 
1/5,  2/5  and  2/5  and  she  was  discharged  on  28  units  of  Protamine- 
Zinc-Insulin. 

Throughout  her  hospital  stay  she  was  completely  afebrile  and 
asymptomatic.  Her  blood  pressure  varied  between  180  and  220 
systolic  and  100  and  120  diastolic  being  apparently  unaffected  by 
bed  rest,  sedatives  or  vasodilator  drugs. 

Follow-up  — The  patient  was  followed-up  in  our  Diabetic  Clinic 
through  weekly  visits  and  her  blood  sugar  and  insulin  doses  are 
shown  in  figure  2.  On  April  19,  1949  she  was  again  hospitalized 
for  control. 


Second  Admission  — The  physical  examination  showed  essentially 
the  same  findings  as  in  her  previous  hospitalization  except  that 
this  time  we  could  not  find  any  reduplication  of  heart  sounds. 

Laboratory  findings  were  the  following:  RBC-4.51  million; 
Hgb-12.6  Gm;  WBC  8,050  with  a normal  differential  count.  Stool 
and  serology  again  were  negative.  The  urine  had  a specific  gravity 
of  1.010,  was  turbid  and  alkaline  and  gave  a + reaction  for  albu- 
men and  + for  sugar ; the  sediment  was  essentially  negative.  Blood 
chemistry:  NPN-43.9;  sugar-230;  cholesterol-308  mgm  %. 

Course  — She  was  placed  on  a regime  similar  to  that  of  her  first 
admission  and  given  60  units  of  RI  4 times  a day  before  meals. 
This  was  later  increased  to  70  units  and  then  gradually  decreased 
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to  10  units  4 times  a day  (figure  3).  The  diet  was  changed  again 
to  a 1:2:2  ratio  and  she  was  started  on  PZI  u-30  on  the  18th  hos- 
pital day  but  this  dose  proved  insufficient  and  had  to  be  raised 
to  50  units  before  she  was  discharged  29  days  after  admission. 

Again  she  was  afebrile  and  asymptomatic  throughout  and  her 
blood  pressure  behaved  as  during  her  first  admission,  fluctuating 
between  140-228  systolic  and  90-130  diastolic. 

Follow-up  — She  was  followed  up  also  at  weekly  intervals  with 
the  results  shown  in  figure  4.  In  June  23,  1949  she  was  seen  by 
one  of  our  cardiologists  who  found  nothing  remarkable  by  physical 
examination.  X-ray  of  the  chest  at  that  time  showed  clear  lung 
fields  and  the  cardiac  shadow  not  enlarged. 
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Case  #2,  D.  P.  - 75,176  — Presbyterian  Hospital. 


This  patient  was  admitted  on  September  27,  1949  in  diabetic 
acidosis  and  pre-coma.  She  gave  a history  of  diabetes  of  3 years 
duration,  gradual  onset  and  moderate  severity  at  the  beginning. 
In  June  1949  she  was  seen  in  Miami  by  a specialist  who  gave  her 
an  adequate  diet  and  a mixture  of  regular  and  protamine-zinc-in- 
sulin in  2:1.  rat'o.  During  the  past  2 months  she  had  been  spilling 
heavily  and  the  dose  of  insulin  had  been  gradually  raised  until 
she  was  taking  85  units  of  regular  insulin  and  50  of  PZI  mixed  in 
the  same  syringe.  A few  weeks  before  admission  she  had  a mild 
upper  respiratory  infection  from  which  she  recovered  completely. 
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On  the  day  of  admission  she  woke  up  feeling  sick  and  vomited 
several  times.  She  continued  sick  all  morning.  A blood  sugar  deter- 
mination done  at  2:00  P.  M.  showed  287  mgm  % and  a urine  sample 
was  strongly  positive  for  glucose,  acetone  and  diacetic  acid.  She  was 
hospitalized  immediately. 

The  family  and  past  histories  were  essentially  non-contri- 
butory except  for  the  fact  that  the  patient  had  not  menstruated 
yet  although  she  was  15  years  old. 

Physical  examination  on  admission  revealed  a well-developed, 
somewhat  undernourished,  15  year  old  white  girl  acutely  ill.  T-99°F ; 
P-120;  R-26;  BP  110/70.  The  skin  was  warm  and  dry.  There  was 
a stye  in  the  right  lower  lid;  the  abdomen  was  sore  throughout 
and  there  was  a slight  tenderness  to  deep  palpations.  The  remain- 
der of  the  physical  examination  was  essentially  negative. 


Course  — She  was  immediately  started  on  intravenous  fluids  and 
regular  insulin.  The  urine  was  checked  every  hour  for  glucose, 
acetone  and  diacetic  acid  and  the  insulin  dose  gauged  accordingly. 
She  received  2000  cc  of  physiologic  saline  solution,  3000  cc  of  5% 
glucose  in  saline,  and  500  cc  of  1/6  molar  lactate  intravenously  for 
a total  of  5500  cc  of  fluid,  and  580  units  of  regular  insulin  before 
her  urine  became  free  of  ketone  bodies  some  18  hours  after  ad- 
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mission.  Fluids  taken  by  mouth  during  the  first  few  hours  were 
all  vomited  and  finally  the  stomach  had  to  be  washed  with  a so- 
dium bicarbonate  solution.  Thereafter,  she  tolerated  about  1000 
cc  of  fluids  by  mouth,  until  she  was  out  of  acidosis. 

She  recovered  rapidly  after  the  second  day  although  still  re- 
quiring rather  large  doses  of  insulin  and  having  moderate  glyco- 
suria. She  was  discharged  to  convalesce  at  home  with  a diet  of 
2310  calories  consisting  of  CHO  - 250  Gm;  P-125  Gm;  F-90  Gm. 
divided  in  1/5,  2/5  and  2/5  and  a mixture  of  80  units  of  regular 
and  40  units  of  protamine-zinc-insulin.  This  dose,  however,  soon 
proved  to  be  insufficient  as  demonstrated  by  heavy  glycosuria. 

The  mixture  was  discontinued  after  2 days  and  the  patient 
was  given  3 daily  injections  of  R.  I.  adjusting  the  dose  according 
to  the  urine  reaction.  The  requirements  during  the  month  of  Oc- 
tober are  shown  in  figure  5. 


:CASE2  FIG.  5 

Three  or  four  times,  when  she  was  receiving  around  400  units 
cf  insulin,  we  decided  to  give  her  a trial  with  pyribenzamine,  obtain- 
rash  on  shoulders  and  upper  chest  and  back  which  showed  all  the 
characteristics  of  an  allergic  reaction.  She  was  given  another  brand 
of  regular  insulin  but  the  symptoms  recurred  a few  days  later.  In 
view  of  the  impossibility  of  omitting  or  even  reducing  the  amount 
of  insulin,  we  decided  to  give  her  a trial  with  pyribenzamine  obtain- 
ing a prompt  disappearance  of  the  rash.  At  the  beginning  of  No- 
vember there  was  a noticeable  drop  in  requirements  and  we  thought 
that  the  period  of  resistance  was  over.  Two  days  later,  however, 
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the  requirements  again  climbed  to  the  previous  level  and  she  is 
still  taking  240  units  daily. 


DISCUSSION 

In  the  first  case,  we  have  so  far  been  unable  to  find 
any  of  the  above  stated  possible  “causes”  of  insulin  resistance. 
It  could  hardly  be  accounted  for  by  the  low  grade  urinary  tract 
infection  detected  during  the  patient’s  first  admission.  There  have 
been  no  allergic  manifestations,  and  no  clinically  detectable  as- 
sociated endocrine  dysfunction.  The  liver  function  tests  have  been 
repeatedly  normal.  It  is  true  that  the  patient  has  shown  moderately 
advanced  renal  damage  and  persistent,  severe  hypertension  but 
apparently  both  renal  and  cardiac  functions  are  well  compensated. 
It  is  remarkable  that  she  has  not  shown  cardiac  hypertrophy  or 
the  usual  symptoms  of  hypertension  but  this  is  another  problem 
which  also  warrants  separate  investigation. 

In  the  second  case  we  have  some  flimsy  clues.  There  are  the 
allergic  manifestations  described  above  and  there  is  a possible 
endocrine  factor  involved.  There  is  nothing  unusual  about  the  fact 
that  she  has  not  menstruated  yet  at  15,  but  there  is  the  possibility 
that  she  is  approaching  menarche.  During  this  period  there  is  a 
physiologic  increase  in  the  secretion  of  the  anterior  pituitary  in 
order  to  stimulate  the  ovary  and  its  insulin-antagonist  effect  could 
possibly  explain  the  high  requirements  of  this  girl.  Unfortunately, 
we  can  not  confirm  or  rule  out  this  hypothesis  by  bioassay  of  uri- 
nary gonadotropins  because  of  lack  of  laboratory  facilities. 

SUMMARY 

Insulin  resistance  is  discussed  from  the  viewpoints  of  in- 
cidence, pathologic  physiology,  prognosis  and  management.  Sev- 
eral possible  causes  are  presented  and  discussed.  Two  additional 
cases  of  insulin  resistance  are  reported  and  the  possible  mecha- 
nisms involved  are  mentioned. 
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TREATMENT  OF  STRONOYLOIDOSIS  WITH 
HETRAZAN 


REPORT  OF  12  CASES 
JOSE  M.  TORRES,  M.D  * ** 

Of  the  more  common  intestinal  parasites  which  infect  man, 
Strongyloides  stercoralis  has  managed  to  challenge,  somewhat  suc- 
cessfully, our  modern  standards  for  adequate  therapy.  As  far  back 
as  1879,  already  aware  of  its  pathogenic  potentiality,  Perroncito 
treated  it  with  oleoresin  of  aspidium  (male  fern),  the  results  of 
which  were  not  convincing.^  Review  of  the  literature  available  on 
this  subject,  reveals  that  among  others,  the  following  substances 
have  been  used  in  the  treatment  of  this  condition:  oil  of  chenopo- 
dium,  carbon  tetrachloride,  thymol,  kerosene,  gentian  violet,  iodine, 
atebrine,  and  thioarsenites.^’  Of  these  drugs,  only 

gentian  violet  showed  some  promise.  However,  so  many  times  we 
have  found  Strongyloides  larvae  in  the  stools  after  a course  of 
treatment,  and  so  often  we  have  had  to  discontinue  its  use  because 
of  nausea,  vomiting,  or  diarrhea,  that  its  value  as  an  adequate 
therapeutic  agent  for  this  condition,  has  also  been  questioned.^®  As 
diethylcarbamazine  was  effective  in  the  treatment  of  several  pa- 
rasitic nematodes,  it  was  decided  to  find  out  whether  it  could  also 
control  the  Strongyloides  stercoralis.^' 

Materials  and  Methods 

Diethylcarbamazine  is  an  organic  substance  marketed  by  Le- 
derle  Laboratories  under  the  trade  name  of  Hetrazan.  It  is  a soluble 
piperazine  salt  of  low  toxicity  for  the  host  but  high  toxicity  for 
parasitic  nematodes.^-  We  used  the  maximum  dosage  in  man,  which 
extensive  tests  have  shown  to  be,  2 milligrams  per  kilogram  of 
body  weight,  three  times  a day,  by  mouth.  It  was  given  for  5 con- 
secutive days  to  2 patients,  and  for  an  average  of  11  consecutive 
days  to  10  others.  Fourteen  days  was  the  longest  treatment  period 
in  this  small  series.  No  selection  of  cases  was  attempted.  They  were 
all  Puerto  Rican  males,  whose  ages  ranged  from  24  to  53.  The  diag- 
nosis of  Strongyloidosis  and  the  efficiency  of  the  drug,  were  based 
and  measured  respectively,  on  the  presence  of  the  larvae  in  the 
stool  specimen  taken  prior  to,  during,  and  several  days  after  termi- 
nation of  treatment.  The  coprologic  finding  was  frequently  coinci- 

♦ Ward  Physician  at  V.  A.  Center,  San  Patricio  Hospital,  Sa-n  Juan,  P.  R. 

*♦  With  the  technical  assistance  of  Mr.  Ramón  Diaz. 


30 


TREATMENT  OF  STRONGYLOIDOSIS 


3l 


dental  with  other  diseases  for  which  the  patients  were  hospitalized. 
The  technique  of  stool  examination  followed,  was  de  Rivas  con- 
centration method,  modified  by  the  use  of  40^0  hydrochloric  acid 
instead  of  5'/  acetic.^-^’  All  the  specimens  were  examined  by  the 
same  laboratory  technician,  about  2 to  3 hours  after  they  had  been 
obtained.  The  prominence  of  the  gential  anlage  and  the  shortness 
of  the  mouth  cavity  were  the  basis  of  our  criteria  to  identify 
Strongyloides  stercoralis  larvae.  Moreover,  the  specimens  were 
examined  in  such  a fresh  state,  that  hookworm  larvae  did  not  have 
sufficient  time  to  hatch.  The  occasional  coincidental  presence  of 
hookworm  ova,  per  se,  was  also  used  as  proof,  that  the  larvae  seen 
did  not  belong  to  that  genus. 

Stools  examined  from  2 to  26  days  after  termination  of  treat- 
ment, were  positive  for  Strongyloides  stercoralis  larvae  in  8 cases. 
Although  no  stool  specimens  were  available  after  termination  of 
treatment  in  3 cases,  all  the  ones  examined  in  the  late  stages  of 
treatment,  were  also  positive.  One  case  showed  negative  stools  in 
specimens  examined  on  the  third  and  ninth  days  after  termination 

Effect  of  Hetrazan  on  the  Appearance  of  Strongyloides 
Larvae  in  the  Stools 
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♦ The  thickened  vertical  lines  denote  the  termination  of  treatment  period 
in  ea-ch  case. 

X — Positive  for  Strongyloides  stercoralis  larvae. 

0 — Negative  for  Strongyloides  stercoralis  larvae. 


FIGURE  1 


Results  (Please  refer  to  figure  1) 

In  case  No.  2 stools  examined  on  the  .“lOth  and  4r)th  day  were  negative. 
In  case  No.  7 stools  examined  on  the  27th  and  28th  day  were  negative. 

In  case  No.  8 stools  examined  on  tlie  26th  day  were  negative. 

In  case  No.  9 stools  examined  on  the  25th  and  26th  day  were  positive  and 
on  the  29th  day  were  negative. 


32 


JOSE  M.  TORRES 


of  treatment.  Gastro-intestinal  symptoms,  when  present,  improved 
as  a rule.  However,  no  attempts  were  made  to  correlate  them,  with 
the  finding  of  Strongyloides  larvae  in  the  stools,  as  the 
majority  of  the  patients  had  other  conditions  related  to  the 
gastro-intestinal  tract.  Toxic  manifestations  such  as  fever,  head- 
ache, malaise,  nausea,  and  drowsiness,  previously  reported  by  othe»' 
authors,  were  not  observed.”-  Repeated  urinalyses  and  complete 
blood  counts  performed  during  and  after  treatment,  did  not  reveal 
any  abnormal  changes  which  could  be  attributed  to  the  action  of 
the  drug.  As  a matter  of  fact,  anemic  and  albuminuric  states,  which 
were  present  in  4 cases,  improved  in  spite  of  Hetrazan  therapy. 

SUMMARY; 

Twelve  Puerto  Rican  male  veterans  who  harbored  strongy- 
loides larvae  in  their  stools,  were  treated  with  diethylcarbamazine, 
better  known  as  Hetrazan.  Ten  patients  received  2 milligrams  per 
kilogram  of  body  weight,  three  times  a day,  orally,  for  an  average 
period  of  11  consecutive  days,  and  two  patients  received  the  same 
dosage  for  only  5 consecutive  days.  Of  the  12  patients,  only  one 
showed  negative  stools  for  Strongyloides  stercoralis  larvae,  in  the 
late  stages,  and  after  completion,  of  treatment.  No  toxic  effects 
of  the  drug  were  observed  in  this  series  of  patients. 

CONCLUSIONS; 

1 —  In  this  small  series  of  12  cases,  Hetrazan  was  found  to  be 
of  no  therapeutic  value  against  the  infection  with  Strongyloides 
stercolaris. 

2 —  Hetrazan,  in  the  doses  used,  appears  to  be  of  low  toxicity 
for  man,  as  demonstrated  by  clinical  observations,  repeated  uri- 
nalyses, and  complete  blood  counts. 

Sponsored  l)y  the  V.  A.  and  published  with  the  approval  of 
the  Chief,  Medical  Director.  The  statements  and  conclusions  pu- 
blished by  the  author  are  a result  of  opinion  or  policy  of  the  Ve- 
terans Administration. 

Acknowledgement  is  made  of  the  guidance  and  assistance 
received  from  Dr.  R.  Rodriguez-Molina,  Chief  of  the  Medical 
Service. 
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CHLOROMYCETIN- 
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l)etr>  " Michiijan 

Development  of  Chloromj  jetin  is  an  excellent  example  of  the 
efficiency  of  cooperative  encUavor.  Follovv^ing  isolation  of  the  or- 
ganism by  Dr.  Paul  R.  Burkh  )lder  of  Yale  University  and  his  dis- 
covery that  it  possessed  anti  jiotic  properties,  the  early  work  of 
McLean,  Ehrlich,  and  Joslyn’--’-*  in  the  field  of  bacteriology  and 
virology  established  the  bacterial  spectrum,  and  the  chemical  analy- 
sis and  synthesis  by  Rebstock,  Crooks,  Bartz,  Long,  Controulis  and 
Troutman^’  rounded  out  the  laboratory  investigation  of  this  in- 
teresting compound. 

Bacteriological  and  viral  studies  were  soon  confirmed  by  the 
Army  Medical  Research  and  Graduate  School."  The  first  clinical 
studies^’*'  concurred  with  results  of  the  above  laboratories.  Clinical 
results  obtained  in  the  Bolivian  typhus  study  (1947)  exceeded  ex- 
pectations, and  established  Chloromycetin  as  a drug  with  unusual 
rapid  action  in  this  Rickettsial  disease,  also  as  a drug  effective  by 
mouth  as  well  as  intravenously.  The  therapeutic  investigation,  ex- 
tended in  a similar  study’*’  the  following  year  in  Malaya,  proved 
that  the  drug  was  equally  effective  against  the  Rickettsia  of  scrub 
typhus. 

The  mode  of  action  of  Chloromycetin  against  pathogenic  or- 
ganisms has  not  been  definitely  established.  It  is  spoken  of  as  bac- 
teriostatic rather  than  bacteriocidal.  This  theory  is  elaborated  by 
Smadel,”  but  conclusive  proof  awaits  a thorough  study  of  the 
subject. 

Early  results  obtained  by  Payne  and  Knaudt  on  the  first 
typhus  patients  treated  with  Chloromycetin,  especially  those  to 
whom  the  drug  was  administered  intravenously,  led  them  to  sus- 
pect the  possibility  of  an  antitoxic  action  associated  with  Chloro- 
mycetin. It  was  observed  that  following  an  intravenous  injection 
of  0.2  to  0.3  Gm.  of  Chloromycetin  intravenously,  the  symptoms  of 
headache,  backache,  and  especially  visual  disturbances  of  typhus 
began  to  improve,  sometimes  as  soon  as  ten  minutes  following  the 
injection.  Subsequent  observations  on  other  patients,  including 
those  with  typhoid  fever,  strengthened  belief  in  the  possibility  of 
an  antitoxic  action. 

* Presented  during  the  annual  meeting  of  the  Puerto  Rico  Medical  Association, 
December  16,  1949, 
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A study^-  was  therefore  made  with  available  toxins,  using 
mixtures  of  Chloromycetin  and  toxin  as  injection  into  laboratory 
animals  as  well  as  giving  the  toxins  and  subsequently  treating  the 
animal  with  Chloromycetin.  This  i’T'mstigation,  however,  failed  to 
establish  any  indication  of  antitox..  properties. 

The  frequency  with  which  publ  cations  on  the  use  of  Chloro- 
mycetin are  appearing  makes  it  difiicult  to  keep  informed  on  all 
the  new  advances  in  its  study  and  application. 

Woodward’s'-*  and  Knaudt’s'^  work  with  Chloromycetin  estab- 
lished it  as  the  drug  of  choice  in  typhoid  fever.  Their  studies  have 
been  repeatedly  confirmed. -- 

Urinary  tract  infections  are  an  important  entity  in  the  thera- 
peutic field  of  Chloromycetin,  and  the  work  of  Chittenden  and 
Sharp-'*  has  been  adequately  confirmed. -■* 

Robinson  and  Robinson,-"  and  Chen,  Dienst  and  Greenblatt-'* 
have  further  developed  the  use-"  of  Chloromycetin  as  a treatment 
for  acute  gonorrhea.  The  former  group  prefers  a single  dose  oí 
3.0  Gm.  The  latter  used  1 Gm.  dose  three  times  a day  for  three 
dcses.  The  gonococcus  is  susceptible  to  Chloromycetin  but  a definite 
statement  as  to  the  degree  of  efficacy  and  the  optimum  dose  still 
has  not  been  determined.  Its  use  however  seems  indicated  in  the 
treatment  of  this  infection  when  accepted  regimes  of  treatment 
have  not  given  satisfactory  results. 

Work  recently  reported  by  Yaeger  and  associates-**  is  of  special 
interest  to  the  surgeon.  They  studied  experimental  peritonitis  in 
dogs  treated  with  Chloromycetin.  Their  results  indicate  that  pa- 
thogenic organisms,  such  as  E.  coli,  Proteus  vulgaris,  C.  Perfrin- 
gens  and  various  streptococci  and  staphylococcic,  were  susceptible 
to  Chloromycetin.  Altemeier  reported  analogous  results  in  92  pa- 
tients suffering  from  various  surgical  infections.  (Reported  be- 
fore the  American  College  of  Physicians,  October  1949). 

In  a study  that  has  extended  over  two  years  time,  Payne,  Pi- 
joan  and  associates-”’  •'*”  have  investigated  the  use  of  Chloromyce- 
tin in  the  treatment  of  trachoma.  They  observed  that  Chloromy- 
cetin when  given  orally  and  consecutively  throughout  24  hours  for  a 
period  of  at  least  four  days,  reduced  the  lesions  present  in  eyes  of 
trachomatous  patients  and  resulted  in  a marked  amelioration  of 
the  disease. 

Paper*’ •■'*-••'*•'*•  •'**  testifying  to  the  effectiveness  of  Chloromy- 
cetin in  the  treatment  of  undulant  fever  have  been  appearing  at 
regular  intervals.  These  reports  show  that  both  acute  and  chronic 
cases  respond  in  a satisfactory  manner  to  Chloromycetin  treat- 
ment. 

Results  of  a recent  study®®-  of  the  treatment  of  pertussis 
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with  Chloromycetin  in  Cochabamba,  Bolivia  are  of  interest.  During 
the  period  of  this  study  the  following  facts  were  established  re- 
garding the  epidemic: 

Untreated  young  children  (first  five  years)  were  found  to  have 
a moderate  to  high  temperature  (37.5  to  39.5°C)  for  a period  of 
usually  two  weeks  during  the  early  stage  of  the  disease,  and  the 
paroxysmal  stage  averaged  more  than  six  weeks,  and  death  rate 
of  untreated  patients  under  five  years  of  age  was  20  per  cent. 

Treatment  with  high  potency  vitamins  gave  some  amelioration 
but  no  curative  effect.  Penicillin  and  streptomycin  were  of  some 
aid  in  controlling  the  complications,  but  of  doubtful  value  in  short- 
ening course  of  the  disease.  Prior  to  use  of  Chloromycetin,  fair  re- 
sults were  obtained  in  some  cases  by  painting  the  throat  with 
iedine  preparations. 

Early  laboratory  work  of  Smith  and  associates'*'  indicated  the 
possible  usefulness  of  Chloromycetin  in  pertussis  and  this  work 
was  confirmed  by  McLean  and  associates,**'*  and  Sarber  and  as- 
sociates.'**’ Alexander,  Leidy  and  Redman^*’  found  the  effectiveness 
cf  Chloromycetin  against  H.  pertussis  and  H.  parapertussis  in  vi- 
tro to  be  high  when  compared  with  the  other  antibiotics  studied. 

DegenhareP^  reports  the  case  of  a five  and  one-half  month  old 
child  suffering  from  severe  pertussis  who  was  successfully  treated 
with  Chloromycetin. 

Method  cf  Study 

Since  the  supply  of  Chloromycetin  was  limited  and  there  was 
a large  number  of  patients,  only  those  patients  seriously  ill  were 
treated.  The  diagnosis  was  confirmed  by  cough  plate  or  swab 
cultures.  All  patients  treated  below  five  years  of  age,  and  most  of 
those  above  this  age,  had  fever. 

Sixty-two  patients  were  treated  in  this  study.  Chloromycetin 
was  given  in  varying  doses  (see  Chart)  depending  on  the  weight 
of  the  child,  and  was  administered  by  mouth  in  most  cases.  In 
certain  patients,  as  indicated,  the  drug  was  given  as  a rectal  sup- 
pository or  as  an  intravenous  injection  dissolved  in  propylene 
glycol. 

Observations 

Fever,  when  present,  disappeared  during  the  second  day  of 
treatment.  A definite  decrease  in  the  number  of  paroxysms  could 
be  observed  on  the  third  day  and  this  decrease  continued  until 
they  disappeared  completely,  from  the  third  to  sixth  day  after 
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treatment  was  initiated.  In  only  four  cases  did  the  paroxysms  ex- 
tend beyond  six  days.  It  was  noted,  however,  that  a light  cough 
remained  for  several  days.  This  was  thought  to  be  due  to  residual 
inflammation  remaining  in  the  tissues. 

In  one  case  there  appeared  to  be  a relapse  of  shoi't  duration 
a few  days  after  treatment  was  discontinued.  This  patient  re- 
ceived a small  dose  of  Chloromycetin,  which  was  judged  to  be  in- 
adequate. A second  course  of  treatment  terminated  the  attack. 

Spot-check  of  patients  by  cough  plate  one  week  after  treat- 
ment indicated  all  were  free  of  infection.  In  a few  children  under 
six  months  of  age  there  were  mild  symptoms  of  nausea.  This  was 
no  doubt  due  to  the  fact  that  the  kapseals  were  opened  and  the 
contents  mixed  with  substances  such  as  honey  or  orange  juice  for 
administration  and  the  disagreeable  taste  of  the  drug  caused  the 
symptoms. 

It  was  decided  that  the  dose  of  drug  used  was  the  minimum 
amount  that  would  be  effective. 

Granuloma  inguinale,*-  herpes  zoster'***  and  Rocky  Mountain 
Spotted  fever^^  are  three  diseases  of  less  importance  which  have 
been  reported  as  readily  responding  to  Chloromycetin. 

As  the  study  enlarges  it  becomes  more  and  more  apparent  that 
Chloromycetin  is  an  important  addition  to  pneumonia  therapy.  The 

^gmiSSIS  CASES  TREATED  WITH  CHLOROlgCETIH 
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rapidity  with  which  primary  atypical  pneumonia  responds  to  Chlo- 
romycetin as  well  as  the  favorable  response  of  bacterial  pneu- 
monia^' emphasize  the  value  of  this  new  addition  into  the  therapy 
of  pulmonary  disease. 

During  the  past  three  months,  Carrion’s  disease  iVerruga  Pe- 
luana,  Oroya  fever)  has  been  studied’*''*  and  found  to  respond  satis- 
factorily to  Chloromycetin.  Response  of  the  anemic-febrile  phase 
is  rapid  and  dramatic  and  there  are  indications  that  the  patient 
is  protected  against  the  highly  fatal  relapse  due  to  salmonella  eom- 
plication.  In  the  Verruga  or  eruptive  phase  which  so  far  has  been 
highly  resistant  to  treatment,  the  response  to  Chloromycetin  is 
satisfactory.  The  granulomas  heal  rapidly  and  no  new  lesions  an- 
pear. 
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EDITORIALES 


1950 

Como  contemplarán  los  lectores  se  inicia  el  año  1950  con  los 
mejores  auspicios  para  el  Boletín.  La  Junta  Editora  de  la  Asocia- 
ción Médica,  en  la  firme  creencia  de  que  nuestra  publicación  es  no 
sólo  el  mejor  exponente  del  nivel  científico  de  sus  miembros,  sino 
el  termómetro  infalible  en  el  que  se  acusa  la  máxima  altura  que 
puede  alcanzar  la  medicina  de  Puerto  Rico,  ha  querido  iniciar  el 
año  1950  con  un  esfuerzo  de  superación  que  sirva  de  estímulo  a la 
colaboración  en  sus  páginas.  El  Boletín  se  ha  modernizado  en  múl- 
tiples aspectos  como  puede  observarse ; su  tamaño  se  ha  hecho  más 
manuable,  su  portada  más  moderna  y atractiva,  su  papel  ha  me- 
jorado, su  impresión  es  más  limpia  y clara,  su  tipografía  es  más 
refinada ; basta  comparar  este  primer  número  de  1950  con  el  último 
de  diciembre  de  1949,  para  apreciar  las  notables  mejoras  introdu- 
cidas en  el  Boletín.  Todo  esto  ha  necesitado  de  una  paciente  labor 
y de  un  gran  esfuerzo  económico  que  esperamos  que  los  miembros 
de  nuestra  Asociación  sepan  apreciar.  Es  partiendo  de  este  es- 
fuerzo inicial  que  invitamos  a nuestros  compañeros  a colaborar 
en  el  Boletín  de  un  modo  activo.  El  Boletín  necesita  de  la  colabo- 
ración de  sus  socios  y esperamos  que  las  mejoras  introducidas  sir- 
van de  incitación  a nuestros  colegas  para  publicar  en  él  sus  inves- 
tigaciones clínicas  y de  laboratorio. 

No  bastan  sin  embargo  las  mejoras  tipográficas  para  elevar 
el  nivel  de  una  revista  médica.  Son  precisos  artículos  de  ela- 
boración cuidadosa  sobre  problemas  m.édicos  de  interés  en  el 
momento,  o de  atractiva  y perdurable  originalidad.  Hay  dos 
pecados  frecuentes  que  cometemos  los  médicos,  uno  es  el  de 
leer,  a hechura  de  conferencias,  artículos  para  publicación  — lo 
que  es  siempre  impropio  para  el  auditorio — y otro  enviar  para 
publicación  notas  utilizadas  para  dictar  una  conferencia.  Aunque 
ambos  peligros  deben  de  evitarse  el  que  la  Junta  Editora  desea  eli- 
minar es  el  de  la  publicación  de  estas  últimas.  Invitamos  a nues- 
tros compañeros  a que  escriban  trabajos  con  sus  investigaciones 
y observaciones  clínicas  a fin  de  que  sean  publicados  en  nuestro  Bo- 
letín, y del  mismo  modo  invitamos  a nuestros  lectores  a estimular 
a los  colaboradores  con  el  reconocimiento  de  su  labor  y con  el  elogio 
generoso,  que  en  este  tipo  de  publicaciones  es  el  mejor  premio  a 
que  se  puede  aspirar.  El  Boletín  solamente  puede  tener  éxito  — y 
el  éxito  del  Boletín  es  la  representación  de  la  producción  científica 
de  la  clase  médica  de  Puerto  Rico — si  los  médicos  del  país  sienten 
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entusiasmo  por  colaborar  en  sus  páginas  y si  los  colaboradores  u 
su  vez  se  sienten  estimulados  por  el  generoso  aprecio  de  sus  es- 
fuerzos. La  Junta  Editora  de  la  Asociación  Médica  aspira  a que  el 
año  1950  sea  uno  de  renovación  para  el  Boletín  en  el  camino  arduo 
en  que  se  encuentra  la  medicina  de  nuestro  país. 

'■¥  *' 

NUESTRO  NUEVO  PRESIDENTE 

Dr.  A.  Oliveras  Guerra,  n.  4 de  enero  de  1898;  Doctor  en 
Medicina  de  George  Washington  Medical  School,  1924;  in- 
terno Hospital  Municipal  de  Santurce,  1924-25;  Director  de 
Beneficencia,  Jayuya,  P.  R.,  1925-26;  cirujano  residente 
Clínica  Díaz  García,  1926-35;  cirujano  Manicomio  Insular, 
1932-34;  cirujano  Hospital  Municipal  de  Santurce,  1932-35; 
Asesor  Médico  de  la  Comisión  Industrial,  1942;  Cirujano 
visitante  del  Hospital  de  Distrito  de  Bayamón  desde  el 
1943;  Jefe  de  cirugía  del  Hospital  de  la  Liga  Puertorri- 
queña contra  el  Cáncer  desde  el  1940;  Tesorero,  Asociación 
Médica  de  Puerto  Rico,  1935  y 1944-1945;  Editor  del  Bole- 
tín, 1936;  vicepresidente,  1942-43;  miembro  del  Tribunal 
Examinador  de  Médicos  de  Puerto  Rico  desde  el  1943  y ac- 
tualmente presidente. 

Por  voluntad  unánime  de  los  miembros  de  la  Cámara  de  Dele- 
gados, el  nuevo  presidente  de  la  Asociación  Médica  de  Puerto  Rico, 
Dr.  Arta jer jes  Oliveras-Guerra,  tomó  posesión  de  su  cargo  el  día 
4 de  enero  de  1950.  El  es  el  trigésimo  presidente  de  nuestra  colec- 
tividad. 

Deseando  dar  a conocer  a nuestros  lectores  la  ideología  y el 
sentir  del  Dr.  Oliveras-Guerra  con  motivo  de  su  exaltación  a la 
presidencia,  publicamos  a continuación  sus  declaraciones  al  tomnv 
posesión  de  su  cargo: 

“La  nueva  directiva  de  la  Asociación  Médica  de  Puerto  Rico,  al  co- 
menzar sus  labores  extiende  un  saludo  a su  matrícula,  a-sí  como  a los 
otros  médicos  de  Puerto  Rico,  y les  desea  el  más  agradable  de  los 
años.  Recuerda  a todos  también,  que  nuestra  responsabilidad,  nuestras 
acciones  y éxitos  descansan  en  el  respaldo,  ayuda  y cooperación  que 
nos  presten  los  compañeros  médicos. 

“La  Asociación  fué  fundada  con  propósitos  culturales,  teniendo 
como  fines  idealistas  el  perfeccionamiento  profesional  del  médico  in- 
sular; el  estimular  y fomentar  el  estudio,  la  investigación,  el  eiisavo 
la  observación  y el  intercambio  de  ideas;  y brindar  al  pueblo  de  Pue’- 
to  Rico  los  beneficios  que  tales  trabajos  y sacrificios  implican.  Est^ 
finalidad  ha  venido  a constituir  una  tradición. 

“Nos  proponemos  mantener  vivo  el  tradicional  empeño  de  supera- 
ción profesional.  Para  ello  es  preciso,  disposición  de  parte  de  los  mé- 
dicos a nuevos  y más  intensos  esfuerzos  por  mejorar  sus  técnicas  y 
ampliar  sus  conocimientos.  Es  necesario  comprensión  de  parte  del  pue- 
blo. Debe  entenderse  que  el  médico  moderno  ha  dejado  de  ser  el  afable 
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y dulce  médico  de  familia,  dispuesto  siempre  a consolar  enfermos  y 
familiares  una  vez  hubo  agotado  sus  recursos  profesionales.  El  médico 
de  hoy  es  seco,  duro,  estricto,  exigente  y técnico;  sin  embargo,  posee 
un  alma  tan  sensible  como  cualquier  mortal  y sabe  apreciar  la  pena 
y el  dolor  ajeno,  pero  está  obligado  a gobernar  sus  emociones  de  modo 
que  pueda  dominar  la  de  sus  pacientes.  Y es  preciso  además,  afinidad 
hacia  nosotros  de  parte  de  los  dirigentes  insulares. 

“Nuestros  esfuerzos  como  institución  pública  y como  asociación 
cultural  no  tienen  precedentes  y comparan  ventajosamente  a cuales- 
quiera otros.  Un  pequeño  grupo  de  médicos  hace  poco  menos  de  50 
años,  inició  la  Asociación  Médica  de  Puerto  Rico.  Aquellos  varones 
tesoneros  supieron  establecer  las  fuertes  bases  sobre  las  que  se  alza 
hoy  nuestra  Asociación.  Con  escasos  recursos  y en  medio  de  un  am.- 
biente  de  apatia,  fué  robusteciéndose  ésta  hasta  constituir  hoy  día  el 
núcleo  cultural  insular  que  con  más  intensidad  se  mueve  y se  desinsu- 
lariza.  nutriéndose  de  cuantas  fuentes  existen,  atrayendo  verdaderos 
valores  extranjeros  a compartir  con  nosotros  sus  conocimientos  y ex- 
periencias. 

“Nuestros  médicos,  con  sus  recursos  particulares,  han  levantado 
grandes  centros  médicos;  han  hecho  esfuerzos  sobrehumanos  para 
inducir  el  interés  particular  a contribuir  a establecer  instituciones 
médicas  de  carácter  bien  caritativos  exclusivamente  o bien  otras  que 
obtengan  ganancias  mínimas  que  se  usen  en  su  desarrollo. 

“A  esta  directiva  le  place  ver  llegar  el  nuevo  año  con  optimismo. 
De  nuestros  médicos  no  vemos  nada  más  que  muchos  y buenos  ejemplos 
de  dedicación  al  estudio  y al  perfeccionamiento  técnico.  Basta  echar 
una  mirada  a los  muchos  que  están  actualmente  tomando  estudios 
postgraduados;  interesándose  en  aprobar  los  “Boards”  de  sus  distintas 
especialidades  o concurriendo  con  asiduidad  a.  los  congresos  y confe- 
rencias médicas. 

“De  nuestro  pueblo  podemos  afirmar  que  puede  sagazmente  dis- 
tinguir entre  aquello  que  es  perjudicial  a su  sa-lud  y aquello  que  los 
beneficia.  Se  da  cuenta  con  inteligencia,  que  no  basta,  poseer  un  título 
cualquiera,  sino  que  hay  que  probar  con  ejemplos  claros  de  prepara- 
ción sólida  y disposición  eficaz,  que  se  sabe  utilizar  los  conocimientos 
adquiridos. 

“Y  de  nuestros  dirigentes  tenemos  pruebas  en  acción,  de  cuanto 
empeño  han  demostrado  en  atacar  y tratar  de  resolver  nuestros  pro- 
blemas todos,  iniciando  proyectos  de  gran  alcance  social;  y entre  ellos, 
programas  de  interés  médico  de  importancia;  y programas  para,  inten- 
sificar la  instrucción  y mejorar  las  normas  de  vida.  Es  de  todos  sa- 
bido la  influencia-  que  tienen  tanto  la  instrucción  como  el  mejoramien- 
to del  poder  adquisitivo  del  individuo  sobre  la  salud.  No  se  concibe 
una  medicina  moderna,  altamente  especializada  y científica,  en  un 
pueblo  ignorante.  Es  lazonable  afirmar  pues,  (pie  de  dirigentes  con  ta  i 
alto  espíritu  público  no  puede  esperarse  otra  cosa  que  congenial  aco- 
gida para  toda  obra  altruista. 

“La-  nueva  directiva  da  principio  a sus  labores  bajo  los  auspicios 
de  una  era  de  gran  dinamismo  insular  y sólo  aguarda  el  ímpetu  que 
debe  darle  cada  socio  para  mantenerse  en  momento  de  actividad  y 
progreso,  hacia  un  más  allá  siempre.” 
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El  doctor  Oliveras-Guerra  llega  a la  presidencia  luego  de  va- 
rios años  de  servicio  y de  dedicación  en  pro  del  engrandecimiento 
y bienestar  de  la  Asociación  Médica  de  Puerto  Rico.  Nosotros  re- 
cordamos su  lucha  como  editor  del  Boletin,  sus  esfuerzos  y su  te- 
nacidad para  conseguir  artículos  cuando  apenas  había  suficiente 
material  para  publicar  los  números  de  nuestra  revista.  El  nos  trae 
además  experiencia  y madurez  administrativa,  ya  que  ha  sido  te- 
sorero y vice-presidente  de  nuestra  colectividad.  Conocimos  al  Dr. 
Oliveras-Guerra  hace  algunos  años  y fuimos  condiscípulos  en  los 
años  de  la  preparación  pre-médica.  Podem.os  decir  que  desde  aque- 
llos tiempos  de  juventud  colegial,  destacóse  siempre  su  caballero- 
sidad, la  integridad  de  su  carácter,  el  espíritu  de  justicia  y su  hom- 
bría de  bien.  La  hoja  de  servicios  del  Dr.  Oliveras-Guerra  como  emi- 
nente cirujano,  discípulo  predilecto  de  aquel  malogrado  maestro 
que  se  llamó  Manuel  Díaz-García,  su  vida  ejemplar  de  esposo  y pa- 
dre, su  proceder  honrado  y humanitario  de  médico  eminentemente 
ético,  la  rectitud  y seriedad  de  sus  actuaciones  en  la  vida  política 
y ciudadana  de  nuestro  país,  le  señalan  en  la  comunidad  puerto- 
rriqueña como  hombre  ejemplar  digno  de  admiración  y respeto. 

Nuestro  presidente  se  apresta  una  vez  más  a realizar  labor  de 
provecho  y defensa  de  los  intereses  de  nuestra  profesión  y nuestra 
colectividad.  El  siempre  habrá  de  actuar  como  el  caballero  y como 
el  médico  por  encima  de  todo.  De  otra  parte,  nuestro  presidente  es- 
pera y confía  en  la  cooperación  y ayuda  de  todos  y cada  uno  de  los 
médicos  que  integran  la  Asociación  Médica  de  Puerto  Rico.  Brin- 
démosle pues,  nuestra  más  sincera  y decidida  ayuda  para  que  al- 
cance el  éxito  en  la  ardua  y difícil  tarea  de  guiar  a esta  colectividad 
por  el  buen  camino,  para  que  sea  ella  más  querida  y más  respetada 
por  todos  nuestros  conciudadanos.  Ayudémosle  también  en  su  de- 
seo de  lograr  un  Puerto  Rico  más  saludable  y más  feliz. 
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CORRESPONDENCIA 


Como  parte  de  las  reformas  de  nuestro  Boletín,  empezando  con  el  presente 
volumen,  hemos  decidido  incluir  en  nuestra  Sección  Administrativa  una  nueva 
columna  dedicada  a publicar  y contestar  aquellas  comunicaciones  de  carácter 
oficial  dirigidas  al  Presidente  de  la  Asociación  o al  Editor,  y que  sean  de  inte- 
rés para  todos  los  miembros.  Al  mismo  tiempo,  invitamos  a nuestros  lectores 
a contribuir  con  cualquier  comentario  pertinente  sobre  los  trabajos  publicados, 
ya  que  es  nuestro  deseo  despertar  su  interés  y conseguir  su  cooperación  para 
el  mayor  éxito  de  nuestra  revista. 


* * • 

FALLECIMIENTOS 

Manuel  Fossas,  M.D.,  de  Bayamón,  P.  R.,  falleció  en  dicha  ciudad  el  día 
10  de  octubre  pasado,  a la  edad  de  69  años. 

El  doctor  Fossas  obtuvo  su  título  de  Doctor  en  Medicina  en  la  Escuela 
de  Medicina  de  la  Universidad  de  Maryland,  en  el  1903,  y durante  varios  años 
practicó  como  médico  de  beneficencia  en  varios  pueblos  de  la  Isla,  estable- 
ciéndose finalmente  en  el  municipio  de  Bayamón. 

Sobreviven  al  doctor  Fossas  su  viuda  y dos  hijos. 

* * • 

Guillermo  Salazar,  M.D.,  de  Ponce,  P.  R.,  falleció  el  día  11  de  enero,  a 
la  edad  de  69  años. 

El  doctor  Salazar,  recibió  su  título  de  Doctor  en  Medicina  en  la  Universi- 
dad de  Barcelona  en  el  1903,  y a su  regreso  a Puerto  Rico  se  estableció  en  la 
ciudad  de  Ponce,  donde  ejerció  en  la  beneficencia»  municipal  por  varios  años. 
Posteriormente  se  especializó  en  tisiología  y ejerció  esta  especialidad  en  el 
Centro  Antituberculoso  y en  la  Unidad  de  Salud  Pública  de  Ponce. 

Sobreviven  al  doctor  Salazar  su  viuda  y cuatro  hijos,  entre  los  cuales 
figura  nuestro  compañero  el  doctor  Andrés  E.  Salazar. 

* * • 

AVISOS 

Instituto  sobre  Problemas  de  Rehabilitación  en  Puerto  Rico:  Del  1ro  al  4 
de  febrero  próximo,  se  celebrará  en  el  auditorium  de  la  Escuela  de  Medicina 
Tropical,  bajo  los  auspicios  del  Departamento  de  Medicina  Física  y Rehabilita- 
ción del  Fondo  del  Seguro  del  Estado,  el  Negociado  de  Niños  Lisiados  del  De- 
partamento de  Salud,  la  Oficina  de  Rehabilitación  Vocacional  del  Departamento 
de  Educación,  y la  Sociedad  Internacional  para  el  Bienestar  de  los  Lisiados, 
de  Cleveland,  Ohio,  el  Primer  Instituto  sobre  Problemas  de  Rehal)ilitación  en 
Puerto  Rico. 

El  programa  que  ha  circulado  para  dicho  acto  es  en  extremo  interesante 
e incluye  conferencias  de  gran  actualidad  en  relación  con  los  programas  de 
rehabilitación  que  vienen  desarrollando  en  nuestra  Isla  las  agencias  que  he- 
mos mencionado  anteriormente. 

Exhortamos  a los  compañeros  médicos  a concurrir  a este  Instituto. 
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Asociación  de  Sahid  Pública  de  Puerto  Pico:  La  Asociación  de  Salud  Pú- 
blica de  Puerto  Rico,  que  preside  el  doctor  Juan  A.  Pons,  celebrará  su  Nove- 
na Reunión  Anual  en  la  Escuela  de  Medicina  Tropical  del  8 al  11  de  febrero 
próximo. 

Esta  reunión  de  la  Asociación  de  Salud  Pública  está  dedicada  a.  tratar 
temas  relacionados  con  ‘hi  salud  del  niño  puertorriqueño' , y las  ponencias  a 
presentarse  durante  los  días  de  la  convención  por  médicos,  educadores,  dentis- 
tas, trabajadores  sociales,  ingenieros  sanitarios,  enfermeras  y otros  profesio- 
sionales  tienden  a exponer  y buscar  solución  a los  problemas  con  que  nos 
confrontamos  en  nuestra,  lucha  en  pro  de  la  salud  de  nuestros  niños. 

Es  de  esperarse  que  esta  nueva  reunión  de  la  Asociación  de  Salud  Púldica 
de  Puerto  Rico  sirva  su  propósito  de  ayudar  a encauzar  debidamente  nuestros 
problemas  de  salud. 

Los  directores  de  la  Asociación  desean  extender,  por  nuestro  conducto, 
una  cordial  invitación  a los  miembros  de  la  clase  médica  puertorriqueña  para 
que  asistan  a esta  asamblea. 

« « * 

Exámenes  de  Reválida  para  Médicos:  La  Junta  Examinadora  de  Médicos 
de  Puerto  Rico,  que  preside  el  doctor  A.  Oliveras  Guerra,  ha  convocado  para 
exámenes  de  reválida  que  darán  comienzo  el  día  7 de  marzo  próximo. 

Los  compañeros  interesados  en  tomar  estos  exámenes  deberán  radicar  su 
solicitud  ante  el  Tribunal  a más  tardar  el  dia  20  de  febrero  próximo. 

Los  impresos  de  solicitud  e información  general  podrá  obtenerse  en  las 
oficinas  del  Tribunal,  en  los  terrenos  del  Departamento  del  Interior,  Parada 
22,  Avenida  Ponce  de  León,  Santurce,  P.  R. 

9 * * 

MISCELANEAS 

Comités  Permanentes:  El  presidente  de  la  Asociación,  doctor  A.  Oliveras- 
Guerra,  procedió  recientemente  a nombrar  los  compañeros  que  habrán  de  for- 
mar parte  de  los  comités  permanentes  de  la  Asociación,  varios  de  los  cuales 
nos  complacemos  en  copiar  a continuación: 

Comité  Cientifico:  Dr.  Ramón  M.  Suárez,  presidente;  Dr.  R.  Rodríguez- 
Molina;  Dr.  R.  S.  Día^  Rivera;  Dr.  Oscar  Costa-Mandry;  Dr.  Antonio  H. 
Susoni;  Dr.  Pedro  J.  Zamora;  Dr.  César  Domínguez;  Dr.  Carlos  A.  Quilichini; 
Dr.  Ramón  E.  Ramírez;  Dr.  José  Forastieri;  Dr.  Luis  González-Ramírez ; Dr. 
Ernesto  C.  Martínez;  Dr.  José  N.  Gándara;  Dr.  Manuel  de  la  Pila;  Dr.  Arturo 
L.  Carrión;  Dr.  J.  Rodríguez-Pastor;  Dr.  Eduardo  Pons,  Jr. ; Dr.  José  A.  Ama- 
deo; Dr.  F.  Hernández  Morales;  Dra.  Angeles  Díaz;  Dr.  Ramón  J.  Sifre;  Dr 
Luis  A.  Sanjurjo;  Dr.  Enrique  Koppisch;  Dr.  Víctor  J.  Montilla. 

Etica:  Dr.  Mario  Juliá,  presidente;  Dr.  Juan  J.  Nogueras;  Dr.  Ramón 
J.  Sifre;  Dr.  Arturo  L.  Carrión;  Dr.  Jaime  Serra-Chavarry ; Dr.  J.  Rodríguez- 
Pastor;  Dr.  Antonio  Navas. 

Junta  Editora:  Dr.  Rafael  Rodríguez-Molina,  presidente;  Dr.  Ricardo  F. 
Fernández;  Dr.  David  Rodríguez-Pérez;  Dr.  Manuel  Paniagua;  Dr.  Luis  Or- 
tega; Dr.  Roberto  Aguayo;  Dr.  Rafael  A.  Gil;  Dr.  R.  Porrata  Doria;  Dr.  Ra- 
món Lavandera;  Dr.  J.  R.  González-Flores;  Dr.  Ramón  Llobet;  Dr.  Dwight  San- 
tiago; Dr.  Juan  J.  Nogueras;  Dr.  Ricardo  Cordero;  Dr.  Juan  Basora-Defilló; 
Dr.  Eli  S.  Rojas;  Dr.  Luis  A.  Morales;  Dr.  C.  E.  Muñoz  MacCormick;  Dr.  Gui- 
llermo Arbona;  Dr.  J.  M.  Rivera  Otero;  Dr.  Félix  M.  Reyes. 
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Relaciones  Públicas:  Dr.  Roberto  Francisco,  presidente;  Dr.  Manuel  Pa- 
niagua; Dr.  David  E.  García;  Dr.  J.  M.  Rivera-Otero;  Dr.  Agustín  R.  Laugier; 
Dr.  Julio  E.  Colón;  Dr.  Frederick  González;  Dr.  Eduardo  R.  Pérez;  Dr.  Sal- 
vador Busquets;  Dr.  J.  Nadal  Grau;  Dr.  Luis  M.  Morales;  Dr.  Arnaldo  Palmer; 
Dr.  Carlos  Rivera.  Lugo;  Dr.  Mario  J.  Tomasini;  Dr.  Pedro  J.  Durand;  Dr.  A. 
García  Soltero;  Dr.  Juan  J.  Nogueras;  Dr.  Gregorio  Igartúa;  Dr.  Andrés  Sala- 
zar;  Dr.  Pedro  A.  Suau. 

Le(/islación:  Dr.  Jeramfel  Cordero,  presidente  ; Dr.  Jaime  Acosta  Velar- 
de;  Dr.  Leopoldo  Figueroa;  Dr.  José  A.  Seíii:  Dr.  R.  Fernández  Marina;  Dr. 
Lauieano  Trelles;  Dr.  Guillermo  Picó;  Dr.  Roberto  Jiménez-López;  Dr.  Anto- 
nio Ortiz;  Dr.  J.  Noya  Benitez;  Dr.  E.  García.  Cabrera;  Dr.  Angel  M.  Marchand; 
Dr.  Juan  Mimoso;  Dr.  R.  Porrata  Doria;  Dr.  Urbano  Ramírez;  Dr.  Rafael  A. 
Vilar;  Dr.  E.  Martínez  Rivera;  Dr.  Antonio  Muñiz;  Dr.  José  A.  Iguina;  Dr. 
Juan  P.  Cardona;  Dr.  Alfredo  L.  Bou. 

En  nuestra,  próxima  edición  continuaremos  enumerando  los  distintos  co- 
mités de  nuestra  Asociación. 

LIBROS  RECIBIDOS 

Damos  a continuación  una  relación  de  los  libros  recibidos  recientemente 
en  la  Biblioteca  de  nuestra  Asociación.  En  sucesivas  ediciones  publicaremos  la 
revista  de  algunos  de  estos  libros. 

Clinical  Laboratory  Methods  and  Diaynosis.  Por  R.  B.  H.  Gradwehl,  M.D.,  D.Sc., 
F.  R.  S.  T.  M.  & H.  (Londres).  Director,  Gradwehl  Laboratories  y Gradwehl 
School  of  Laboratory  Thechnique,  Patólogo,  Christian  Hospital,  Director,  Re- 
search Laboratory,  St.  Louis  Metropolitan  Police  Department,  St.  Louis,  Mo., 
Mayor,  Medical  Corps,  United  States  Naval  Reserve,  Rot.,  Miembro,  American 
Public  Health  Association.  Cuarta  Edición.  3 volúmenes.  Ilustrado,  St.  Louis; 
The  C.  V.  Mosby  Company,  1948.  $40.00. 

Cardiovascular  Disease.  Fundamentals,  Differential  Diagnosis,  Prognosis  and 
Treatment.  Por  Louis  H.  Sigler,  M.D.,  F.  A.  C.  P.,  Cardiólogo,  Coney  Island 
Hospital...  G20  páginas,  149  ilustraciones  (11  en  colores).  Indice  Bibliográfico, 
New  York:  Gruñe  & Stratton,  Inc.,  1949.  $10.00. 

Diseases  of  the  iVarm  Climates.  Their  Clinical  Features,  Diagnosis,  and  Treat- 
ment. Por  Louis  van  den  Berghe,  M.D.,  Profesor,  Medicina  Tropical,  Tulane 
University,  y Piofesor,  Instituto  de  Medicina  Tropical,  Antworp,  Bélgica,  y Al- 
bert Dubois,  M.D.,  Profesor,  Instituto  de  Medicina  Tropical,  Antworp,  Bélgica, 
460  páginas,  120  ilustraciones.  Indice  Bibliogi'áfico.  New  York:  Gruñe  & Strat- 
ton, Inc.,  1948.  $10.00. 

The  Rh  Factor  in  the  Clinic  and  the  Laboratory.  Editado  por  Joseph  M.  Mill, 
M.D.,  Profesor,  Clinical  Pathology,  Southwestern  Medical  College,  y William 
Dameshek,  M.D.,  Profesor,  Clinical  Medicine,  Tufts  College  Medical  School. 
192  páginas,  25  ilustraciones,  Indice  Bibliográfico.  New  York:  Gruñe  & Strat- 
ton, Inc.,  1948.  $4.25. 

* * • 

Hemolytic  ftyndromes,  Por  William  Dameshek,  M.D.,  Tibor  J.  Greenwalt,  M.D., 
Russell  J.  Tat,  M.D.,  and  Camille  Dreyfus,  M.D.,  Boston.  Ilustrado.  New  York: 
Gruns  & Stratton,  Inc.,  1942.  $4.75. 
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Constitutiou  and  Diaease.  Por  Julius  Bauei,  M.D.,  Prolesor,  Clinical  Medicine, 
C>ollege  of  Medical  Evanselisls,  Los  Angeles.  Segunda  Edición,  255  páginas, 
5 ilustraciones.  Indice  l!il)lio,gráfico.  New  York;  Crime  ¿i  Stratton,  Inc.,  1945. 
$4.50. 

Isotopic  'f racers  and  Xiicicar  Radiations.  With  Appliiaiiou  to  Riology  and 
Medicine.  Por  William  E.  Siri.  Primera  Edición,  C53  páginas,  ISO  ilustraciones. 
New  York:  McGraw-Hill  Book  Company,  Inc.,  1949.  $12.50. 

Clinical  Klectroenccphalot/raphy.  Por  Robert  Cohn,  M.I).,  Electroencefalografo, 
Director,  Neurological  Researcli,  U.  S.  Naval  Hospital,  Bethesda.,  Maryland 
Trimera  Edición.  G39  páginas,  con  300  ilustraciones.  New  York:  McGraw-Hill 
Bcok  Company,  Inc.,  1949.  $14.00. 

Essent  'als  of  Obstetrical  and  (iiinccoloiiical  Paiholopij.  Por  Robert  L.  Faulkner, 
M.D.,  F.A.C.S.,  y Marion  Douglas,  M.D.  Segunda  Edición,  357  páginas,  300  ilus- 
t. aciones  (3  en  colores).  St.  Louis:  The  C.  V.  Mosby  Company,  1949.  $8.75. 

An  Atlas  of  Amputations.  Por  Donald  B.  Slocum,  M.D.,  562  páginas,  564  ilus- 
ti aliones.  St.  Louis:  The  C.  V.  Mosby  Company.  1949.  $20.00. 

Operalire  Orthopedics  (Campbell’s).  Editado  por  .1.  S.  Speed,  M.D.,  Hugh 
Smith,  M.D.,  y otros.  Segunda  Edición,  dos  volúmenes,  1600  páginas,  1141  ilus- 
traciones (2  en  colores).  St.  Louis:  The  C.  V.  Mcsby  Company,  1949.  $30.00. 

Clinical  Case-Takiníj.  Guide  for  the  Study  of  Patients.  Por  George  R.  Herrmann, 
M.D.,  Ph.D.  Cuarta  Edición,  239  páginas,  ilustrado.  St.  Louis:  C.  V.  Mosby 
Company,  1949.  $3.50. 
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A Textbook  of  Neuropatholoyij  ivith  Clinical.  Anatomical  and  Technical 
Supplements.  By  Ben  W.  Lichtenstein,  P.  S.,  M.  S.,  M.  D.  Associate  Professor 
of  Neurology,  University  of  Illinois  College  of  Medicine,  Clr'cago,  111.  $9.50 
pp-474.  Philadelphia:  W.  B.  Saunders  Company.  1949. 

La  Neuropatologia,  considerada  hasta  recientemente  como  una  especiali- 
dad dentro  de  la  especialidad  de  la  Patología  General,  está  adquiriendo  cada 
día  mayor  importancia  y en  la  actualidad  se  la  considera  como  una  ciencia 
neurológica  básica.  La  gran  importancia,  de  la  Psiquiatría,  y el  incremento  de 
la  Cirugía  neurológica,  son  circunstancias  que  exigen  un  máximo  entrenamien- 
to en  Neuropatologia.  Para  muchos,  desgraciadamente,  el  término  Patología,  es 
sinónimo  de  cambios  anatómicos  anormales,  ya  que  solamente  reconocen  dos 
clases  de  enfermedad,  la  orgánica  y la,  psicogénica.  Sin  embargo  los  síntomas 
de  toda  enfermedad  son  el  resultado  de  una  alteración  de  la  función  y puede 
decirse,  sin  faltar  a la  verdad,  que  la  fisiología  patológica  es  la  base  de  toda 
sintomatología.  No  es  menos  cierto  que  los  estudios  anatómicos  no  nos  dan 
en  muchos  casos  ninguna  clave  sobre  el  origen  de  la  enfermedad.  Esos  estu- 
dios deben  de  hacerse  paralelamente  con  las  investigaciones  químicas,  fisio- 
lógicas, bacteriológicas,  inmunológicas  y psicológicas.  La  ausencia  de  cambios 
anatómicos  anormales  no  nos  indica  que  no  haya  habido  alteración  anatómica 
funcional.  La  falta  de  cambios  notorios  macro-microscópiros  en  la  corteza  ce- 
rebral en  muchos  casos  de  epilepsia,  idiopática,  están  en  contradicción  con  los 
cambios  obtenidos  por  el  electro-encefalograma.  Por  lo  tanto  la  ausencia  de  al- 
teraciones anatómicas  no  permite  decir  que  no  haya  cambios  patológicos  en  la 
epilepsia  idiopática  ya  que  hay  evidencia  sobrada  de  cambios  flsio-patológicos. 

El  estudio  de  la  Neuropatologia  exige  una  esi)ecialización  tan  extraor- 
dinaria- que  muy  pocos  logran  alcanzar.  El  Neuropatólogo  no  solamente  estu- 
dia las  enfermedades  del  sistema  nervioso,  sino  más  bien  las  enfermedades  en 
las  que  el  sistema  nervioso  está  afectado,  ya  que  en  definitiva  la  Neuro-Psiquia- 
tria  es  una  especialidad  de  la  medicina  interna.  Hay  una  tendencia  errónea 
a separar  la  Neurología  no  solamente  de  la  Medicina  Interna  sino  de  la-  Psi- 
quiatría. Según  Lichtenstein  esto  es  un  gra  nerror  ya  que  la  relación  eiiti'c 
la  Neurología  y la  Psiquiatría-  será  cada  vez  mayor  a medida  que  nuestros  co- 
nocimientos fisio-patológicos  de  la  enfermedad  vayan  progresando.  Muchos  neu- 
ropatólogos  son  acusados  de  ser  organistas  cuando  la  etiología  de  los  trastor- 
nos psiquátricos  entra  en  consideración.  Sin  embargo  ciertos  factores  psico- 
génicos  pueden  ser  responsables  de  ciertos  cambios  orgánicos  del  sistema  ner- 
\ ioso  a través  de  una  prolongada  alteración  de  los  estados  fisiológicos.  Como 
muy  bien  dice  1-ichtenstein,  muchos  creen  que  el  estudio  de  la  Neuropatologia  es- 
tá ya  agotado  y que  la  Neurofisiologia  es  la  nueva  veta  a desarrollar  en  el  futu- 
ro. Esta  afirmación  podría  ine.jor  reducirse  a-1  hecho  de  que  los  estudios  de  Ana- 
tomía Patológica  a través  de  las  técnicas  tradicionales  no  serán  ya  tan  fructuo- 
sos en  el  futuro  como  han  sido  en  el  pasado. 

El  libro  del  Dr.  Lichtenstein  tiene  una  orientación  clásicamente  anatómica 
y está  escrito  principalmente  para-  los  estudiantes  de  medicina  y sobre  todo 
para  los  que  se  especializan  en  Neurología,  Psiquiatría,  Patología  y Cirugía 
neurológica.  A la  discusión  de  los  diferentes  cambios  patológicos  en  el  sistema 
nervioso  antecede  una  introducción  sobre  la  pa-togénesis,  seguidos  de  suple- 
mentos clínicos,  anatómicos  y técnicos.  El  interés  del  libro  estriba  principal- 
mente en  que  está  escrito  satisfaciendo  las  especiales  exigencias  del  Neuró- 
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logo  y del  Psúiuiatra,  especialidades  que  el  Dr.  Lichtenstein  ejerce  con  excep- 
cional habilidad.  El  libro  tiene  un  apéndice  clínico  en  el  que  todos  los  síndro- 
mes, parálisis  y enfermedades  se  revisan  sucintamente.  El  texto  es  en  el  día 
de  su  publicación  el  mejor  tratado  de  Neuropatología,  y su  picsencia  es  ol)li 
gada  en  la  biblioteca  de  los  neuropsiquiatras. 

Dr.  Luis  Ortega 


Illastrutive  Electrocardiography  — Third  Edition.  Por  — Julius  Burstein,  M.D., 
y Nathan  Bloom,  M.D.,  D.  Appleton-Century  Co.,  Inc.  New  York  & London  - 1948. 

Un  libro  pequeño,  de  sólo  309  páginas  escrito  en  un  inglés  sencillo  y con 
magníficas  ilustraciones.  El  material  ha  sido  tomado  de  los  records  del  Medical 
College  of  Virginia  y del  Morrisamia  City  Hospital  de  New  York.  Contiene 
nuevos  capítulos  acerca  de  las  derivaciones  unipolares,  fonocardiografía  y es- 
placnicectomía.  El  capítulo  sobre  radiología  del  corazón  estuvo  a cargo  del  Dr. 
Philip  Slater,  del  Hospital  Seaview  y del  Jewish  Memorial  de  New  York.  Es 
una  pena  que  para  la  última  ilustración  no  escogiera  el  autor  una  radiografía', 
típica  de  coeur  en  sabot  y sí  una  en  la  cual  lo  que  predomina  es  la  dextropo 
sición  de  la  aorta. 

Podemos  recomendar  este  libro  práctico  no  sólo  al  que  se  inicia,  sino  tam- 
bién al  especialista  en  Cardiología. 


R.  M.  S. 


ti: 


* 


Pediatric  Anesthesia,  M.  Digby,  M.D.,  Director  of  Anesthesia,  Vancouver  General 
Hospital,  Vancouver,  B.  C.  (Cañada).  M.  Kathleen  Belton,  M.D.  Supervisor  of 
Pediatric  Anesthesia,  Vancouver  General  Hospital.  (1948)  240  pp.,  illus.,  $.5.50. 

El  niño  no  es  un  adulto  en  miniatura  y sí  un  ser  en  constante  progreso 
de  crecimiento  y desarrollo.  Los  doctores  Leigh  y Belton  han  escrito  un  com- 
pendio de  anestesia  aplicado  a la  infancia  y la  niñez,  texto  que  es  el  primero 
que  Se  publica  en  esta  clase.  En  este  texto  los  autores  consideran  en  detalle 
la  preparación  preoperatoria  dando  énfasis  a la  parte  psicológica  y a la  im- 
portante fase  del  historial,  pruebas  de  laboratorio  y medicación  preoperatoria 
aplicada  a la  niñez. 

Los  autores  consideran  detalladamente  la-s  ventajas,  desventajas  e indica- 
ciones de  los  diferentes  métodos  de  anestesia,  las  complicaciones  y el  cuidado 
postoperatorio. 

La  obra  está  escrita  en  lenguaje  claro  y fácil.  Es  una  obra  de  importancia 
para  ser  estudiada  por  el  anestesista  que  tiene  que  atender  niños  en  su  prác- 
tica. El  pediatra  y el  médico  general,  así  como  el  cirujano  deben  consultarla 
como  referencia. 

La  obra  es  una  de  mérito  y debe  formar  parte  de  toda  biblioteca  médica. 


J.  B.  D, 


"Until  the  baby  wears  long  trousers!” 


At  a meeting  of  the  American  Acad- 
emy of  Pediatrics*  the  speaker  was 
asked,  "How  long  should  an  infant 
be  kept  on  evaporated  milk?”  Until 
he  "wears  long  trousers”  was  the 
speaker’s  prompt  reply. 

And  why  not?  The  same  qualities  that 
make  this  extraordinary  form  of  milk 
so  suitable  for  infant  feeding  are  of 
benefit  to  the  child  through  all  his 
growing  years. 

Infants  under  your  care  who  have 
prospered  in  growth  and  health  on 
Pet  Milk  are  accustomed  to  this  good 
milk  — to  its  safety,  nutriment  and 
taste.  When  weaned  from  bottle  to 
cup,  rather  than  a change  to  another 
form  and  flavor  of  milk,  they  readily 
accept  Pet  Milk,  diluted  half  and  half, 
as  delicious  milk  to  drink.  And  then 
there  is  the  important  matter  of  econ- 
omy; for  Pet  Milk  costs  less  generally 
than  any  other  form  of  milk. 

Indeed  there  are  good  reasons  to 
keep  babies  on  Pet  Milk  until  they 
"wear  long  trousers.” 

*J’l.  Pediat.  16:130,  1940 


Pet  Milk  — the  original 
evaporated  milk — is  always 
safe,  always  uniformly 
nutritious,  always  easy  to 
digest. 


THE  PET  MILK  COMPANY 
1472-A  Arcade  Building,  St.  Louis  1,  Mo. 


Distribuidores:  B.  FERNANDEZ  & HNOS.,  SUCRS. 
P.  0.  Box  3629  - San  Juan,  Puerto  Rico 


Sulfato  de  Dlhidroestreptomicína 


Nuevo  e Impresionante  Adelanto  en  la  Terapia  Antibiótico 


Se  suministra  en  convenientes 
frasquitos  de  1 ij  5 gm.  Incluyese 
en  cada  paquete  cuadros  de  dilu- 


Como  primer  fabricante  de 
estreptomicina  en  el  mundo, 
Merck  & Co.,  Inc.  ha  hecho 
otro  adelanto  impresionante 
con  la  gran  produción  del 
Sulfaio  de  Dihidroestrepto- 
micina. 


El  Sulfaio  de  Dihidroestreptomicina  es  un  antibiótico  nuevo,  altamente 
purificado,  químicamente  distinto  de  la  estreptomicina  y está  caracterizado 
por  alta  actividad  antibacteriana  y neurotoxicidad  sumamente  baja. 

Este  nuevo  producto  ofrece  ventajas  importantes: 

■ Eficacia  contra  el  Mycobacterium  Tuberculosis 

■ Toxicidad  Mucho  Más  Baja 

■ Manifestaciones  Alérgicas  Menos  Frecuentes 

■ Ausencia  de  Dermatitis  de  Contacto 
B Pureza  Insuperable 

El  Sulfato  de  Dihidroestreptomicina  y el  Complejo  de  Cloruro  Calcico  de 
Estreptomicina  pueden  emplearse  alternativamente  en  el  tratamiento 
parenteral  de  la  tuberculosis.  Con  estos  dos  excelentes  "antibióticos 
asociados”  de  Merck  & Co.,  Inc.,  el  médico  está  equipado  para  afrontar 
cualquier  contingencia  en  que  esté  indicada  la  estreptomicina.  Para  mayor 
seguridad,  especifique  siempre  los  productos  de  Merck  & Co.,  Inc. 


Pida  los  últimos  impresos  descriptivos 

MERCK  (NORTH  AMERICA)  INC. 

161  Avenue  of  the  Americas,  New  York  13,  N.  Y.,  U.  S.  A. 


SCBSIDIARIA  HE 
E\roiirA<;i<>\  he 
MERCK  & CO.,  INC. 
Ftthrienntrs  do 
Producios  Químicas 
Rahway,  N.  J.,  U.  S.  A, 
SUCESORES  DE  T.  W.  R.  EXPORT  CORPORATíOr< 


D¡slr¡büidore$-CESAR  CASTILLO,  INC.,  Cqlle  Tetuan  155,  San  Juan 


Simplifipe  la  analgesia  y antipiresis 
de  los  niños  con  ^SPER^UM 

! ASPERGLÍM  proporciona  “analgesia  salival’’,  suave  alivio  en  la  zona 

i bucofaríngea.  Más  eficaz  que  los  gargarismos  y pulverizaciones,  posee 

! además  un  suave  efecto  sistemático  en  los  niños. 

I 

! n Alivio  sintomático  después  de  la  amigdalectomía,  amigdalitis, 

I resfriados,  fiebre  y dolor  de  cabeza. 

Dosis  adecuada— 3 Vi  grs.  de  aspirina  por  tableta. 

Dosificación  agradable— a los  niñps  les  gusta  mascar  el  cnicle, 
base  del  Aspergum. 

Conveniente  y de  más  eficacia  local  que  los  gargarismos  y las 
pulverizaciones. 

I ASPEROÜWI  de 

Desde  hace  más  de  veinte  años  reconfortante  ayuda  al  paciente 

White  Laboratories/  Inc./  Newark  7,  N.  J.,  E.  U.A.  • Fabricantes  de  Productos  Farmacéuticos, 

I Distribuidores:  FRANCISCO  N.  CASTAGNET 

' San  Juan,  Puerto  Rico 


NUMOTIZINE,  ING.,  900  N.  FR^iNKLIN  ST.,  CHICAGO,  ILL,  E.U.A. 


Distribuidores:  FRANCISCO  N.  CASTAGNET 
San  Juan,  Puerto  Rico 


compare 


RESINArS  RESULTS  WITH  ANY  OTHER  FORM  OF  ANTACID  THERAPY 


Mounting  clinical  evidence  continues  to 
support  claims  as  to  the  efficacy  of 
RESINAT.  The  latest  report  on  120  patients 
treated  with  RESINAT,  demonstrates  com- 
plete symptorr.dcic  relief  in  48-72  hours 
and  regression  of  the  ulcer  crater  in  2-4 
weeks  in  the  majority  of  cases.' 

RESINAT: 

1.  Is  completely  nontoxic, 

2.  Acts  as  an  ads,oxl^tr 

3.  Coats  the  g¿sfÍk'0m<>Síi. 

4.  Does  not  caus^^nstrpation  or  diarrhea. 

5.  Produces  no  acid  reboundtor  other  ob- 
jectionable side  eiie5;ts^.', 

RESINAT  has  been  called  ''the  closest 


Gastcophotograph  of-;  mucosa 
coat«i  by  Resinat. 


approach  to  the  ideal  antacid.” Gastrophotograph  of  mucosa 
A A coated  by  other  substance. 


RESINAT  /ÍOW  available  in  tablet  form 
(0.5  Gm)  in  addition  to  Capsules  (0.25  Gm) 


1.  Weiss,  S.,  Espinal,  R.B.  & Weiss,  J.;  Thera- 
peutic Application  of  Anion  Exchange 
Resins  in  the  Treatment  of  Peptic  Ulcer, 
Review  of  Gastroenterology,  16:501-509, 
June,  1949. 


RESINAT  PATENT  PENDING 


Literature  and 
samples  available 


completely  nontoxic  anion  exchange  resin 

FOR  PEPTIC  ULCER 


THE  NATIONAL  DRUG  COMPANY,  PHILADELPHIA  44,  PA. 


Manufacturers  of 


Pharmaceutical, 

Biological  and 
Biochemical  Products 
for  the  Medical  Profession 


Represented  in  Puerto  Rico  by: 
CESAR  A.  TORO,  Ph.G.  — San  .Juan,  P.  R. 


Aspogen  for  peptic  ulcer 


1 HOUR 


2 HOURS 


Data  in  graph  from 
Krantz  et  al.:  J.  Pharm. 
& Exper.  Therap.  82  ■.2U7, 
19ii.  0.5  Gm.  dihydroxy 
aluminum  aminoacetate  in 
25  cc.  synth.  gastric  juice. 


Áo^ne  by  patients  with  peptic  ulcer  or  hyperchlor- 

hydria  can  result  in  the  production  of  severe  systemic  alkalosis,  sometimes  with  frank  calcium 
tetany.  Aspogen,  even  in  excessive  dosage,  cannot  produce  alkalosis;  it  provides  no  absorbable 
alkali.  Aspogen®  brand  of  dihydroxy  aluminum  aminoacetate  N.N.R.  is  indicated  in 
the  treatment  of  peptic  ulcer  and  for  symptoms  of  hyperchlorhydria.  It  is  available  as 
soft,  palatable  0.5  Gm.  tablets  sealed  in  cellophane  in  cartons 
of  100  or  in  bulk  in  bottles  of  500.  Literature  on  request. 

EATON  LABORATORIES.  INC.,  NORWICH.  N.  T. 


Distribuidores— CESAR  CASTILLO;  INC.,  Calle  Tetuan  T55,  San  Juan 


[QUEMADURAS  I 

Rápido  restablecimiento  en  las  f heridas  J 


ULCERAS 


El  único  tratamiento  fueron 
apósitos  de  Ungüento  de  Vitamina 
A & D White's  que  hizo  innece- 
saria la  dermopéndesis. 


0 Quemaduras  de  segundo  y tercer 
grado  que  comprenden  un  25% 
de  superficie  cutánea. 


Contribuye  a una  pronta  cicatrización  y a la 
formación  epitelial,  con  satisfactorio  alivio  en 
los  casos  de  quemaduras,  heridas  de  lenta 
cicatrización,  úlceras  indolentes,  lesiones 
avulsivas,  heridas  postoperatorias,  fisuras  del 
pezón  y otros  muchos  estados  dermatológicos. 


UNGÜENTO  DE  VITAMINAS 


WHITE’S 

para  cicatrizaciones  rápidas 


White  Laboratories/  Inc./ Newark  7,  N.  J.,  E.U.A.  i*  Fabricantes  de  Productos  Farmacéuticos 

Distribuidores:  FRANCISCO  N.  CASTAGNET 
San  Juan,  Puerto  Rico 


f 

A LOS  SEÑORES  MEDICOS 
DE  SAN  JUAN  Y SANTURCE 

Nos  permitimos  i-ecordarles  que  en  caso  de  urgencia  los  señores 
médicos  (lue  necesiten  del  servicio  de  nuestras  farmacias  en  San  Juan 
o en  Santurce,  durante  las  altas  horas  de  la  noche,  pueden  llamar 
personalmente  a los  encargados  de  dichas  farmacias,  al  teléfono 
como  sigue: 

Para  servicios  en  San  Juan:  2-6544 

Para  servicios  en  Santurce:  2-7002  2-6831 

Los  señores  médicos  pueden  tener  la  seguridad  de  que  serán  in- 
mediatamente atendidos  en  dichos  casos  de  necesidad. 

No  se  atenderán,  sin  embargo,  llamadas  hechas  por  personas 
particulares  que  uo  puedan  usar  el  debido  discernimiento  sobre  la 
urgencia  o necesidad  de  las  llamadas. 


FARMACIA  BLANCO,  INC. 

(San  Juan  — Santurce) 




. . . toda  una  noche  de  sueño 

para  el  paciente  que  sufre  de . . . 

ASMA  BRONQUIAL  — FIEBRE  DE  HENO  — URTICARIA 

Los  síntomas  nocturnos  de  muchos  trastornos  alérgicos  se  controlan 

con  éxito  con: 

L U A S M I N 

CAPSULAS  y TABLETAS  CON  RECUBRIMIENTO  ENTERICO 
(para  acción  rápida)  (para  acción  retardada) 

Una  cápsula  de  LUASMIN,  administrada  cuando  se  requiera,  y suple- 
mentada  con  una  tableta  con  recubrimiento  entérico,  hará  posible  que 
casi  cualquier  paciente  pueda  gozar  de  los  beneficios  de  toda  una  noche 
de  sueño,  reduciendo  así  a su  mínimo  la  tendencia  a que  recurran  los 
síntomas  el  día  siguiente. 

Cada  cápsula  o cada  tableta  con  recubrimiento  entérico  contiene: 

Acetato  sódico  de  teofilina  (3  granos)  192  mg. 

Sulfato  de  efedrina  (Va  grano)  32  mg. 

Fenobarbital  sódico  iV-i  grano)  32  mg. 

También  hay  cápsulas  y tabletas  de  media  fórmula,  para  niños  o para 
adultos  cuyos  síntomas  sean  leves. 

Sírvase  solicitar  literatura  descriptiva  y muestras  profesionales. 

BREWER  & CO.,  Worcester,  Mass.,  EE.UU. 

Químicos  Farmacéuticos  desde  1825 

f 


THE  NEW  YORK  POLYCLINIC 

ESCUELA  DE  MEDICINA  Y HOSPITAL 
Organizada  en  1881 

La  Primera  Institución  Médica  de  América  para  Postgraduados 


SYMPOSIUM  ON  OTOLARYNGOLOGY 
OPHTHALMOLOGY 
Five  Days  - April  17-21,  1950 

A review  of  recent  advances  in  the  diagnosis  and  treatment  of  the 
more  common  disorders  in  the  fields  of  Otolaryngology  and  Oph 
thalmology,  comprising  lectures,  motion  pictures  anl  demonstrations 
in  the  clinics,  operating  rooms  and  dissecting  room.  Guest  speakers 
and  members  of  our  staff  will  participate.  Fee,  $50.00.  Limited  class. 


SYMPOSIUM  FOR 
SPECIALISTS 

A full  time  course  of  five  day’s 
duration,  comprised  of  didactic 
lectures,  microprojection  of  illus- 
trative material  and  study  of 
microscopic  slides  under  super 
vision. 


SYMPOSIUM  ON 
DERMATOPATHOLOGY 

A full  time  course  of  five  days’ 
duration.  A review  of  recent  ad- 
vr-nces  in  Dermatology  and  Sy- 
philology,  consisting  of  lectures 
and  demonstrations,  discussion 
of  the  rarer  dermatoses  with 
lantern  slide  illustrations. 


PARA  INFORMES  DIRIGIRSE  A 


MEDICAL  EXECUTIVE  OFFICER:  345  West  50th  St.,  New  York  City 


V. 


— 

CLINICA  QUIRURGICA 

DR.  PILA 

CLINICA  DR.  SUSONI 

Arecibo,  P.  R. 

Ponce,  P.  R. 

Institución  Fundada 
en  el  añn  1927 

Institución  Fundada 

en  el  año  1916 

Dr.  Manuel  de  la  Pila 

Dr.  Antonio  H.  Susoni 

Director 

Director 

> 



r ' 

CLINICA  ORIENTE 

Humacao,  P.  R. 

Fundada  en  el  año  1933 

DR.  CESAR  DOMINGUEZ 

Director 

1 

- 

HOSPITAL 

DR.  MALDONADO 

Hato  Rey,  P.  R. 

MEDICINA  Y CIRUGIA 

GENERAL 

Institución  Fundada 

en  el  1943 

Dr.  Eduardo  D.  Maldonado 

Director 

f 

HOSPITAL 

CLINICA 

PAVIA 

DR.  M.  JULIA,  INC. 

Santurce,  P.  R. 

Fundada  en  el  año  1925 

Institución  Fundada 

Enfermedades  Nerviosas 

en  el  1926 

y Mentales 

Hato  Rey,  P.  R. 

Dr. 

DR.  MARIO  JULIA 

Manuel  Pavia  Fernández 

Director 

. 

t 

' 

CLINICA 

FONT  MARTELO 

Instituto  Oftálmico 

DE  PUERTO  RICO 

Humacao,  P.  R. 

San  Juan,  P.  R. 

Institución  Fundada 
en  ei  año  1936 

Fundado  en  el  año  1937 

DR.  R.  MEJIA  RUIZ 

Director 

Dres.  Luis  J.  y 

Ricardo  Fernández 

^ j 

r 

CLINICA  BETANCES 

CLINICA  DR.  PEREA 

Mayagüez,  P.  R. 

Mayagüez,  P.  R. 

Institución  Fundada 

Institución  Fundada 

en  ei  año  1934 

en  el  año  1908 

Dr.  José  F.  Gonzalez 

Dres.  Nelson,  Luis  y 

Director 

Augusto  Perea 

c- « 

- — - - - 

S-M-A 

MARCA  REGISTRADA 

AHORA  CONTIENE  VITAMINA  C 

Los  Laboratorios  WYETH  han  desarrollado 
nuevas  técnicas  de  elaboración  y envase  que 
permiten  que  el  ácido  ascórbico  agregado  a la 
S-M-A  conserve  su  estabilidad.  En  la  actualidad 
la  S-M-A  contiene  50  mg.  de  ácido  ascórbico  por  litro  de  leche 
preparada. 

Derivada  de  leche  de  vacas  tuberculinonegativas,  la  S-M-A  puede 
darse  sin  modificación  ni  cambio,  a niños  normales  durante  su 
primer  año  de  vida. 


DATOS  COMPARATIVOS  ENTRE  LA 
S-M-A  Y LA  LECHE  MATERNA 


S-M-A 

Leche 

materna 

Calorías  por 
onza  (30  cc.) 

20 

20 

Proteína 

1.5% 

1.25-1.6% 

Carbohidrato 

7% 

6.8-7.1% 

Grasa 

3.5% 

3.4-3 .6% 

Minerales 

0.38% 

0.20-0.25% 

Hierro 

0.00005% 

0.00001% 

Acción 

amortiguadora 

Baja 

Baja 

CONTENIDO  VITAMINICO  POR  LITRO 


Vitamina  A 

7500  U. 

2800  U. 

Vitamina  B| 

0.67  mg. 

0.14  mg. 

Vitamina  B2 

1.  mg. 

0.5  mg. 

Vitamina  C 

50  mg. 

50  mg. 

Vitamina  D 

400  U. 

50  U. 

Niacinamida 

5 mg. 

1.8  mg. 

De  fácil  digestión 
S-M-A  es  práctica 
S-M-A  es  económica 

S-M-.\  se  ofrece  en  latas  que 
contienen  453  gramos  cada  una. 


Aceptado  por  el  Consejo  de  Ali- 
mentos y Nutrición  de  la  Aso- 
ciación Médica  Americana 


Otros  productos  elaborados  por  los  Laboratorios  WYETH 


ALDROX 

NOTARAL 

PURODIGIN 

C.I.D. 

PETROLAGAR 

VIANOIDES 

CONESTRON 

PLASTULES 

VIPEPTOLAC 

KAOMAGMA 

PURNATOL 

VIROFOS 

WYETH  INTERNATIONAL  LIMITED  • PHILADELPHIA  • U.  S.  A. 


Distribuidores:  FRANCISCO  N.  CASTAGNET 
San  Juan,  Puerto  Rico 


ECONOM.CE  MINUTOS 


CUANDO 

LOS  SEGUNDOS 

SON  DE  IMPORTANCIA 


Economice  tiempo  con  las  nuevas  jerin- 
gas descartables  de  ‘DURACILLIN’  (Pe- 
nicilina G Procaínica  Cristalina,  Lilly), 
Con  un  simple  movimiento  de  muñeca  la 
jeringa  se  halla  lista  para  uso  inmedia- 
to. Como  son  esterilizadas  de  antemano 
y contienen  la  dosis  exacta,  las  jeringas 
descartables  eliminan  molestias  innece- 
sarias. 

Haga  su  pedido  inmediatamente  — los 
segundos  son  importantes. 


ELI  LILLY  PAN-AMERICAN 
CORPORATION 


Indianapolis  6,  Indiana,  E.U.A. 
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Suscripción  Anual;  $4.00 


to  make  the 
common  cold 
less  common 


n 

o 

i'-' » 


CORICIDIN 


eagBygasL-^taft^ 


( antihistaminic— antipyretic— analgesic ) 


with  Chlor-T rimeton^ 
antihistaminic  therapy 

. . . prevents  or  aborts  colds  in  90%  of  cases  when  initiated 
within  the  first  hour  of  symptoms.* 

. . . shortens  duration  and  decreases  severity  of  an 
established  cold.*’“ 

, . . reduces  the  spread  of  infection  to  others  by  eliminating 
sneezing,  lacriniation,  rhinorrhea  and  coughing.* 

DOSAGE  AND  TIMING:  Two  Coricidin  tablets  at  the  very 
first  indication  of  a cold,  then  one  tablet  every  three  or  four 
hours  for  three  or  four  days.  In  established  colds,  one  tablet 
every  three  or  four  hours  for  palliative  effect. 

COMPOSITION:  CMor-Trimeton  2.0  mg.  (1/30  gr.)  with 
Acetylsalicylic  acid  0.23  Gm.  (3%  gr.),  Acetophenetidin 
0.15  Gm.  (2M>  gr.)  and  Caffeine  0.03  Gm.  (Mj  gr.). 


Coricidin  tablets,  tubes  of  12;  bottles  of 


PACKAGING: 

100  and  1000. 

BIBLIOGRAPHY; 

1.  Brewster,  J.  M.:  U.  S.  Nav.  M.  Dull.  49:1,  19-19. 

2.  Murray»  H.  G.:  Indust.  Med.  18:21S,  1949. 

•T.M. 


CORPORATION 

BLOOMFIELD,  N.  J. 


Distribuidores— CESAR  CASTILLO;  INC.,  Calle  Tetuan  155,  San  Juan 


% LB.  NET  (227 


PRECOOKED  OATMEAL 

vitamin-and- mineral-enriched 

consists  of  oatmeat;  malt  syrup, 
prepared  for  human  use,  sodium  ^ 

St,  and  reduced  iron.  Pabena  furnishes  aviv 

’"eluding  thiamine,  and  nutritionally 
ji copper,  calcium,  and  pPc»spbor“*^‘  ^^ggstid. 
It  cooking  and  drying,  Pabena  is  e^ 

PiisUble.  convenient  to  prepare,  econo 

BCni.. _ .jJinill*** 


Mea»  Johns 

«VANSVI  1.H-  . I 


PABENA. . . precooked  oatmeal 
specified  by  physicians 


PABENA*  is  natmeal,  and  has  the  rich,  full  oatmeal 
fhnor.  Its  nutritional  (jiialities  and  its  vitamin  and 
mineral  content  arc  similar  to  those  ot  Pabliim.* 

PABENA  is  valuable  for  infants  and  children  rvho 
are  sensitive  to  wheat,  and  is  an  ideal  first  solid  food. 

PABENA,  like  all  Mead's  products,  is  adver- 
tised only  to  the  medical  profession. 


*T.  M.  Kce.  U.  S.  Pot.  Oft. 


P.  0,  Box  3081  — San  .Juan,  P,  R. 


Hasta  los  pacientes  más  jovenes  aprecian  Pyridium* 


Los  desagradables  síntomas  de  las  infecciones  de  las  vías 
urinarias  tales  como  las  micciones  frecuentes,  ardientes  y 
dolorosas  pueden  aliviarse  prontamente  en  un  gran  núrnero 
de  pacientes  con  la  simple  administración  de  Pyridium 
por  vía  oral. 

Puede  decirse  que  el  Pyridium  no  es  tóxico  en  dosis  tera- 
péuticas y puede  administrarse  simultáneamente  con 
estreptomicina,  penicilina,  sulfonamidas  o cualquiera  otra 
medicación  específica. 

Con  este  analgésico  urinario,  sin  peligro  y fácil  de 
administrar,  el  médico  puede  a menudo  proporcionar  al 
paciente  alivio  casi  inmediato  de  los  desagradables  síntomas 
urinarios,  al  mismo  tiempo  que  emplea  otras  medidas 
terapéuticas  para  tratar  la  enfermedad  fundamental. 

Impresos  a solicitud 


SATISFACTORIO 

ALIVIO 

mediante  analgesia 
urogenital 
eficaz  e inocua 


PYRIDIUM* 


"Pyridium  es  la  marca  registrada  de  la  Pyridium  Corpora- 
tion para  su  marca  de  Clorhidrato  de  fen¡lazo-dÍam¡no-pirÍ- 
dina.  Merck  & Co.,  Inc.,  únicos  distribuidores  ®n  E.  U.  A/' 


(Marca  de  la  Fenilazo-diamino-piridina  HCl) 

♦Aíarca  Regitlrada 

MERCK  (NORTH  AMERICA)  INC. 

161  AVENUE  OF  THE  AMERICAS,  NEW  YORK  13,  N.  Y.,  U.  S.  A. 
Sucesores  de  P.  W.  R.  Export  Corporation 


SUBSIDIARIA  DE 
EXPORTACION  DE 
MERCK  & CO.,  INC. 
Fabricantes  de 
Productos  Químicos, 
Rahway,  N.  J..  V,  S.  A. 


Distribuidores  en  Puerto  Rico:  César  Castillo  Inc.  — Tatúan  155,  San  Juan 


encourage 

Palienl-Doclor  Cooperation 
I Calcium  Therapy  is  Prescribed 


Mental  anxiety,  when  induced  by  aversion 
to  prescribed  therapy,  adds  to  the  patient’s 
physical  distress.  Objection  to  calcium 
may  be  overcome  by  substituting  dosage 
in  more  agreeable  form.  CALCICAPS... 
an  easy-to-swallow,  capsule-shaped 
tablet . . . provide  suitable  supplement  for 
young  or  old,  where  diagnosis  reveals  a 
deficiency  in  calcium  and  phosphorus. 

Calciwafers  are  a pleasant  tasting 

wafer  containing  double  the  potency  of 
CALCICAPS. 

Calcicaps  with  Iron  arc  especially 

suitable  in  pregnancy,  when  the  need  for 
calcium,  phosphorus  and  iron  increases. 

Calcicaps,  Calciwafers  and 

Calcicaps  with  Iron  contain  an  ade- 
quate amount  of  VITAMIN  D essential 
for  calcium  absorption. 

CALCIWAFERS  Each  wafer  contains: 
Dicalcium  Phosphate  580  rag. 

Calcium  Gluconate  380  mg. 

Viumin  D 750  USP  Units 

Boxes  of  50  and  250 

CALCICAPS  Each  Caicicap  contains: 
Dicalcium  Phosphate  290  mg. 

Calcium  Gluconate  ISK)  mg. 

Vitamin  D 375  USP  Units 

Bottles  of  100  and  500 

CAlCiaPS  with  UON  Each  Caicicap  with 
Iron  contains: 

Dicalcium  Phosphate  290  mg. 

Calcium  Gluconate  190  mg. 

Ferrous  Gluconate  64  mg. 

Vitamin  D 375  USP  Units 

Bodies  of  100  aod  500 


Los  Angeles,  California 


JOAQUIN  BEl  ENDEZ  SOLA,  INC. 
P.  O.  Box  1188  — San  Juan,  P.  R. 


Fuerza  Perdurable 

. . . Erigida  sobre  una  Base  Sólida 

L;i  alimentación  correcta  del  bebé  es  de  inestimable 
importancia  en  los  primeros  meses  de  su  vida.  Es  precisa- 
mente durante  este  período  cuando  se  requiere  una  base 
sólida  para  que  el  niño  se  desarrolle  fuerte  y saludable. 

DRYCO  ES  IDEAL  COMO  ALIMENTO  EN  LOS  CLIMAS  CALIOOS 
La  tierna  criaturita  necesita  proteínas  en  cantidades  apre- 
ciables para  llenar  las  necesidades  de  su  crecimiento 
muy  rápido  de  la  temprana  edad,  así  como  para  formar 
sus  tejidos.  DRYCO,  con  su  alto  valor  proteico  llena 
estos  requisitos.  Y el  contenido  reducido  de  grasa  de 
DRYCO  provee  una  cantidad  adecuada  de  este  elemento, 
disminuyendo  la  posibilidad  de  trastornos  digestivos.  En 
los  climas  cálidos  o tropicales  ésta  es  una  señalada  ven- 
taja. 

ESPECIALMENTE  ENVASADO  PARA  RETENER  SU  FRESCURA 

DRYCO  es  la  mejor  leche  fresca,  consistentemente  uni- 
forme, fácilmente  digestible  y enriquecida  con  vitaminas, 
.'se  envasa  especialmente  en  latas  cerradas  al  vacío  para 
a-emirar  su  frescura  original  y valor  nutritivo  en  cual- 
quier clima. 


DRYCO 

Para  informes  detallarlos,  escrihn  a: 

THE  BORDEN  COMPANY 
350  Madison  Avenue 
Nueva  York  17,  N.Y.,  E.  U.  A. 


DrYcO 
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Distribuidores  para  Puerto  Rico: 

PLAZA  PROVISION  COMPANY,  Fortaleza  104,  San  Juan,  P.  R. 


INSTRUMENTOS 
OPTICOS 
BAUSCH  & LOMB 


La  Lámpara  de  Hendidura  de  Poser 


J^ISEÑADA  por  B & L,  la  Lám- 
para de  Hendidura  de  Poser 
para  el  diagnóstico  diferencial 
en  la  patología  del  ojo,  presenta 
muchas  ventajas  en  biomicros- 
copia.  La  iluminación  brillante 
del  tipo  Koeppe  lleva  una  hendi- 
dura ajustable.  Un  microscopio 
gran  angular  y binocular  de  16x 
permite  abarcar  toda  la  córnea. 
Oculares  con  puntos  ópticos  lar- 
gos facilitan  el  examen  rápido 
del  campo  ancho.  Ambos  brazos 
rotan  alrededor  del  ojo  del  pa- 
ciente como  centro.  Es,  pues. 


una  lámpara  indispensable  para 
el  oftalmólogo. 

H.  V.  GROSCH  CO. 

Calle  Comercio  402 
San  Juan,  Puerto  Rico 

BAUSCH  & LOMB 

Optical  Co.  - Rochester,  N.  Y., 
E.  U.  A. 

Fundada  en  185.3 
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SPONSOR: 

STATION; 

CARNATION  COMPANY 

CBS  FULL  NETWORK 

PROGRAM; 

BROADCAST  TIME; 

CONTENTED  HOUR 

SUNDAY  10:00  P.  M.  EST 

WALLINGTON:  When  your  baby  is  old'  enough  to  go  off  formula 
feedings  your  doctor  will  let  you  know.  Don't 
be  impatient  and  don't  take  advice  from 
anybody  except  your  doctor.  He  knows  best . 


Excerpt  from  the  actual  script  of 
a recent  broadcast  of  Carnation's 
Coast-to-Coast  "Contented  Hour" 


Carnation  Has  Always  Said: 
“ASK  YOUR  OOCIOR  " 


Carnation,  is  against  self-medication  of  any  type.  Our 
long  association  with  health  problems  has  convinced 
us  of  the  real  dangers  inherent  in  the  well-meant  but 
ill-informed  “medical”  advice  of  friends  and  relatives. 

Since  Carnation  is  sincerely  interested  in  the  health 
of  America’s  children— and  because  we  know  that 
only  the  doetor  is  qualified  to  prescribe  for  infant 
feeding— Carnation  has  always  said,  and  will  continue 
to  say:  “Ask  Your  Doctor”! 

Millions  of  times  every  month,  Carnation  advertising 
directs  young  parents  to  the  source  of  the  soundest 
advice  on  child  health  — the  doctor. 

It  is  gratifying  to  realize  that  this  long  term 
educational  work  is  producing  tangible  results. 
The  evidence:  ...8  out  of  10  mothers  raising  their 
children  on  Carnation  say  their  doctor  recommended  it! 


The  Milk  Every  Doctor  Knows 


Here  is  how  Carnation  protects 
the  doctor's  recommendation 

You  can  prescribe  Carnation 
Evaporated  Milk  by  name  with 
complete  confidence.  Every  drop 
in  every  can  of  Carnation  is  proc- 
essed with  “prescription  accuracy” 
in  Carnation’s  own  dairy  plants, 
under  Carnation’s  own  step-by- 
step  supervision.  Painstaking  care 
protects  your  recommendation 
when  you  recommend  Carnation. 
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Una  Nueva  Droga  Prometedora 
para  el  Tratamiento  de  la 
Tuberculosis... 


Parasal 

[PAS,  Acido  Para-Aminosalicílico] 


ACIDO  O SAL  SODICA 

POLVO  O TABLETAS  DE  REVESTIMIENTO  ENTERICO 

Durante  los  últimos  2 años,  ios  especialistas  de  todo  el  mun- 
do han  venido  trabajando  con  este  admirable  agente  tuber- 
culostático.  Hoy  día  se  le  considera  generalmente  como  una 
útilísima  droga  para  el  tratamiento  de  varias  clases  de  tu- 
berculosis, ya  sea  sólo  o en  combinación  con  estreptomicina. 

Los  casos  clínicos  indican  que  PARASAL  redujo  la 
fiebre  y la  tos  durante  la  primera  semana  de  tratamiento, 
y después  de  éso  se  ha  obtenido  una  mejoría  clínica  general. 

Hasta  hoy  los  estudios  han  demostrado  que  PARASAL 
deja  a los  pacientes  sin  efectos  neurotóxicos,  puede  admi- 
nistrarse oralmente  con  pocas  o ninguna  reacción  secunda- 
ria, y puede  obtenerse  en  cualquier  cantidad  que  se  desee. 


Distribuido  en  Puerto  Rico 
por 

LABORATORIOS  TERRIER,  INC. 

HATO  REY,  P.  R. 


Model  MlóMLH 

INTRODUCING  COMPLETELY  NEW  SPENCER  MICROSCOPES 
FOR  THE  MODERN  LABORATORY 


All  the  knowledge  and  experience 
of  over  a hundred  years  has  gone 
into  developing  the  latest  Spencer  La- 
boratory Microscopes.  For  students, 
technicians,  laboratory  and  research 
workers,  they  offer  the  latest  in  de- 
sign and  convenience.  Spencer  Micros- 
copes are  world-famous.  They  incor- 
porate time-tested  features,  in  addition 
to  many  new  refinements.  All  of  these 
new  microscopes  have  been  sub.iected 
to  exhaustive  tests  on  pilot  models — 
many,  for  over  five  years  prior  to 
their  introduction.  Aluminum,  used  in 
construction  of  the  arm  and  body,  re- 
duces weight  by  1/3 — a definite  boon 
to  those  who  must  carry  microscopes 
from  one  place  to  another.  The  micros- 
cope stands  have  been  tested  and 
found  to  be  stronger  than  and  twice 


a.3  rigid  as  previous  models.  The  in- 
clination joint,  after  two  million  reci- 
procating motions,  has  shown  no  meas- 
urable wear.  The  redesign  micrometer- 
screw  fine  adjustment  now  has  ball- 
bearing slideways.  It  is  responsive  to 
the  lightest  touch.  Under  test  it  show- 
ed less  than  .2  micron  backlash  after 
three  million  revolutions  — an  esti- 
mated normal  20  years’  wear.  The 
latest  Spencer  Laboratory  Microscopes 
are  ready  to  serve  you  and  to  carry  on 
the  tradition  established  by  earlier 
models — dependability,  long  wear,  cus- 
tomer satisfaction. 


Model  illuslrated  above  N15MLH  with 
inelined  binocular  body  and  No.  700 
Microscope  Illuminator. 


PUERTO  R!C0  OPTICAL  COMPANY 

SAN  JUAN,  PUERTO  RICO 
Agentes  Exclusivos  de 
AMERICAN  OPTICAL  COMPANY 


Southbridge,  Mass. 


**5*0  JOHNSON  * CO’ 


lexibl^ormula 

FOR  AN  INDIVIDUALIST 


PHYSICIANS  concerned  with  infant  feeding 
have  found  that  the  exceptional  fiexibil- 
ity-of-use  offered  by  Dextri-Maltose*  is  an 
important  advantage  in  adapting  formulas 
to  the  individual  requirements  of  the  baby. 

By  the  inclusion  of  Dextri-Maltose  in  ap- 
propriate amount,  the  caloric  value  and  car- 
bohydrate content  of  a formula  can  easily  be 
adjusted  to  the  infant’s  special  needs. 

Since  the  physician  has  5 forms  of  Dextri- 
Maltose  available,  an  individual  infant’s  for- 
mula may  be  changed  according  to  various 
clinical  or  physiologic  indications  without 
disturbance  of  his  routine. 

Being  a mixture  of  carbohydrates,  Dextri- 
Maltose  offers  special  qualities  of  digestibil- 
ity and  slowness  of  absorption.  Hence  it  is 
an  ideal  carbohydrate  for  use  in  diarrhea  and 
other  gastrointestinal  disturbances. 


Dextri-Maltose  dissolves  rapidly  in  water  or 
milk.  It  can  be  used  in  your  preferred  method 
of  formula  preparation.  *T.M.Reg.U.S.Pat.Off. 


MEAD’S 

OEXTRI-MALTOSE 


«es»  «> 

iOOluu  CHLOCIOC  _ 


Mead  Johnson  & co. 

EVANSVILLE  21,  IN  D.,.U.  S.  A. 


P.  O.  BOX  3081  — SAN  JUAN,  P.  R. 


An  ammo  add  product 
your  patients  v^ill  like 


to  take 


VIPEPTOLAC—  A delicious  chocolate-flavored  protein  food  supple- 
ment. Vipeptolac  combines  amino  acids,  essential  vitamins,  iron 
and  folic  acid — and  it  tastes  good.  Mixed  with  milk  or  other  liquids, 
Vipeptolac  makes  a delicious  drink. 


EACH  too  GRAMS  OF  VIPEPTOLAC  PROVIDES; 

PrQte'n,  polypeptides  and  amino  acids  (alanine,  arginine,  aspartic  acid,  cystine, 
glutamic  acid,  glycine,  histidine,  hydroxy  proline,  isoleucine,  leucine,  lysine,  methionine, 
phenylalanine,  proline,  serine,  threonine,  tryptophane,  tyrosine  and  valine)  50  Gm. 


Total  nitrogen 7 % 

Amino  acid  and  polypeptide  nitrogen  . . . 3.6% 

Carbohydrate 37  Gm. 

Fat 2 Gm. 

Ash  ; . 9 Gm. 

Calcium 1‘2% 

Phosphorus  1 % 

Sodium 0.35% 

Moisture  2 Gm. 

Vitamin  A 3000  U.S.P.  units 

Vitamin  D 800  U.S.P.  units 

Thiamine  Hydrochloride 6 mg. 

Riboflavin 12  mg. 

Niacinamide 60  mg. 

Ascorbic  Acid  60  mg. 

Folic  Acid 2 mg. 

Iron  (as  ferrous  sulfate)  25  mg. 


VIPEPTOLAC' 

Protein  hydrolysate  Compound 


Distribuidores:  FRANCISCO  N.  CASTAGNET 
San  Juan,  Puerto  Rico 


\ What  their 
mothers  will 
tell  you . . . 


genization  provides  these  advanta-  i 
geous  features  in  Libby’s  Baby  Foods:  | 

' Rupture  of  cellulose  capsules;  uni-  \ 
form  dispersion  of  food  solids  through-  1 

out  the  food  mass;  absence  of  liquid  | 
separation;  easier  availability  of  nutri- 
, ents.  Mothers  will  tell  you  their  chil- 
dren like  Libby’s,  that  the  satin-smooth 
texture  of  Libby’s  makes  for  ready 
acceptance  by  the  infant.  And  mothers 
appreciate  the  fact  that  Libby’s  Baby  Foods 
flow  freely  through  regular  size  nipple  open- 
ings when  mixed  with  the  milk  formula. 
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Beets  • Carrots  • Green  Beans  • Peas  • Spinach  • Squash  • Vegetable  Soup  • Mixed 
Vegetables  • Garden  Vegetables  • Liver  Soup  • Vegetables  with  Bacon  • Vegetables 
with  Beef  and  Barley  • Vegetables  with  Lamb  • Apples  and  Apricots  • Apples  and 
Prunes  • Apple  Sauce  • Apricot-Farioa  • Peaches  • Peaches-Pears-Apricots  • Pears 
and  Pineapple  • Prunes  (with  Pineapple  Juice  and  Lemon  Juice)  • Custard  Pudding 


...en  seguida 

se  nota 
en  la  curva 
de  peso..." 


Al  suplementar  la  dieta  infantil  corriente  con 
vitamina  B se  podrá  notar  un  aumento  de  peso  rápido  e 
inmediato,  reduciéndose  a veces  la  anorexia,  irritabilidad, 
espasticidad  y los  trastornos  digestivos. 

Cinco  gotas  diarias  de  Líquido  Multi-beta  White’s, 
como  suplemento  a la  dieta  infantil  corriente,  propor- 
cionan los  factores  vitamínicos  B en  cantidad  proporcio- 
nada a la  insuficiencia  media  en  dicha  dieta. 

Es  agradable  y fácil  de  tomar,  miscible  en  mezclas 
lácteas,  jugo  de  naranja  y otros  líquidos  y en  alimentos 
blandos.  Se  puede  tomar  directamente  del  cuentagotas. 
Notablemente  estable. 


1 M.F.Goynor  y R.H.Dennet  en  Journal  I 

of  Pediatrics,  Abril  1934  j 

2 B.  R.  Hoobler  en  Journal  of  American  j 
Medical  Association,  Feb.  28,  1931  j 

3 M.  V.  Poole,  B.  M.  Hamil,  T.  B.  Gooley  I 

e I.  G.  Macy  en  American  Journal  of  j 
Disease  in  Children,  Oct.  1937  j 

White  Laboratories,  Inc.,  Newark  7,  N.  J.,  E.  U.A.  • Fabricantes  de  Productos  Farmacéuticos 

Disíribuidcre.s;  FRANCISCO  N.  CASTAGNET 
San  Juan,  Puerto  Rico 


Líquido 


MUltÍ-b8t2^^ 

-para  corregir  insuficiencias  en  la  dieta  infantil 


C R E 

Analgesic  Calami 

Cremacal  provides  cooling,  analgesic 
relief  from  pain,  burning  and  pruritus. 
Its  greaseless,  water-miscible  base 
dries  promptly  to  form  a protective 
coating  over  the  irritated  area. 


Formula; 

Calamine. 10% 

Glycerine 5% 

Benzocaine \% 

Phenol 0.5% 

Menthol 0.25% 


Special  water-miscible  base cj.s. 

Flesh-tinted  with  inert  color- 
ing. Supplied  in  1-oz.  and 
2-02.  tubes. 


NUMOTIZINE,  Inc. 

900  N.  Franklin  St.,  Chitago  10,  III. 


DLstribuidores:  FRANCISCO  N.  CASTAGNET 
San  .Juan,  Puerto  Rico 


rnvenous 


^ "X''  $\ 

lililí 


to  relieve  nausea  and  vomiting 
of  pregnancy  and  in  adoles- 
cent acne 


PVRIBEXIf 


(Pyridoxine  HCI  Thiamine  Chloride) 
Each  1 cc  contains: 

Vitamin  Bl  50  mg 

Vitamin  B6 50  mg 

VIALS  OF  10  cc 


IROBUX 


for  use  in  hypochromic  and 
tritional  anemias 


(Iron  - Liver  - B Complex) 
Each  cc  contains: 

Thiamine  HCl  (Bl)  100. 

Riboflavin  (B2)  0.! 

Pyridoxine  HCl  (B6)  1. 

NICOTINAMIDE  50. 

IRON  CACODVLATE  10. 

LIVER  (10  U.S.P.  UNITS 

PER  CC)  0.; 

Phenol  (As  preservative)  0.5% 

VIALS  OF  10  cc 


Improv! 


rmuia 


NION  CORPORATION  los  angeles  38,  california 

JOAQUIN  BELENDEZ  SOLA,  INC. 

P,0.  BOX  1188,  SAN  JUAN,  PUERTO  RICO 


CUANDO  USTED  PRESCRIBE  BIOLAC... 
LAS  FORMULAS  SE  SIMPLIFICAN 


BIOLAC  es  el  Alimento  Infantil  Completo 


"DIOLAC  suministra  la  nutri- 
ción  requerida  con  las  ven- 
tajas de  la  leche  humana! 

Bíolac  es  leche  pura  de  vaca, 
en  polvo,  enriquecida  y modili- 
cada  en  ral  forma,  que  sólo  es 
necesario  agregarle  agua  pura 
para  obtener  una  fórmula  com- 
pleta. Una  fórmula  que  suple  to- 
dos los  elementos  nutritivos  de  la 
leche  humana. 

Muchos  médicos  prescriben 
Bíolac  porque  . . . 

!•  Bíolac  se  puede  prescribir 
con  confianza.  Cuando  el  mé- 
dico prescribe  Bíolac  puede  con- 
fiar en  que  contiene  los  elemen- 
tos nutritivos  requeridos.  Y como 
la  preparación  de  la  fórmula  se 
limita  sencillamente  a mezclar 
Bíolac  con  agua  pura— sin  listas 
complicadas  de  ingredientes  o 
medidas— el  médico  sabe  que  la 
posibilidad  de  errores  ha  sido  re- 
ducida a un  mínimo  y que  la 
fórmula  será  la  misma,  día  tras 
día. 


2.  CíoEa:  se  asemeja  a la  leche 
humana  física,  química  y nutri- 
tivamente. El  azúcar  que  se  en- 
cuentra en  la  leche  humana  es 
lactosa.  El  único  azúcar  que  Bío- 
lac contiene  es  lactosa.  Los  gló- 
bulos de  grasa  en  la  leche  hu- 
mana son  pequeños  y fáciles  de 
digerir.  En  Bíolac  los  glóbulos  de 
grasa  de  la  leche  de  vaca  se  redu- 
cen y se  homogeneizan  para  igua- 
lar a los  de  la  leche  humana. 
Bíolac  suministra  una  concentra- 
ción más  alta  de  proteína  para 
compensar  las  diferencias  bioló- 
gicas entre  la  proteína  de  la  leche 
humana  y la  de  la  leche  de  vaca. 

3.  Bíolac  suple  los  valores 

nutritivos  esenciales.  Para  igua- 
lar o superar  los  requisitos  ya  re- 
conocidos, a Bíolac  se  le  han 
agregado  las  Vitaminas  A,  Bi,  y 
D.  La  Vitamina  Ba  en  Bíolac  es 
adecuada— no  se  necesita  agregar 
más.  Bíolac  contiene  suficiente 
calcio,  hierro  y fósforo.  Tanto  la 
leche  humana  como  Bíolac  care- 


cen de  cantidades  suficientes  de 
la  Vitamina  C,  la  que  se  debe  su- 
ministrar agregando  jugo  de  na- 
ranja o de  tomate  a la  dieta. 

4.  Bíolac  se  elabora  de  la  me* 
¡or  leche.  La  leche  que  se  usa 
para  Bíolac  se  obtiene  de  vacas 
escogidas,  sometidas  a la  prueba 
tuberculina.  Bíolac  se  elabora 
bajo  el  más  estricto  control,  y se 
conserva  indefinidamente  en  la 
lata  cerrada.  Bíolac  no  necesita 
refrigeración  mientras  se  con- 
serve la  lata  bien  tapada  en  un 
lugar  fresco  y seco. 

5.  Bíolac  se  prepara  con  fa- 
cilidad y rapidez.  Solamente  hay 
que  agregar  Bíolac  al  agua  para 
preparar  una  fórmula.  Las  medi- 
das se  hacen  con  la  cuchara  que 
trae  cada  lata.  Usted  puede  pre- 
scribir Bíolac  con  toda  confianza, 
seguro  de  que  es  un  alimento 
equilibrado.  Le  encantará  a la 
criatura,  y es  fácil  para  la  madre 
prepararlo. 


Bíolac 

THE  BORDEN  COMPANY 
350  Madison  Avenue,  New  York  City 

Bíolac  cs  leche  pura  de  vaca,  mo- 
dificada. S'-ncillamente  mézclela 
con  agua  pura  y obtendrá  una  fór* 
muía  infantil  cquiltbrada. 


Distribuidores  para  Puerto  Rico: 

PLAZA  PROVISION  COMPANY,  Fortaleza  104,  San  .luán,  P.  R. 


FURACÍN 

OTO-SOLUCiON  ANHIDRA 


indicada  en  el  tratamiento  de  las  otitis 

bacterianas  medias  y externas. 

Tres  investigaciones  clínicas  en  más 
de  200  pacientes  han  demostrado  la 
gran  eficacia  del  Furacín  como  agente 
asociado  al  tratamiento  de  la  otitis 
bacteriana.*  INIuchos  casos,  sin  resul- 
tado con  otras  medicaciones,  respon- 
dieron al  Furacín.  Los  microorganis- 
mos aislados  en  dichos  ensayos  se 
clasificaron  como  E.scherichia  coli, 

ENVIAMOS  LITERATURA  A SOLICITUD. 

*An<Ierí»on.  J.  y Steele,  C.:  U.se  of  Nitrofurnn  Therapy  in  External  Otitis. 
Lar>  ngowcope  S8  127Q.  1Q4-8.  • Douglaaa.  C.:  The  Use  of  h'urnrin  in  the. 
Treatment  of  Aural  Infections  Laryngo80f>pe  58  1271.  1948.  . . Heardon* 
H ; EhiuJio  inédito. 


Distribuidores— CESAR  CASTILLO,  INC.,  Calle  Tefuan  155,  San  Juan 


Proteus  vulgaris,  diversas  especies  de 
Pseudomonas,  estafilococos,  estrepto- 
cocos y difteroides. 

A ' 

'é 

Furacín  Oto-Solución  Anhidra  con-  i 
tiene  Furacín,  marca  registrada  de 
nitrofurazone  N.N.R.,  al  0.2%  en  f : 
glicol  polietilénico,  un  líquido  hidro-  i| 
soluble,  anhidro  e higroscópico.  f 


1 


VITAMSNOTERAPIA  ESPECIFICA 
POR  VIA  INYECTABLE  CON 


Potente  fórmula  a base  del  Compie|0  Vitamínico  B 
y Acido  Ascórbico  en  forma  deshidratada  por  ,el 
método  exclusivo  de  liofílización,  lo  que  asegura  la 
estabilidad  perfecta  de,  dichos  elementos  con  re- 
tención íntegra  de  su  efectividad  terapéutica. 

Posoiogía:  Una  vócula  de  lYO  B-C  por  vía  intra"- 
muscular  o endovenosa. 

Rp.  "LYO  B-C" 

Vócula  de  5 cc.,  con  un  frasquito  de  agua  destilada. 

PHILADELPHIA  1,  PA.,  E.  U.  A. 


SHARP  & DOHME  INTER-AMERICAN  CORP. 
Box  4203  — Santurce,  Puerto  Rico 


Simplicity 


IN  PENICILLIN  POWDER  INHALATION  THERAPY 


Disposable 
Easy  to  use 


Effective 


Economical 


Inhalations  draw 
container  A to  point  B, 
where  penicillin  powder 
enters  the  air  stream. 


After  treatment,  the  patient  throws  it  away. 
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PRESENT  DAY  DEVELOPMENTS  IN 
CHILD  PSYCHIATRY- 

MILTON  J.  E.  SENN,  M.D., 

Haven,  Conn. 

In  appraising  the  status  of  Child  Psychiatry  today  in  our  coun- 
try, one  soon  comes  to  the  realization  that  there  have  been  no 
striking  nor  revolutionary  new  developments  in  the  recent  past. 
There  has  been  no  discovery  in  this  field  which  approaches  the 
magnitude  of  the  finding  of  new  anti-biotics,  nor  of  A.C.T.H.  in 
the  realm  of  the  phys'cal  diseases.  The  advances  in  Child  Psychiatry 
have  been  undramatic,  but  nevertheless  progress've,  and  of  real 
importance.  It  may  be  said  that  the  field  of  Child  Psychiatry  is 
just  now  coming  into  its  own  as  a special  branch  of  Medicine,  a 
sub-specialty  of  general  Psychiatry.  There  are  still  many  psychia- 
trists trained  to  treat  adults,  and  many  pediatricians  who  feel  that 
Child  Psychiatry  belongs  to  them,  either  because  in  the  former 
group  there  is  a belief  that  psychiatric  work  with  children  is  no 
different  than  that  with  adults,  or  in  the  latter  instance  where 
the  pediatrician  claims  Child  Psychiatry  as  his  field  because  the 
patient  falls  in  the  age  group  of  individuals  whom  he  treats  for 
physical  illness.  While  the  relationship  of  Child  Psychiatry  with 
each  of  these  specialties  may  not  yet  be  clearly  enough  defined, 
there  is  a growing  awareness  that  psychiatric  work  with  children 
demands  special  skills  in  the  hands  of  people  who  have  had  special 
training.  Unfortunately  there  is  not  yet  enough  known  about  chil- 
dren so  that  a body  of  knowledge  may  be  applied  specifically  in 
Child  Psychiatry.  Neither  is  there  a clearly  defined  pattern  of 
training  which  students  may  use  to  become  fitted  for  this  field. 
More  will  be  said  about  the  training  of  the  Child  Psychiatrist  later 
in  this  paper. 

Due  to  the  efforts  of  a relatively  few  well-trained  and  experi- 
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enced  child  psychiatrists  in  the  past  few  years,  attention  has  been 
focused  on  the  importance  of  considering  Child  Psychiatry  as  dif- 
ferent from  Psychiatry  with  adults.  For  example,  a group  of  these 
people  in  a new  association  called  Group  for  the  Advancement  of 
Psychiatry,  has  for  the  past  three  years  put  much  thought  on 
what  differentiates  psychiatric  work  with  children  from  that  of 
adults.  It  was  the  conclusion  of  these  child  psychiatrists  that  the 
differentiating  factor  lay  in  the  nature  of  childhood,  and  the  type 
of  clinical  services  needed  to  deal  with  problems  of  this  period.  It 
was  felt  that  increasingly,  as  the  human  organism  was  studied, 
particularly  through  the  techniques  of  dynamic  Psychiatry,  there 
resulted  formulations  of  theories  regarding  child  development  which 
finally  led  to  a study  of  the  child  himself.  As  knowledge  accumu- 
lated out  of  direct  observation  by  psychiatrists,  psychoanalysts, 
social  workers,  psychologists  and  pediatricians,  there  emerged  a 
better  understanding  of  the  laws  of  psychological  growth  and 
development.  The  child  began  to  be  thought  of  as  a child,  and  not 
as  a miniature  adult.  He  was  seen  to  be  an  individual  whose 
thoughts,  feelings,  relationships  and  means  of  expression  differ 
from  those  of  adults.  The  field  of  Child  Psychiatry  took  shape  out 
of  the  recognition  of  these  differences,  and  out  of  the  need  to 
develop  clinical  skills  to  deal  with  them. 

Personality  development  may  be  viewed  as  arising  out  of  a 
continuous  interplay  between  the  child’s  intrinsic  growth  potentials 
and  environmental  facts  represented  mainly  by  relationships  to 
significant  adults.  This  process  begins  with  the  earliest  modifica- 
tions of  the  infant’s  psychological  functions  through  maternal  care. 
A process  of  mutual  adaptation  in  both  mother  and  child  goes 
through  characteristic  stages  to  maturity.  As  the  child  grows  older 
— he  is  influenced  more  and  more  by  his  relationship  with  his 
father.  As  development  proceeds,  the  balance  between  the  child’s 
dependent  and  self-assertive  impulses  changes  in  ways  which  de- 
pend upon  the  parental  attitudes  toward  his  rate  and  rhythm  of 
growth,  as  well  as  on  the  intensity  of  his  instinctual  needs.  This 
biological,  emotional  and  social  interplay  between  parents  and  child 
accounts  for  the  uniqueness  of  the  period  of  childhood.  Out  of  it 
emerge  various  problems,  which  are  seen  in  the  clinical  field,  and 
in  dealing  with  them  it  is  usually  necessary  to  use  a therapeut'c 
approach  that  includes  parents  and  child. 

At  the  present  time  there  are  many  experiments  being  car- 
ried out  in  attempting  to  find  clinically  what  best  constitutes  a 
sound  therapeutic  approach  that  includes  parents  and  child.  The 
earliest  clinical  efforts  in  this  regard  were  largely  educational,  and 
aimed  at  helping  parents  to  make  their  children  “good”.  Gradually 
there  emerged  a tendency  to  work  with  children  directly.  This  ap- 
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proach  used  community  resources,  and  was  enhanced  by  a general 
and  cultural  trend  which  focused  on  child  welfare  and  progressive 
education  movements.  The  psychiatric  experience  of  World  War  I 
stimulated  the  development  of  psychiatric  clinics  for  children,  and 
increased  the  interest  in  work  with  children.  However,  understand- 
ing of  the  relative  effort  that  should  be  applied  to  parents,  or  to 
d'rect  interpersonal  attempts  to  influence  the  child,  were  slow  in 
developing.  Kanner,  in  his  book  on  Child  Psychiatry,  has  looked 
at  these  historical  events  in  terms  of  the  past  four  decades  as 
follows: 

In  the  first  decade  of  this  century  there  was  interest  in  psy- 
chometric measurement,  juvenile  courts,  the  mental  hygiene  move- 
ment, and  the  beginning  of  dynamic  Psychiatry;  in  the  second 
decade,  better  community  facilities  for  the  adjustment  of  pro- 
blem children  was  manifest  in  the  development  of  organized  foster- 
home care,  probation  under  jurisdiction  of  courts,  and  special  clas- 
ses in  schools.  The  third  decade  marked  the  rise  of  the  child  guid- 
ance clinics,  to  study  family  relationships  and  do  th'ngs  for  chiL 
dren  in  work  with  parents  and  teachers ; while  the  fourth  decade 
emphasized  work  with  the  child  himself,  including  him  personally 
more  than  ever  before.  Child  psychoanalysts  have  devoted  major 
efforts  to  the  study  and  modification  of  confl'cting  trends  within 
the  child,  drawing  the  parents  into  the  treatment  situation  in 
many  different  ways,  often  through  the  parents’  personal  analy- 
sis. Because  such  Child  Psychiatry  practices  are  costly  in  money 
and  time,  and  present  technical  difficulties  particularly  in  private 
practice,  greater  preference  has  been  shown  for  the  further  de- 
velopment of  the  child  guidance  clinic  as  a community  clinic  or  in 
private  practice  as  group  practice.  This  does  not  mean  that  there 
are  not  still  experiments  being  made  in  the  methods  of  child 
psychiatry  and  psychoanalysis  practiced  by  a single  individual  in 
private  practice.  However,  there  seems  a greater  trend  toward  the 
further  development  of  the  child  guidance  clinic  where  a team  of 
workers  from  the  fields  of  Psychiatry,  Psychology  and  Social 
Work,  pool  their  efforts  in  working  at  times  directly  with  parent 
and  child,  and  some  times  only  with  one,  but  with  an  ever-aware- 
ness  of  the  family  as  a unit  in  which  the  individual  members  fit, 
grow  and  change.  It  has  been  the  professional  knowledge  of  these 
professional  groups  which  made  cleaj"  the  concept  that  a child  in 
health,  in  physical  illness  and  in  psychologic  illness  must  never 
be  considered  alone,  but  always  as  a part  of  a group,  particularly 
the  family,  with  whom  he  is  in  dynamic  relationship.  Out  of  this 
concept  came  a therapeutic  philosophy  which  included  modification 
of  both  the  environment  and  the  child  in  ways  most  favorable  for 
his  psychological  growth,  and  it  was  this  collaborative  approach 
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which  emi)hasiz(‘d  and  provided  means  for  active  participation  of 
parents  in  a therai)eutic  process,  with  focus  on  disturbances  in 
the  parent-child  relationship.  Parent  participation  in  treatment 
was  felt  to  be  a necessity,  since  in  most  instances  the  child  is 
broug-ht  for  help  because  the  parents  are  concerned  about  him. 
He  does  not  seek  help  because  of  his  own  insight.  The  child  guid- 
ance clinic  has  shown  that  not  only  economically,  but  also  thera- 
peut’cally,  greater  help  can  be  given  to  children  and  their  parents 
in  this  setting.  It  is  also  demonstrated  that  a child  can  sustain  a 
change  in  his  personality  only  with  the  support  of  his  parents 
or  their  substitutes. 

A word  m.ust  be  said  about  the  different  settings  in  which 
Child  Psychiatry  operates  today.  Services  developed  in  connection 
with  courts  tend  to  be  merely  diagnostic,  and  concerned  with  delin- 
quents for  the  most  part.  Occasionally  such  children  and  their 
parents  are  offered  treatment  in  clinics  or  therapy  is  attempted 
by  changing  the  environment.  Some  social  service  agencies  include 
psychiatric  service  for  children  and  parents  either  by  providing 
psychiatrists  and  social  workers  for  direct  therapy  or  for  indirect 
treatment  under  guidance  of  psychiatric  consultants.  Some  ele- 
mentary and  secondary  schools  have  developed  child  guidance  de- 
partments, offering  diagnostic  service  to  teachers  and  to  parents, 
w th  emphasis  on  those  children  who  are  truant  or  who  have  learn- 
ing difficulties.  Where  departments  of  Child  Psychiatry  have  been 
developed  in  hospitals  and  medical  schools,  there  has  been  an  in- 
creas’ng  influence  on  pediatric  practice  in  psychosomatic  medicine, 
but  also  on  medical  education. 

Recently  residential  centers  for  the  treatment  of  the  mentally 
sick  child  (neurotic  and  psychotic  but  not,  as  a rule,  the  mentally 
deficient)  have  been  developed,  modelled  after  Souththard  School 
in  Kansas,  the  Orthogenic  School  of  the  University  of  Chicago  and 
others  where  the  ch.ld  is  admitted  for  the  purpose  of  providing  psy- 
chotherapy in  a controlled  environment.  Here  a skillful  handl  ng  of 
a daily-living  medium  is  co-ordinated  with  a therapeutic  program. 
These  resident  treatment  programs  have  been  started  in  some  com- 
m.unities  as  so-called  child  study  and  treatment  hom.es,  or  as  psy- 
chiatric wards  in  hospitals.  In  the  latter  instance,  admission  cons- 
titutes merely  a short-term  placement  for  study,  or  for  temporary 
removal  from  an  environment  which  is  hostile,  or  to  which  the 
child  is  reacting  in  a manner  which  is  not  acceptable  to  the  citizens. 
There  is  growing  interest  on  the  part  of  several  of  the  states  to 
establish  child  study  and  treatment  homes.  Many  times  this  is  on 
an  age  limit  of  from  six  years  upward.  Such  institutions  are  staf- 
fed with  psychiatrists,  psychologists  and  social  workers  who  have 
had  special  training  and  experience  to  deal  with  emotionally  dis- 
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turbed  children  and  their  parents,  and  there  is  included  also  a well- 
trained  staff  in  the  fields  of  occupational  therapy,  recreation  and 
education.  Unfortunately  such  ventures  are  very  costly,  like  all 
mental  hospitals,  and  for  this  reason  few  communities  are  willing 
to  undertake  the  financial  responsibility.  However,  it  may  be  pre- 
dicted that  there  will  be  more  residential  treatment  centers  start- 
ed in  the  next  decade.  One  of  the  advantages  of  such  a therapeutic 
lesource  is  the  opportunity  for  doing  group  therapy. 

Psychotherapy  with  groups  of  children,  or  with  parents,  is  a 
fast-growing  movement.  Born  out  of  a necessity  of  providing  more 
therapy  with  a paucity  of  well-trained  psychiatrists,  group  work  was 
experimented  with  as  a means  of  providing  more  help  with  the  least 
amount  of  personnel.  Under  the  stimulation  of  some  of  the  social 
agencies  who  already  were  confronted  with  problems  of  too  many 
patients  and  too  small  staffs,  there  has  been  extensive  develop- 
ment of  group-therapy  clinics.  It  is  apparent  that  leaders  of  such 
groups  must  be  well  trained  not  only  in  dynamic  Psychiatry,  but 
also  must  have  awareness  of  group  dynamics.  It  is  not  as  simple 
as  providing  a group  of  patients  with  a room  in  which  they  may 
gather,  with  one  so-called  “normal”  person  who  as  therapist  listens 
passively.  On  the  contrary,  the  therapist  must  be  an  active  parti- 
cipant, more  or  less  directive,  if  the  program  is  to  be  maximallv 
therapeutic  and  not  traumatic.  S.  P.  Slavson  of  New  York  has  been 
one  of  the  pioneers  in  the  development  of  group  therapy.  He  sets 
forth  the  following  basic  principles  for  successful  group  therapy: 

(1)  The  group  must  be  small  — 7 or  8 members. 

(2)  Content  of  group  must  be  recognized  and  considered  in 
making  up  membership. 

In  each  group  there  must  be  balance;  in  one,  patients 
with  varying  problems  are  grouped  together  so  that  each 
may  help  the  other  in  a complementary  fashion  (i.e.  ag- 
gressive patient  helps  one  who  is  withdrawn). 

In  another  group  it  may  be  important  to  limit  mpmber- 
ship  to  patients  with  common  psychological  s.yndromes 
and  who  are  of  the  same  social  and  Intellectual  levels. 

1 

(3)  In  a group  of  children,  it  must  be  made  up  of  children  of 
approximately  same  ages. 

(4)  Group  leader  must  be  v/ell-trained,  must  be  flexible  in  his 
approach  and  more  or  less  permissive,  as  the  need  may 
be,  toward  “acting  out”  of  members  in  the  group  setting. 
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One  of  the  very  successful  group-therapy  programs  is  reported 
from  the  Psychiatric  division  of  Bellevue  Hospital  and  New  York 
University  Medical  College.  There  more  than  200  cases  of  childhood 
schizophrenia  have  been  studied  and  treated  in  the  Children’s  Ward 
of  Bellevue  Hospital  over  a period  of  12  years.  Many  of  them  have 
been  followed  closely  for  long  periods.  The  psychiatr'sts  found  that 
the  parents  of  schizophrenic  children,  despite  their  great  need,  tend 
not  to  accept  help  readily.  They  frequently  come  to  the  hospital  as 
a last  resort  or  through  necessity.  In  some  cases  the  children  are 
referred  from  the  courts  and  the  parents  deny  the  problem.  Some 
parents  seek  immediately  to  terminate  study  by  the  hospital  and 
refuse  all  help  and  information.  Others  are  terrified  by  the  pros- 
pect of  the  child’s  return  home  but  are  unable  to  accept  h's  institu- 
tionalization. 

The  parents  of  schizophrenic  children  are  more  deeply  engul- 
fed than  any  other  parents  in  seemingly  insoluble  problems.  They 
are  in  urgent  need  of  help  but  are  difficult  to  treat  individually. 
To  meet  this  situation  a program  of  group  therapy  for  parents  of 
schizophrenic  children  was  instituted  at  Bellevue  two  years  ago. 
It  has  grown  steadily  and  results  have  been  encouraging.  The  pro- 
ject has  provided  considerable  further  insight  into  many  aspects 
of  childhood  schizophrenia.  Impressed  with  the  research  nature  of 
the  program  and  with  what  they  could  contribute  to  it,  the  parents 
have  developed  a constructive  and  positive  approach. 

There  have  been  50  parents  under  treatment.  In  15  cases  both 
parents  attended  and  these  families  benefited  most.  The  group  ses- 
sions were  given  weekly  for  IV2  to  2 hours.  Attendance  ranges  from 
8-12  per  group.  Discussion  is  spontaneous  and  the  therapist  re- 
mains in  the  background  as  much  as  possible  but  provides  inter- 
pretations when  indicated.  Strong  identification  between  members 
and  with  the  group  as  a whole  appears  early  in  treatment,  and 
this  has  been  at  least  as  significant  in  the  therapeutic  process  as 
the  relationship  to  the  therapist. 

The  method  of  group  therapy  seems  to  be  particularly  effective 
in  dealing  with  the  confusion,  anxiety,  feelings  of  guilt,  hostility, 
social  isolation  and  hopelessness  experienced  by  these  parents.  In 
the  group  a positive  and  realistic  attitude  toward  the  child’s  illness 
develops.  The  recognition  of  the  common  character  of  their  pro- 
blems diminishes  the  sense  of  uniqueness  and  builds  relationships 
between  individual  members  as  well  as  strengthening  identifica- 
tion with  the  group.  This  process  allows  for  emotional  release,  the 
expression  of  previously  suppressed  feelings,  and  the  attainment 
of  insight.  Ability  to  handle  community  pressures  constructively 
develops,  accompanied  by  a move  toward  social  action  to  improve 
community  facilities  for  the  care  of  all  schizophrenic  children.  Pa- 
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rents  are  able  to  identify  with  the  child  and  to  recognize  that  des- 
pite his  illness  he  may  be  helped  to  adapt  to  family  and  community 
living. 

Group  work  has  been  done  successfully  with  children  diag- 
nosed psychotic,  delinquent,  and  neurotic,  and  those  with  somatif 
ills  like  asthma,  and  some  with  speech  disorders. 

Although  the  psychiatric  case  history,  the  personality  ap- 
praisal and  the  physical  examination  still  constitute  the  foundation 
from  which  diagnosis  and  treatment  proceed,  various  laboratory 
aids  have  become  increasingly  useful  in  the  psychiatric  study  and 
treatment  of  children.  Among  these  is  electroencephalography. 
Since  Berger  introduced  this  method  in  1929,  many  studies  have 
been  made  of  the  relation  between  the  E.E.G.  and  behavior,  per- 
sonality and  intelligence.  It  was  soon  recognized  that  the  E.E.G. 
of  children  is  different  from  adults  and  that  norms  at  all  ages  had 
to  be  established  before  this  test  could  be  interpreted  with  validity. 
The  E.E.G.  has  proven  its  value  in  the  localization  of  brain  lesions, 
in  the  diagnosis  of  convulsive  disorders  and  in  the  differential  diag- 
nosis of  this  pathology  from  personality  deviancy  due  to  non-or- 
ganic,  functional  causes. 

In  psychometry,  the  number  and  variety  of  intelligence,  ap- 
titude and  achievement  tests  continue  to  increase.  Every  psycho- 
logist has  his  favorite  group,  which  include  tests  for  measuring  the 
motor,  language,  adaptive  and  personal-social  behavior  of  infants 
(as  the  Gesell,  Buhler  or  Cattell  tests),  the  intellectual  status 
school-age  children  (as  the  Stanford  revision  of  the  Binet-Simon 
test),  and  various  performance  tests  (Grace  Arthur,  Vineland  So- 
cial Maturity,  etc,).  All  these  tests  are  valuable  if  the  tester  is 
experienced  in  their  administration  and  interpretation. 

New  developments  in  this  area  are  in  the  direction  of  greater 
appraisal  of  the  personality  by  the  tester,  either  through  making 
more  pointed  observations  about  the  patient’s  behavior  during  the 
test  period  (i.  e.  beyond  his  responses  to  the  various  test  items), 
or  by  the  use  of  special  personality  tests  like  the  Rorschach  and 
thematic  apperception  tests.  The  Rorschach  or  ink  blot  test  consists 
of  noting  the  responses  to  10  cards,  each  of  which  has  a symme- 
trical figure  which  was  derived  from  folding  a piece  of  paper  with 
a large  ink  blot  on  it.  Each  figure  has  no  reality  representation. 
The  patient  tested  is  shown  one  card  at  a time  and  he  is  asked  to 
tell  what  figure  each  looks  like.  The  responses  are  recorded  and 
analyzed  according  to  an  established  and  standardized  scheme 
which  includes  form,  color,  shading  and  movement,  with  emphasis 
on  predominance  of  wholes  or  parts  and  originality.  The  sum  total 
of  responses  enables  the  examiner  to  learn  about  the  patient’s 
balance  between  spontaneity  and  control  of  impulses,  his  introver- 
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sion  and  extro-version,  quantity  and  type  of  intelligence,  and  the 
balance  of  emotional  ties  and  inner  experiences  and  outer  realities. 
Most  of  the  work  on  standardization  has  been  done  with  adults. 
This  handicaps  usage  of  the  test  with  children.  However,  various 
researchers  are  now  applying  it  to  children,  as  young  as  two  years. 
(Sonne,  Klopfer  and  Margulies). 

The  thematic  apperception  tests  introduced  by  Morgan  and 
Murray  in  1935  consists  of  a series  of  pictures  representing  a 
variety  of  scenes  which  are  not  clearly  defined.  The  patient  is  asked 
to  tell  a story  about  each  of  them  — what  is  happening  in  the 
story  etc.  The  test  has  been  found  useful  in  detecting  personality 
changes,  in  bringing  out  feelings  of  children  about  other  persons 
such  as  parents,  siblings,  teachers  etc.,  in  pointing  out  causal 
relationship,  and  in  helping  the  patient  therapeutically.  The 
thematic  apperception  tests  are  one  of  others  called  projective 
techniques  or  methods.  Direct  inquiry  of  children  is  seldom  pro- 
ductive of  material  which  helps  the  psychiatrist  to  understand  the 
nature  of  the  child’s  conflict,  nor  does  it  reveal  to  the  child  what 
his  difficulty  is  nor  help  him  to  get  over  it. 

Many  different  tests  have  been  devised  which  will  permit  a 
person  to  learn  about  himself  and  to  help  him  express  his  feelings 
in  a therapeutic  way.  This  verbal  self-realization  comes  more  easily 
at  times  when,  rather  than  in  ordinary  conversation,  the  child 
through  play  such  as  finger  painting,  clay  modelling,  dramatic 
expression  and  drawing  can  project  his  feelings  and  inner  ex- 
periences without  embarrassment,  guilt  or  confusion  because  there 
are  few  or  no  inhibitions  and  the  examiner  represents  no  threat. 

TRAINING  FOR  CHILD  PSYCHIATRY 

Among  the  developments  of  present  day  Child  Psychiatry, 
mention  must  be  made  of  training  of  child  psychiatrists.  As  the 
differences  between  adult  and  child  Psychiatry  become  more  clear, 
it  follows  that  the  professional  training  required  for  clinical  com- 
petency is  the  most  important  problem  confronting  this  field. 
Various  workers  in  Child  Psychiatry  have  come  to  the  following 
conclusions  about  training;  first,  that  the  foundation  is  in  medical 
education  and  in  training  in  basic  Psychiatry.  Some  clinical  ex- 
perience with  well  and  physically  sick  children  is  also  desirable. 
The  present  policy  is  that  two  years  of  carefully  supervised  train- 
ing in  adult  psychiatry  should  precede  work  of  two  additional 
years  with  children.  The  trainee  should  in  this  teaching  experience 
have  good  clinical  experience  with  parents  and  children,  with  com- 
petent individual  professional  supervision  by  well-trained  child 
psychiatrists  and  social  workers  in  diagnostic  work  and  in  brief 
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and  long  term  psychotherapy  and  seminars  on  various  aspects  of 
children’s  work.  The  clinical  supervision  should  be  intimate,  so  as 
to  help  in  the  personal  as  well  as  in  the  professional  development 
of  the  student. 

Organized  seminars  in  various  phases  of  child  development 
and  psychiatry  should  be  arranged  and  directed  by  competent  lead- 
ers. The  following  topics  could  be  covered  advantageously: 

(1)  Growth  and  development  of  the  normal  infant  and  child. 

(2)  Deviancy  in  development  of  the  infant  and  child. 

(3)  Psychotherapy. 

(4)  Interrelated  therapy  of  parent  and  child. 

(5)  Psychological  services,  methods,  etc. 

(6)  Administration  of  child  guidance  clinic  and  principles  of 
practice  in  clinic  and  private  resources. 

In  addition,  some  training  centers  provide  supervised  ex- 
perience in  well-baby  clinics  and  in  nursery  schools  where  students 
may  observe  growing  infants  and  children  and  learn  about  their 
behavior  patterns  and  about  the  interpersonal  relationships  of 
child  to  parents  and  to  siblings  as  they  grow  from  one  phase  of 
development  into  another.  Experience  with  children  in  a pediatric 
clinic  is  also  valuable,  since  this  affords  opportunity  to  see  chil- 
dren’s behavior  when  physically  sick  (the  so-called  “psychosomatic 
relationship’’),  and  to  observe  psychogenic  influences  in  their  in- 
cipiency. 

Finally,  mention  must  be  made  of  the  developments  in  “pre- 
ventive psychiatry”.  In  my  opinion,  this  should  not  constitute  a 
new  sub-specialty  in  psychiatry,  but  should  entail  the  application  of 
various  principles  which  have  developed  out  of  the  behaivoral 
sciences  such  as  psychology,  sociology,  anthropology,  psychiatry 
and  child  development  to  such  professions  as  public  health,  pedia- 
trics, and  education.  For  example,  there  is  now  collected  much  do- 
cumented clinical  and  experimental  data  on  the  psychological, 
sexual,  intellectual  and  social  development  of  infants  and  children; 
where  this  has  been  applied  in  child  care  by  persons  working  in 
education  and  medicine  there  has  resulted  a lowered  incidence  of 
the  common  problems  of  behavior  which  may  be  expressed  as  psy- 
chosomatic illness,  neurotic  symptoms  or  in  delinquency.  I refer  to 
.«•uch  w'ork  as  Burlingame  and  Freud  carried  out  in  the  last  war 
with  pre-school  children  in  England.  I refer  also  to  the  work  of 
Aldrich  et  al  at  the  Mayo  Clinic;  to  some  of  the  experiments  in 
education  at  the  New  York  City  public  schools  in  Harlem;  and  to 
the  very  successful  work  of  Col.  Bullis  in  mental  hygiene  in  the 
class-rooms  of  schools  in  Delaware. 
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To  me,  the  number  one  problem  in  our  country  is  that  whicli 
deals  with  the  care  and  rearing  of  our  children.  The  responsibility 
for  this  lies  with  the  parents.  But  they  need  the  help  of  professional 
persons  in  medicine,  nursing  and  public  health,  and  also  from  the 
teachers  in  our  schools  who  as  parent-surrogates  are  responsible 
for  so  much  of  the  teaching  of  children  from  5 years  up.  The  psy- 
chiatrists of  the  future  will  have  great  opportunities  in  assisting 
in  the  selection  and  training  of  school  teachers,  and  in  the  planning 
of  schools  and  curricula.  Let  us  hope  that  here  in  Puerto  Rico  as 
you  develop  your  medical  school,  you  will  have  the  courage  to  break 
with  tradition  and  begin  early  in  the  training  of  physicians  to  teach 
them  about  human  beings  both  mental  and  physical,  both  healthy 
and  sick,  and  point  out  their  social  responsibilities  as  well  as  those 
involved  in  care  of  the  sick.  For  this  you  will  need  the  help  of 
psychiatrists  who  have  a broad  view  of  education  and  community 
service.  That  you  already  have  here  such  psychiatrists  I know 
from  my  experience  with  members  of  this  Association  in  the 
past  few  days.  To  them,  to  the  pediatricians  with  whom  they 
work  in  the  program  of  mental  hygiene  with  children,  and  to  all 
of  you  in  this  Association  who  will  sponsor  such  a movement  in 
mental  health  I offer  my  best  wishes. 


INDICACIONES  DE  LA  CIRUGIA  EN  EL  TRATA- 
MIENTO DEL  CANCER  DE  LA  MATRIZ 


I.  GONZALEZ-MARTINEZ,  M.D. 

Santíirce,  P.  R. 

Nuestro  escrito  presenta  a la  consideración  de  la  asamblea 
y sobre  todo  de  los  ginecólogos  un  problema  cuya  solución  acer- 
tada necesita  imperativamente  el  acuerdo  mutuo  entre  radiotera- 
peutas  y cirujanos,  porque  se  refiere  a determinaciones  terapéu- 
ticas que  envuelven  el  porvenir  de  enfermas  cuyas  vidas  unos  y 
otros  debemos  proteger  a todo  evento,  siempre  que  a nuestro  al- 
cance tengamos  medios  adecuados  para  lograrlo  sin  riesgo  mayor 
de  la  enferma. 

La  exposición  no  ha  de  ser  larga,  porque  el  tópico  no  la  ne- 
cesita. 

Aunque  yo  no  practico  desde  hace  mucho  tiempo,  como  lo  hi- 
ce durante  los  primeros  16  años  de  mi  carrera,  la  cirugía  ginecoló- 
gica, la  experiencia  ganada  entonces  y el  hecho  de  haberme  ocu- 
pado preferentemente  desde  hace  26  años  en  la  radioterapia  del 
cáncer  genital  femenino,  me  autorizan  a formular  hoy  las  siguien 
tes  declaraciones  categóricas  que  se  apoyan  en  el  estudio  personal 
de  hechos  quirúrgicos  ya  acontecidos  así  como  también  en  el  aná- 
lisis de  las  estadísticas  del  servicio  anticanceroso  de  la  Liga  Puer- 
torriqueña Contra  el  Cáncer  y en  la  experiencia  y opinión  de  les 
más  notables  cancerólogos  del  mundo. 

— Las  indicaciones  quirúrgicas  obligatorias  en  el  tratamien- 
to del  cáncer  de  la  matriz  son  escasas  y dependen  de  la  localiza- 
ción del  tumor,  de  su  estado  evolutivo,  de  sus  propagaciones  pel- 
vianas, pero  ante  todo  de  la  destreza  y experiencia  del  cirujano  que 
la  ejecuta. 

Hay  muchos  operadores  excelentes,  pero  muy  pocos  cirujanos, 
tal  vez  no  más  de  20  en  el  mundo,  que  posean  la  habilidad  técnica 
y la  experiencia  indispensables  para  llevar  a cabo  con  escasa  mor- 
talidad operatoria  o sin  ninguna  la  extirpación  radical  del  útero 
canceroso  con  sus  apéndices  linfático-ganglionares,  aún  hoy  que  la 
cirugía  dispone  de  progresos  formidables  en  la  técnica  de  inter- 
venciones abdómino-pelvianas,  que  cuenta  con  métodos  modernos 
para  la  reanimación  de  los  enfermos  y además  con  el  poderoso  au- 
xilio de  una  anestesiología  perfeccionada. 

Es  una  cirugía  difícil,  que  apareja  mortalidad  primaria  real, 
más  o menos  seria,  cosa  que  no  ocurre  con  la  radioterapia  en  los 
dos  primeros  estadios  de  la  enfermedad. 

Aceptada  sin  discusión  como  método  electivo  para  el  tratamien- 
to de  los  blastomas  del  cuerpo  del  útero,  sobre  todo  cuando  existe 
evidencia  de  propagaciones  anexiales,  relativamente  frecuentes. 
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cumple  entonces  su  primera  y más  importante  indicación ; pero  aún 
así,  debe  ser  precedida  por  la  curieterapia  intracavitaria.  A este 
propósito  conviene  señalar  que  nosotros  tenemos  en  nuestros  archi- 
ll n caso  de  adenocarcinoma  del  fondo  de  la  matriz,  el  expediente 
número  1088  en  la  serie  de  5 años,  curado  con  radioterapia  exclu- 
siva; hecho  ocurrido  no  porque  dejáramos  de  recomendar  la  ciru- 
gía, que  nos  parece  obligatoria  en  tales  casos,  sino  porque  la  en- 
ferma no  la  aceptó,  dejó  pasar  el  tiempo  y se  curó. 

2^ — En  cuanto  a los  carcinomas  del  cuello,  casi  todos  epider- 
moides,  el  tratamiento  operatorio  sólo  juega  un  papel  secundario, 
a título  paliativo  en  casos  avanzados  o cuando  fracasa  la  radiote- 
rapia. ' 

3^ — Sostuve  en  las  conclusiones  de  mi  tesis  al  Tercer  Congre- 
so Interamericano  de  Radiología  que  acaba  de  reunirse  en  Chile,  y 
fué  el  parecer  dominante  de  los  congresistas,  que  el  tratamiento 
racional  del  epitelioma  cérvico  uterino  es  todavía  patrimonio  casi 
exclusivo  de  la  radioterapia  y se  encuentra,  desde  luego,  fuera  del 
campo  quirúrgico. 

Reconozco,  no  obstante,  que  en  manos  privilegiadas  como  las 
de  Meighs,  Lynch  y otros,  la  cirugía,  cuando  se  emplea  para  tratar 
lesiones  incipientes  del  primer  estadio  evolutivo  de  este  Cáncer,  ha 
cosechado  logros  inmediatos  tan  buenos  como  los  que  rinde  la  ra- 
dioterapia; pero  esos  logros  necesitan  la  confirmación  del  tiem- 
po y ser  revisados  5 años  después  de  la  intervención;  de  la  misma 
manera  que  se  exige  a la  radioterapia  para  admitir  sus  curaciones. 
Si  bien  es  cierto  que  no  hubo  mortalidad  primaria  en  la  famosa  se- 
rie modelo  de  Meighs,  ocurrieron  sin  embargo,  8 fístulas  uretero- 
vaginales,  accidente  nunca  observado  con  la  radioterapia.  Más  to- 
davía, el  insigne  cirujano  de  Boston  admite  ahora,  volviendo  sus 
pasos  atrás,  que  el  tratamiento  del  cáncer  del  cuello  uterino  debe 
confiarse  a la  radioterapia. 

Todos  los  cirujanos  convienen  que  la  operabilidad  del  carcino- 
ma uterino,  no  puede  ir  más  allá  del  segundo  estadio  de  la  dolen- 
cia, especialmente  del  primero,  tal  como  fué  definido  por  el  Comité 
de  Higiene  de  la  Liga  de  las  Naciones  en  1937.  Y esa  es  precisa- 
mente la  etapa  en  que  la  radioterapia  ha  rendido  en  nuestro  Ins- 
tituto sus  más  brillantes  triunfos.  Por  ejemplo,  en  14  casos  del 
primer  estadio  (stage  I)  y serie  de  5 años,  obtuvimos  92.8%  de  cu- 
raciones. Si  a esos  14  casos  agregamos  13  más  de  la  serie  de  3 años, 
tendremos  entonces  un  total  de  27  casos,  de  los  cuales  hay  cura- 
dos 24,  o sea,  88.8%,  con  una  sola  muerte  confirmada  y dos  casos 
perdidos  de  vista;  estos  últimos  pueden  estar  muertos  o vivos,  pe- 
ro nosotros  para  mayor  precisión  de  la  estadística  los  incluimos  en- 
tre los  muertos. 

4^ — La  segunda  indicación  quirúrgica  a considerar  es  cuando 
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hay  disparidad  manifiesta  entre  el  diagnóstico  clínico  correcto  de 
cáncer  incipiente  y un  diagnóstico  patológico  dudoso  o negativo. 
Es  preferible  entonces  arriesgar  el  caso  a los  peligros  de  la  ope- 
ración antes  de  demorar  su  tratamiento  con  radium  y rayos  X,  es- 
perando el  informe  patológico  definitivo.  El  acto  quirúrgico  sirve 
de  biopsia,  resuelve  el  problema  clínico  inmediato  y orienta  sobre 
la  conducta  futura. 

La  tercera  indicación  la  definimos  en  otra  de  las  conclusiones 
de  nuestra  tesis  en  la  forma  siguiente: 

“Cuando  una  radioterapia  bien  calculada  y correctamente  he- 
cha fracasa,  entonces,  si  la  enferma  puede  operarse  todavía,  vale 
más  trasladarla  al  cirujano  del  servicio  que  repetir  la  irradiación.” 

Estas  son  las  indicaciones  principales  de  la  intervención  qui- 
rúrgica en  el  tratamiento  del  cáncer  de  la  matriz.  Hay  otras  mera- 
mente paliativas,  pero  muy  útiles  en  casos  irremediables,  encami- 
nadas a suprimir  el  dolor,  a combatir  hemorragias  copiosas,  inco- 
ercibles por  los  medios  habituales,  etc.,  etc. 

Aunque  no  dice  relación  con  el  tema  que  estamos  discutiendo 
ni  puede,  por  lo  tanto,  figurar  en  la  estadística  de  las  histerecto- 
mías,  conviene  apuntar  de  paso,  como  ejemplo  de  comparación  que 
en  nuestro  instituto  se  trataron  15  casos  de  cáncer  que  florecie- 
ron en  el  muñón  de  histerectomía  subtotal,  practicada  para  supri- 
mir neoplasias  benignas  del  útero,  combatir  metropatías  hemorrá- 
gicas  o reparar  lesiones  pelvianas  o salpingo-ováricas.  Nos  consta 
que  de  esos  15  casos  hay  6,  o sea,  el  40%,  curados,  4 muertos  y 5 
perdidos  de  vista. 

Esta  comunicación  se  refiere  principalmente  a 47  casos  de  epi- 
telioma  cérvico  uterino  que  fueron  sometidos  en  otros  hospitales 
a histerectomía  por  causa  de  lesiones  malignas. 

En  la  colección  figuran  40  totales  y 7 subtotales.  Todos  los 
casos  fueron  referidos  al  servicio  anticanceroso  de  la  Liga  Puerto- 
rriqueña Contra  el  Cáncer  por  cirujanos  de  establecimientos  muni- 
cipales, privados  o insulares  que  no  trabajan  en  nuestro  hospital 
y de  quienes  resultó  muy  difícil,  salvo  algunas  excepciones,  con- 
seguir información  ante  y postoperatoria  o noticias  sobre  la  mar- 
cha ulterior  de  algunos  casos,  que  no  tratamos  debido  a que  la 
biopsia  en  el  momento  de  nuestro  examen  fué  negativa  o porque 
las  condiciones  del  sujeto  eran  deplorables. 

Es  prácticamente  imposible  evaluar  el  efecto  terapéutico  de 
un  método  cualquiera  cuando  se  trata  de  pacientes  aislados,  de 
procedencia  distinta,  como  ocurre  con  los  que  son  objeto  de  este 
informe. 

En  efecto,  el  primer  obstáculo  consiste  en  que  ignoramos  la 
mortalidad  operatoria  de  los  grupos  de  cada  cirujano;  y este  es 
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un  dato  nmy  importante  para  comparar  los  resultados  del  método 
quirúrgico  y de  la  radioterapia. 

He  ahí  el  motivo  por  el  cual  nos  limitamos  a señalar  solamen- 
te el  por  ciento  de  mortalidad  observado  en  los  47  casos  de  este 
informe,  después  que  recibieron  radioterapia  en  nuestra  institución. 

Sería  conveniente  que  el  Capítulo  de  Puerto  Rico  del  Colegio 
de  Cirujanos  practicara  un  estudio  completo  de  este  problema  se- 
ñalando la  mortalidad  operatoria,  las  curaciones  de  5 años  obteni- 
das sin  el  auxilio  de  la  radioterapia  y la  mortalidad  absoluta  de 
cada  grupo. 

Hemos  compuesto  con  los  mencionados  47  casos  la  siguiente 
tabla,  que  da  una  idea  gráfica  de  la  tremenda  mortalidad  conse- 
cutiva a las  histerectomías  por  carcinomas  del  cuello  de  la  matriz 
en  Puerto  Rico.  Es  un  resultado  que  invita  a la  abstención  opera- 
toria y a una  colaboración  más  estrecha  con  los  radioterapeutas. 

TABLA  COMPARATIVA  DE  RESULTADOS  DE  TRATAMIENTO  CON  LA 
RADIOTERAPIA  EN  LOS  DOS  PRIMEROS  ESTADIOS  DE  LA  ENFERME- 
DAD Y CON  LA  CIRUGIA  EN  LOS  CASOS  OPERABLES 


RADIOTERAPIA 
Serie  de  Cinco  Años 


Número  Tota! 

de  Casos 

Curados 

1 Perdidos 

Pistadlo 

No  tratados 

Tratados 

Número 

Por  Ciento 

1 de  vista 

Muertos 

I 

0 

14 

1 13 

92.8 

1 1 

0 

H 

7 

66 

20 

30.3 

17 

29 

Serie 

de  Tres  Años 

I 

1 

13 

11 

84.6 

1 

1 

II 

2 

56 

20 

35.7 

15 

21 

CIRUGIA 

Histerectomía  Total 

I-II 

0 

40 

7 

17.5 

20 

13 

Histerectomía  Subtotal 

1 

I-II 

1 

0 

7 

1 

1 

I 

14.2 

5 

1 

GA2ÍCER  DE  LA  MATRI2. 
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Estas  cifras^  estos  hechos,  demuestran  a todas  luces  que  el 
tratamiento  quirúrgico  del  cáncer  cérvico  uterino  no  debe  abor- 
darlo el  cirujano  sino  de  acuerdo  con  el  radioterapeuta  y solamente 
para  llenar  indicaciones  bien  precisas,  como  las  aquí  señaladas. 

Puede  asegurarse  de  conformidad  con  R.  Paterson  que  en  ca- 
si todos  los  centros  anticancerosos  existe  ahora  muy  poca  oposi- 
ción para  aceptar  el  hecho  de  que  el  resultado  del  tratamiento  del 
cuello  de  la  matriz  con  la  radioterapia  supera  fácilmente  a la  ci- 
rugía en  cualquier  estadio  de  la  enfermedad. 

En  casos  no  complicados  de  los  estadios  I y II  es  un  procedi- 
miento absurdo  y peligroso.  Es  mi  deber  no  obstante,  felicitar  a 
mis  compañeros  Jenaro  Suárez,  Jenaro  Barreras  y Guillermo  Bar- 
bosa por  el  resultado  favorable  que  obtuvieron  en  algunos  casos. 

Y termino  repitiendo  lo  que  mi  maestro  el  profesor  Claude 
Regaud  dijo  en  cierta  ocasión  a la  Academia  de  Medicina  de  París: 

“Es  cierto  que  proponemos  un  gran  sacrificio  a los  hombres 
que  dedicaron  por  completo  su  carrera  al  arte  de  la  cirugía,  pero 
¡qué  importan  los  ritos  cuando  estamos  sirviendo  a Dios!  De  un 
lado  tenemos  el  bisturí  y del  otro  las  radiaciones;  pronto  quizás 
aparecerá  un  agente  químico  o biológico.  El  destino  de  los  ritos 
es  ir  y venir.  Abandonemos  los  ritos  antes  de  caer  nosotros  y con- 
tinuemos sirviendo  a nuestro  Dios,  que  es  la  curación  y la  vida”. 


FLUOROSCOPlA;  MÉRITOS  Y PELIGROS; 
TECNICAS  APROPIADAS 

P.  RAMOS-CASELLAS,  M.D. 

S^aniurce,  P.  R. 

Entre  los  años  de  1919  a 1923,  siete  médicos  fueron  admitidos 
en  Mayo  Clinic  para  recibir  tratamiento  por  dermatitis  radiológica. 
Entre  los  años  1924  a 1928,  trece  médicos  fueron  ingresados  por  la 
misma  razón,  en  dicha  Institución. 

De  1929  al  1934,  treinta  y cinco  médicos  fueron  atendidos  en 
la  Clínica  para  recibir  tratamiento  por  lesiones  producidas  por  los 
Rayos  X. 

Como  se  vé,  en  este  período  de  tiempo  fueron  admitidos  en  as- 
cendencia anual,  un  total  de  cincuenta  y cinco  médicos,  en  una  sola 
Institución,  víctimas  de  radiaciones. 

Como  quiera  que  en  los  últimos  años  ha  habido  un  aumento 
considerable  en  el  número  de  nuestros  médicos  que  utilizan  el  fluo- 
loscopio  como  un  medio  de  exploración,  sugerimos  al  Presidente 
del  Comité  Científico  de  esta  Asociación,  una  conferencia  sobre 
la  fluoroscopía.  El  nos  asignó  esta  tarea,  y aquí  estamos  para  ex- 
poner a ustedes  las  técnicas  fluoroscópicas  que  hemos  usado  por 
muchos  años. 

Mas,  volvamos  de  nuevo  a los  cincuenta  y cinco  médicos  in- 
gresados en  Mayo  Clinic  del  1919  al  1934.  Ocho  de  estos  médicos 
recibieron  sus  lesiones  mientras  eran  tratados  por  enfermedades 
de  la  piel.  Uno  de  estos  médicos  fué  tratado  por  un  Dermatólogo, 
quien  a insistencia  del  médico  consintió  en  repetir  los  tratamientos 
demasiado  a menudo.  Otro  de  los  médicos  se  recetó  él  mismo,  y le 
dijo  a su  recepcionista  que  le  diera  una  buena  dosis.  Ella  se  la  dió. 
Los  otros  seis  médicos  en  este  grupo  fueron  tratados  por  médicos 
que  tenían  aparatos  de  Rayos  X. 

Diez  y ocho  de  los  cincuenta  y cinco  médicos  tenían  cáncer,  y 
en  todos  los  casos  el  neoplasma  se  desarrolló  en  el  sitio  de  la  der- 
matitis radiológica.  Hubo  también  quince  casos  de  úlceras  crónicas 
sin  evidencia  de  malignidad. 

Aparte  de  los  médicos  que  sufrieron  sus  lesiones  después  de 
haber  sido  tratados  por  los  Rayos  X,  los  otros  cuarenta  y siete, 
o sea  el  85.5%  obtuvieron  sus  lesiones  usando  el  fluoroscopio ; la  ma- 
yoría de  ellos  reduciendo  fracturas  o extrayendo  cuerpos  extraños 
bajo  control  fluoroscópico.  Algunos  de  ellos  habían  usado  el  fluo- 
roscopio examinando  pechos  o haciendo  exámenes  del  tracto  gas- 
trointestinal. 

De  esos  cuarenta  y siete  médicos,  cuarenta  y seis  no  eran  ra- 
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diólogos.  El  único  radiólogo  tuvo  sus  lesiones  como  consecuencia 
de  manipular  radium.  ur- 

Es  sorprendente  que  de  este  total  de  cuarenta  y siete  médicos, 
cuarenta  y seis  de  ellos  no  eran  radiólogos;  eran,  o cirujanos  que 
usaban  los  Rayos  X en  su  trabajo  de  fracturas,  etc.,  o clínicos  que 
usaban  el  roentgenoscopio  para  facilitar  el  diagnóstico.  La  canti- 
dad de  radiaciones  recibidas  por  estos  médicos  y el  tiempo  en  que 
se  manifestaron  las  lesiones,  varió  grandemente.  Uno  de  los  mé- 
dicos, por  ejemplo,  obtuvo  una  ulceración  severa  de  la  manov'^'pór 
una  sola  exposición  durante  un  examen  fluoroscópico  de  larga  du- 
ración. Otros  habían  usado  las  radiaciones  por  años,  y las  lesione® 
aparecieron  años  después;  en  un  caso  este  período  duró  25  años. 
Cada  uno  de  esos  médicos  demostraban  lesiones  en  el  aspecto  dor- 
sal de  los  dedos  de  las  manos,  pero  ninguno  en  la  cara  o en  los  ojos. 
Cuando  la  lesión  invadió  más  de  un  dedo,  generalmente  el  dedo 
índ  ce,  y mas  frecuentemente  el  de  la  mano  izquierda  demostraba 
la  lesión  más  avanzada.  En  ningún  caso  hubo  una  lesión  de  la 
palma  de  la  mano.  Varios  de  los  médicos  que  habían  ya  sostenido 
lesiones  en  una  mano,  procedieron  a usar  la  otra  en  sus  estudios 
fluoroscópicos,  hasta  recibir  las  mismas  lesiones  en  ambas  ma- 
nos. En  este  grupo  de  47  médicos  que  recibieron  sus  lesiones  en  el 
uso  del  fluoroscopio,  ninguno  de  ellos  usó  consistentemente  guan- 
tes de  plomo  durante  los  exámenes.  Algunos  usaban  guantes  de 
goma,  pero  la  mayor  parte  usaron  guantes  de  plomo  solamente 
después  que  empezaron  a aparecer  signos  de  lesiones  radiológicas. 

Aunque  parezca  paradójico,  muchos  de  estos  médicos  prime- 
ramente culparon  sus  lesiones  a otras  causas,  tal  como  hipersensi- 
tividad  al  jabón  o desinfectantes  que  usaban  en  las  manos.  Otros 
creyeron  que  se  trataba  de  un  estado  alérgico.  Tres  de  ellos  trata- 
ron el  sitio  de  sus  lesiones  con  Rayos  Ultra-Violeta,  y cinco  usaron 
Rayos  X o radium  como  tratamiento. 

Por  lo  general  el  médico  nota  una  pequeña  reacción  en  forma 
de  eritema,  tan  pronto  pasa  esta  reacción  resume  el  trabajo  con 
alguna  cautela,  pero  de  tal  suerte  que  dosis  leves  pero  repetidas  son 
administradas  a una  piel  ya  averiada.  Cualquier  trauma  facilita 
la  ulceración.  Después  que  estas  aparecen,  el  médico  deja  de  hacer 
íluoroscopias,  o las  hace  con  guantes  aplomados.  Con  el  fin  de  que 
podamos  entender  a cabalidad  los  peligros  inherentes  al  uso  de  la 
fluoroscopía,  sería  bueno  que  entremos  aunque  sea  superficialmen- 
te en  ciertos  factores  físicos,  que  determinan  el  punto  de  toleran- 
cia de  la  piel  humana  a los  Rayos  X.  En  primer  lugar,  veamos  en 
qué  principio  se  funda  la  unidad  r,  que  mide  la  cantidad  de  radia- 
ciones. 

La  r es  la  cantidad  de  radiaciones  suficientes  para  ionizar  lo.s 
átomos  de  nitrógeno  en  un  centímetro  cúbico  de  aire  contenido  en 


68 


PEDRO  RAMOS  CA8ELLAS 


una  cámara  cerrada,  cuyas  paredes  son  radiolucentes.  El  problema 
de  producir  una  unidad  roentgen  se  resuelve  esencialmente  en  dos 
partes: 

1 —  Segregar  una  cantidad  conocida  de  aire  ionizado,, por  el 
haz  de  radiaciones  que  usamos,  y 

2 —  Medir  el  número  de  iones  contenidos  en  ese  volumen  de  aire. 
Se  calcula  que  alrededor  de  400  r que  emanan  de  un  tubo  montado 
en  cámara  de  aceite  o 300  r de  un  tubo  montado  al  aire,  son  su- 
ficientes para  causar  una  rubicundez  de  la  piel,  que  designamos 
con  el  nombre  de  dosis  eritematosa.  Esta  diferencia  de  100  r se 
debe  al  cambio  de  la  calidad  de  las  radiaciones  por  la  capa  de  aceite 
que  sirve  de  filtro,  equivalente  a un  milímetro  de  aluminio. 

Es  bueno  recordar,  y esto  es  de  gran  importancia,  que  la  can- 
tidad de  radiaciones  varía  en  razón  inversa  al  cuadrado  de  la  dis- 
tancia y que  a mayor  miliamperaje,  mayor  la  cantidad  de  radia- 
ción. De  suerte  que  el  total  de  r emitido  por  un  tubo  de  Rayos  X 
depende  del  amperaje,  hasta  cierto  punto,  del  voltaje,  de  la  filtra- 
ción y de  la  distancia.  Cogiendo  como  punto  de  partida  uno  de  nues- 
tros fluoroscopios,  encontramos  que  el  tubo  de  Rayos  X montado 
al  aire,  está  a una  distancia  de  25  cms.  de  la  mesa  y a 63  cms.  de 
la  pantalla.  Si  estas  distancias  fueran  constantes  en  todos  los  fluo- 
roscopios, diríamos  que  la  pantalla  recibe  seis  veces  menos  radia- 
ciones que  la  superficie  de  la  mesa.  Además,  las  radiaciones  que 
llegan  hasta  la  pantalla  se  disminuyen  grandemente  cuando  se  in- 
terpone el  paciente  entre  la  mesa  y la  pantalla,  y aún  disminuyen 
más  al  atravesar  el  vidrio  aplomado  de  la  pantalla. 

El  fluoroscopio  moderno  es  tan  dañino,  en  lo  que  respecta  a 
las  radiaciones,  como  lo  era  el  que  usábamos  en  1919,  en  Johns 
Hopkins.  En  lo  único  que  hemos  adelantado  es  en  lo  que  respecta 
a los  peligros  que  aparejan  las  corrientes  de  alto  voltaje,  y en  la 
calidad  de  las  pantallas.  Entonces  se  reportaban,  con  no  poca  fre- 
cuencia, electroejecuciones  en  las  salas  fluoroscópicas.  Hoy  los 
aparatos  a prueba  de  “shock”  han  puesto  fin  a esas  tragedias. 

En  lo  que  respecta  a la  FLUOROSCOPIA  DEL  PECHO,  lo 
ideal  sería,  como  nos  dice  el  conocido  y eminente  Radiólogo  Riggles, 
hacer  una  investigación  fluoroscópica  del  tórax  de  cada  enfermo 
que  busca  asistencia  médica,  sean  cuales  fueren  sus  síntomas,  to- 
da vez  que  se  trata  de  un  procedimiento  relativamente  de  poco 
costo,  que  recompensa  nuestros  esfuerzos,  proveyéndonos  a veces 
con  informaciones  clínicas  de  más  valor  que  las  que  se  obtienen 
por  medio  del  examen  físico.  Esto  no  quiere  decir  que  la  fluoros- 
copía  suplante  al  examen  físico ; lo  que  quiere  decir  es  que  este  tipo 
de  investigación  demuestra  a veces  procesos  que  no  producen  sig- 
nos físicos,  o si  los  producen,  son  tan  vagos  que  pueden  pasar  des- 
apercibidos al  mejor  clínico.  Además,  no  infrecuentemente  se  des- 
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cubre  por  la  fluoroscopía,  la  verdadera  extensión  del  proceso  ya 
descubierto  en  el  examen  fisico  y hasta  procesos  complicantes  que 
no  sospechamos.  Naturalmente,  que  a nadie  se  le  escapa  la  im- 
portancia de  una  investigación  fluoroscópica,  cuando  el  médico  tiene 
facilidades  para  ello,  en  todo  paciente  que  padece  de  alguna  enfer- 
medad de  los  órganos  torácicos. 

Nada  hay  más  esencial  en  la  práctica  de  la  fluoroscopia  que  la 
preparación  de  la  vista.  Esto  es  más  aplicable  cuando  se  trata  del 
examen  del  tórax,  porque  como  los  pulmones  son  tan  radiolucentes, 
la  imagen  fluoroscópica  se  revela  casi  sin  preparación,  y el  inex- 
perto se  cree  que  está  viendo  todo  lo  que  hay  que  ver.  Las  pupilas 
deben  dilatarse  usando  gafas  apropiadas,  por  un  periodo  minimo, 
por  reloj,  de  diez  minutos,  y cuando  el  tiempo  no  nos  apremia  veinte 
minutos  es  aún  mejor.  El  que  crea  que  puede  hacer  buenas  inves- 
tigaciones fluoroscópicas  durante  las  horas  de  consulta  entre  en- 
fermo y enfermo,  sin  preparación  completa  de  la  vista,  se  está  en- 
gañando a sí  mismo  y engaña  al  enfermo.  La  buena  preparación 
permite  exámenes  rápidos,  y estos  son  esenciales  en  la  protección 
del  fluoroscopista. 

El  clínico  que  durante  las  horas  de  consulta  quiera  hacer  ex- 
ploraciones fluoroscópicas  entre  enfermo  y enfermo,  puede  hacer- 
las con  eficiencia  usando  gafas  rojas  mientras  toma  el  historial 
clínico  y escribe  el  resultado  del  examen  físico.  Nosotros  usamos 
gafas  que  nos  permiten  leer  claramente  bajo  la  luz  del  día  o buena 
luz  artificial. 

Hay  un  fenómeno  que  Sir  Alfred  Barclay  describe  bajo  el  nom- 
bre de  “anestesia  visual”,  que  ocurre  cuando  se  hacen  un  número 
crecido  de  fluoroscopías,  sucesivamente.  El  fluoroscopista  se  olvida, 
puede  decirse,  de  ló  que  está  viendo,  su  mente  divaga,  y vienen  pen- 
samientos que  nada  tienen  que  ver  con  lo  que  está  haciendo.  Pue- 
de que  hasta  no  se  de  cuenta  de  la  imagen  de  la  pantalla.  Cuando 
ésto  ocurre,  debe  posponerse  el  trabajo  y descansar  la  vista  por  lo 
menos  una  hora. 

Recientemente  se  refirió  a una  uiydad  de  tuberculosis  del  De- 
partamento de  Sanidad,  un  enfermo  padeciendo  de  tuberculosis 
pulmonar,  de  donde  fué  devuelto,  diciéndose  después  de  haberse  he- 
cho una  investigación  fluoroscópica,  que  el  enfermo  no  padecía  de 
tuberculosis.  Hubo  que  mandar  las  radiografías,  que  demostraban 
un  proceso  bastante  avanzado,  para  convencer  al  médico,  quien  sin 
duda  alguna  había  practicado  el  examen  radioscópico  con  una  pre- 
paración inapropiada  de  la  vista,  o por  causa  de  mucho  trabajo 
fluoroscópico,  estaba  sufriendo  de  anestesia  visual. 

La  antítesis  de  este  fenómeno  ocurre  cuando  el  médico  fluo- 
roscopista festinadamente  quiere  ver  en  la  pantalla  lo  que  creyó 
oyeron  sus  oídos  o palparon  sus  manos.  El  clínico  debe  recurrir  al 
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fluoroscopio  con  mente  abierta  para  acoplar  si  fuere  posible  la  in- 
formación fluoroscópica  con  la  información  obtenida  del  historial 
clínico  y del  examen  físico. 

Es  bueno  que  aclaremos  que  una  fluoroscopía  del  pecho,  aún 
hecha  por  el  más  experto  bajo  las  mejores  condiciones,  no  nos  da 
derecho  a declarar  que  no  hay  patología  pulmonar.  Cuando  los  sín- 
tomas lo  justifiquen,  debe  practicarse  la  radiografía,  recordando 
siempre,  sin  embargo,  que  una  fluoroscopía  bien  hecha  es  mejor 
que  una  radiografía  mala. 

Usese  un  máximum  de  aproximadamente  4 M.  A.  con  máximo 
de  90  K.  V. 

El  miliamperaje  puede  ser  menos  en  niños  y adultos  de  poco 
peso,  lo  mismo  que  el  voltaje.  El  procedimiento  que  nosotros  se- 
guimos es  el  siguiente:  Hacemos  un  registro  general  del  tórax, 
usando  una  apertura  horizontal  a todo  lo  largo  de  la  pantalla,  y co- 
mo dos  o tres  pulgadas  de  ancho,  así  estudiamos: 

1 —  Las  excursiones  de  los  diafragmas. 

2 —  Los  pulmones  por  segmentos,  hasta  llegar  a los  vértices. 

3 —  Cerramos  el  diafragma  aproximadamente  a una  apertura 
de  3 X 3 pulgadas  y examinamos  los  vértices  individualmente,  an- 
tes y después  de  toser  el  enfermo. 

4 —  Hacemos  otra  apertura  vertical  del  diafragma  a todo  lo 
ancho  de  la  pantalla  y com.o  3 pulgadas  de  largo,  para  examinar  los 
espacios  mediastinales  en  las  posiciones  oblicua  derecha  e izquier- 
da anterior,  en  expiración  e inspiración. 

5 —  Cerramos  la  apertura  vertical  a 3 pulgadas  y procedemos 
al  estudio  de  los  hilios,  rotando  al  enfermo  de  derecha  a izquierda 
y viceversa,  para  determinar  los  factores  que  causan  su  densidad 
y tamaño,  y también  estudiamos  el  corazón  y los  grandes  vasos, 
aumentando  si  fuere  necesario  el  tamaño  de  la  apertura. 

6 —  Abrimos  el  diafragma  para  ver  todo  el  tórax  por  algunos 
segundos,  y observamos  la  aireación  de  los  pulmones.  Si  el  enfermo 
es  tan  grueso  que  tenemos  que  retirar  la  pantalla  una  distancia 
mayor  de  65  cms.  de  la  mega,  entonces  se  observan  los  pulmones 
individualmente,  porque  si  abrimos  el  diafragma  en  toda  su  ex- 
tensión, se  proyectan  las  radiaciones  fuera  del  marco  de  la  pan- 
talla y recibimos  radiaciones  directas.  * 

7 —  Hacemos  una  observación  con  el  enfermo  en  posición  la- 
lera!  para  observar  la  posición  del  corazón  y las  fisuras  pulmona- 
res, cerrando  la  apertura  verticalmente  según  fuere  necesario. 

El  que  observe  estos  procedimientos  en  la  fluoroscopía  del  pe- 
cho, obtendrá  informaciones  de  gran  ayuda  clínica,  sin  exponerse 
a peligro  alguno. 

Para  nada  tenemos  que  usar  las  manos  más  allá  de  la  pantalla, 
en  la  fluoroscopía  torácica. 
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En  la  fluoroscopía  del  tracto  gastrointestinal,  el  uso  de  las 
manos  es  mandatorio,  pues  si  bien  es  cierto  que  sin  usarlas  obser- 
vamos el  disco  en  varios  ángulos,  notando  así  su  tamaño,  posición 
y movimientos,  con  la  ayuda  de  la  palpación  obtenemos  datos  adi- 
cionales de  gran  importancia.  Esta  ayuda  es  tan  definitiva  que  por 
legla  general  llegamos  a conclusiones  concretas,  claras  y termi- 
nantes. El  diagnóstico  de  las  enfermedades  gastrointestinales  se- 
gún nuestro  entender,  descansa  principalmente  en  el  examen  fluo- 
roscópico.  Las  radiografías  se  toman  por  regla  general  para  poner 
en  record  lo  que  ya  hemos  encontrado  en  la  fluoroscopía. 

El  hecho  de  que  las  lesiones  de  la  piel,  producidas  por  los  rayos 
X en  muchos  de  los  primeros  radiólogos,  ocurrieron  casi  siempre 
en  las  manos,  y de  vez  en  cuando  en  la  cara  y el  cuello,  causó  co- 
mentarios e investigaciones  y se  llegó  empíricamente  a la  conclu- 
s ón  de  que  la  ropa  filtraba,  si  no  toda,  una  cantidad  considerable 
de  los  rayos  dañinos. 

Esta  teoría  hizo  que  Carman,  el  padre  de  la  radiología  gastro- 
intestinal, abandonara  el  uso  de  los  guantes  aplomados  en  1918, 
sustituyéndolos  por  guantes  corrientes  de  cuero.  Desde  entonces 
ningún  radiólogo  de  Mayo  Clinic  ha  usado  guantes  aplomados  en 
su  trabajo  fluoroscópico.  Nosotros  nunca  los  hemos  usado,  porque 
el  guante  aplomado  es  tan  grueso  e inflexible  que  su  uso  le  roba 
a los  dedos  el  sentido  del  tacto,  tan  importante  en  estas  investiga- 
ciones. Es  más,  la  sombra  densa  que  producen  los  dedos  del  guan- 
te, obliteran  en  parte  los  finos  detalles  que  constituyen  el  objeto 
principal  de  la  palpación,  ésto  es  más  aplicable  cuando  se  usa  una 
apertura  pequeña.  Además  se  supone  que  la  falsa  seguridad  que 
nos  da  el  uso  de  los  guantes  aplomados  prolonga  el  examen,  con 
perjuicio  del  enfermo,  y hasta  del  operador. 

Gran  número  de  radiólogos  empiezan  esta  investigación  fluo- 
rosccpica  observando  la  comida  de  bario  según  pasa  a través  del 
esófago  al  estómago.  Nosotros  preferimos  observar  el  estómago 
al  instante  en  que  el  bario  entra  en  él.  A veces  ese  primer  trago 
descubre  patología  que  no  es  posible  demostrar  más  tarde  en  el 
examen.  Es  más,  no  hace  mucho  descubrimos  con  esa  técnica,  una 
úlcera  de  la  pared  posterior  del  cardia  gástrico  que  no  pudimos  re- 
producir en  las  radiografías.  La  operación  corroboró  nuestro  ha- 
llazgo. 

Después  observamos  el  esófago,  y continuamos  el  examen  del 
estómago,  regando  el  bario,  palpando  profundamente  para  estudiar 
el  relieve  de  la  mucosa  gá.strica;  esto  se  hace  tan  rápidamente  que 
casi  siempre  terminamos  cuando  el  enfermo  traga  la  última  gota 
de  la  comida  de  bario. 

Entonces  usamos  el  estómago  lleno,  como  elemento  protector 
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de  nuestros  dedos,  para  aproximar  las  paredes  gástricas,  exami- 
nar las  corvaduras  y forzar  el  barium  a través  del  píloro,  obser- 
vando así  el  duodeno,  según  se  llena  y se  vacía. 

Cuatro  factores  son  importantes  en  la  fluoroscopía  del  tracto 
gastro-intestinal : 

1 —  El  uso  del  diafragma,  con  la  apertura  más  pequeña  posible. 

2 —  Rapidez  en  el  examen,  consistente  con  eficacia. 

3 —  Uso  completo  del  efecto  protector  producido  por  el  bario,  y 

4 —  Mantenimiento  de  las  manos  fuera  de  la  apertura  del  dia- 
fragma, tanto  como  nos  sea  posible. 

A pesar  de  que,  según  nuestra  experiencia,  el  uso  de  guan- 
tes aplomados  es  innecesario  cuando  se  observan  estos  factores, 
nosotros  aconsejamos  su  uso  a todo  médico  cuya  cantidad  de  tra- 
bajo fluoroscópico  no  le  permite  establecer  y acostumbrarse  a téc- 
nicas y procedimientos  rutinarios,  en  este  tipo  de  investigaciones. 

Ya  hemos  mencionado  que  desde  el  1918  los  radiólogos  de  Ma- 
yo Clinic  no  usan  guantes  aplomados  y oigamos  estos  números: 
Durante  los  quince  años  desde  1918  a 1932,  inclusive,  hicieron  es- 
tos radiólogos  184,079  estudios  fluoroscópicos  gastrointestinales, 
lo  que  dá  un  promedio  anual  de  12,272.  Ellos  calcularon  que  el  pro- 
medio anual  de  cada  radiólogo  fué  aproximadamente  2000  exá- 
menes, excepto  uno  de  ellos,  cuyo  promedio  anual  alcanzó  a 4000 
fluoroscopías  gastrointestinales.  La  esencialidad  de  la  palpación  en 
los  estudios  fluoroscópicos  gastro-intestinales  está  bien  recalcada 
por  el  notable  radiólogo  inglés.  Sir  Alfred  Barclay,  quien  en  su 
artículo  publicado  en  Acta  Radiológica,  (Volumen  6to.,  página  135) 
dice : 

“Radioscopic  palpation  is  in  my  opinion  the  greatest  ally  we 
have  in  detecting  the  finest  pathological  changes  in  the  stomach 
and  intestines.  Obviously,  it  is  an  extremely  dangerous  procedure 
in  the  hands  of  those  who  do  not  understand  the  art.  For  those 
who  study  the  methods  and  realize  the  danger  to  themselves  of 
ignorance,  neglect  and  carelessness,  there  is,  I believe,  no  risk 
whatever,  and  the  increased  accuracy  of  diagnosis  is  such,  that  no 
constientious  radiologist  can  afford  to  neglect  the  cultivation  of 
the  art.” 

Vamos  a entrar  ahora  en  el  análisis  de  la  que  llamaremos 
fluoroscopía  quirúrgica,  que  es  la  que  consideramos  verdadera- 
mente peligrosa.  En  primer  lugar,  el  uso  de  las  máquinas  portáti- 
les y las  pantallas  fluoroscópicas  portátiles  está  prohibido  en  este 
tipo  de  fluoroscopía.  Su  uso  equivale  al  suicidio  y el  que  se 
aventure  a usarla  con  insistencia  puede  estar  seguro  de  que 
pagará  caramente  su  osadía.  La  fluoroscopía  portátil  está  per- 
mitida solamente  en  casos  esxepcionales,  en  la  mesa  de  ope- 


FLU0R08C0PIA-.  MERITOS  Y PELIGROS 


73 


raciones,  cuando  es  necesario  localizar  algún  instrumento  perdi- 
do durante  una  laparatomía,  o bien  visualizar  un  cálculo  en  el  pa- 
rénquima  del  riñón  traido  a la  superficie,  o cualquier  investigación 
similar.  Este  tipo  de  fluoroscopia  debe  hacerse  rápidamente,  y el 
operador  debe  mantenerse  tan  lejos  del  tubo  de  Rayos  X como  sea 
posible. 

Para  que  nos  percatemos  con  verdadera  claridad  de  los  peli- 
gros que  acompañan  a la  fluoroscopia  quirúrgica,  tenemos  que  vol- 
ver de  nuevo  a la  parte  física  y efectos  biológicos  de  las  radiacio- 
nes. Ya  hemos  dicho  que  800  r que  caigan  sobre  la  piel  humana, 
emanadas  por  un  tubo  de  Rayos  X montado  al  aire,  usando  los 
factores  que  corrientemente  se  usan  en  fluoroscopia,  equivalen  a 
una  dosis  eritematosa.  En  ninguna  fluoroscopia  es  más  importante 
el  mantener  las  manos  fuera  del  campo  de  las  radiaciones  que  en 
este  tipo,  puesto  que  nuestras  manos  se  acercan  al  tubo  de  tal  ma- 
nera, que  reciben  seis  veces  más  radiaciones  de  las  que  llegan  has- 
ta la  pantalla.  Desde  el  punto  de  vista  biológico,  podemos  decir 
que  los  Rayos  X producen  tres  efectos:  El  estimulante,  el  inhibi- 
tivo,  y el  destructivo.  Fácilmente  se  pasa  de  un  efecto  a otro,  si 
no  observamos  precaución,  sea  cual  fueren  nuestros  conocimientos 
y experiencia  con  las  rediaciones. 

Nosotros  usamos  en  el  tratamiento  de,  digamos,  un  caso  de 
acné,  600  r divididas  en  8 tratamientos  de  75  r cada  uno,  y damos 
un  tratamiento  semanal.  Este  tratamiento  no  consideramos  repe- 
tirlo, si  fuere  necesario,  antes  de  que  transcurran  por  lo  menos  12 
semanas,  y si  no  obtenemos  una  cura  en  la  segunda  serie,  descon- 
tinuamos el  uso  de  los  Rayos  X.  Y es  porque  si  se  continuara  el 
tratamiento  radiológico,  aún  con  cautela,  es  seguro  que  causaría- 
mos una  atrofia  del  tejido  panicular,  lo  cual  producirla  arrugas 
en  la  piel. 

Ninguna  persona,  particularmente  ninguna  mujer,  se  mostra- 
rla agradecida  si  le  cambiamos  los  barros  por  arrugas.  Menciona- 
mos este  hecho,  porque  queremos  recalcar  la  acción  paulatina  de 
los  Rayos  X. 

Si  el  médico  tardara  solamente  dos  minutos  en  reducir  una 
fractura  con  las  manos  dentro  del  campo  de  las  radiaciones,  y tra- 
tara un  caso  semanal,  recibirla  en  las  manos  semanalmente  una 
dosis  de  80  r que  con  el  tiempo,  inescapablemente  habría  de  traer 
resultados  trágicos. 

No  sabemos  de  ningún  médico  o cirujano  ortopédico  que  pue- 
da siempre  reducir  una  fractura  en  tan  corto  período  de  tiempo.  En 
otras  palabras,  lo  que  queremos  recalcar  es  que  el  médico  que  ha- 
a una  fluoroscopia  con  o sin  guantes  aplomados,  con  las  manos 
en  el  campo  de  las  radiaciones  cerca  de  la  mesa,  está  presentán- 
dose como  candidato  seguro  a ser  víctima  de  este  elemento  físico. 
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Los  guantes  aplomados  ofrecen  alguna  protección,  pero  no  es  una 
protección  absoluta.  El  cirujano  ortopédico  puede  ayudarse  en  su 
trabajo  con  el  fluoroscopio,  siempre  y cuando  mantenga  sus  ma- 
nos fuera  del  campo  de  las  radiaciones,  y use  el  fluoroscopio  sola- 
mente para  corroborar  si  ha  reducido  bien  la  fractura,  pero  nunca 
para  reducirla.  Con  eso  queremos  decir  que  el  médico  debe  actuar 
como  si  no  tuviera  un  fluoroscopio  disponible  y usarlo  para  cercio- 
rarse de  que  ha  hecho  un  buen  trabajo. 

Una  vez  que  hayan  aparecido  lesiones  causadas  por  las  radia- 
ciones, por  leves  que  ellas  sean,  el  médico  debe  descontinuar  el  uso 
de  técnicas  fluoroscópicas  que  requieran  el  uso  de  las  manos  más 
allá  del  nivel  de  la  pantalla.  Recordemos  que  una  piel  averiada  por 
las  radiaciones  responde  al  menor  insulto,  a la  irritación  más  Ín- 
fima, y que  el  poder  de  recuperación  de  estos  tejidos  es  casi  nulo. 
Por  eso  las  úlceras  rebeldes  y las  degeneraciones  malignas. 

Nada  diremos  sobre  los  efectos  sistémicos  que  pudieran  tener 
las  radiaciones  de  bajo  voltaje  que  usamos  en  el  fluoroscopio,  por- 
que de  ello  nada  sabemos.  Cierto  que  hemos  oído  hablar  de  efec- 
tos esterilizantes,  pero  hasta  el  presente  no  hemos  visto  un  solo 
caso  cuya  esterilidad  podría  achacarse  ni  siquiera  remotamente  a 
los  efectos  de  este  tipo  de  radiaciones.  Es  más,  cuando  hemos  pro- 
cedido a la  castración  terapéutica,  tanto  en  el  hombre  como  en  la 
mujer,  hemos  tenido  que  usar  dosis  relativamente  altas  de  radia- 
ciones de  alto  voltaje  con  alta  filtración. 

Las  llamadas  radiaciones  profundas  y ultra  profundás  son  las 
que  pueden  producir  trastornos  sistémicos,  fases  de  las  cuales  han 
sido  víctimas  un  sinnúmero  de  radiólogos. 

No  vamos  a entrar  en  detalles  sobre  esta  materia  porque  está 
fuera  de  la  órbita  del  tema  que  discutimos.  Basta  que  llamemos  la 
atención  hacia  el  hecho  de  que  salvo  los  casos  de  degeneraciones 
malignas  de  la  piel,  los  efectos  mortíferos  de  los  Rayos  X no  sa- 
lieron a la  luz  hasta  el  advenimiento  de  las  radiaciones  de  alto 
voltaje,  hace  cerca  de  treinta  años. 

Si  el  fluoroscopista  se  prepara  bien  la  visión,  si  tiene  siempre 
en  mente  que  las  radiaciones  varían  a razón  inversa  del  cuadrado 
de  la  distancia,  si  usa  cnerdamente  el  diafragma,  mirando  a tra- 
vés de  la  apertura  más  pequeña  posible  dentro  de  las  circunstan- 
cias, y si  aprende  a usar  propiamente  sus  manos,  puede  practicar 
la  fluoroscopía  por  muchos  años,  por  toda  una  vida,  sin  ser  víctima 
de  los  Rayos  X. 
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UN  NUEVO  METODO  DE  MEDIDA  DE  LA  PRESION  ARTERIAL 
FEDERICO  VELAZQUEZ,  M.D. 

Santurce,  P.  R. 

Sois  satisfait  des  fleiirs,  des  fruits,  meme  des  feuilles, 
Si  c’est  dans  ton  jardin  a toi  que  tu,  les  cucilles! 

Edmond  Rostand 


Los  métodos  indirectos  de  medida  de  la  presión  arterial  co- 
munmente usados  en  clínica,  si  bien  proporcionan  iníormaciones 
aproximadas  sobre  el  valor  de  la  presión  de  la  sangre,  están  aun 
muy  lejos  de  tener  la  precisión  que  exige  el  rigor  científico  mo- 
derno. Nosotros  hemos  ideado  un  método  que  pretende  aportar  esa 
precisión  y,  además,  suministrar  información  sobre  el  valor  de  la 
presión  arterial  en  cualquier  instante  de  su  variación  en  el  trans- 
curso de  la  onda  sistólica. 

Nuestro  método  conlleva  dos  etapas.  En  una,  se  determina 
experimentalmente  el  valor  de  la  presión  de  la  sangre  en  dos  mo- 
mentos distintos  de  la  curva  de  expansión  arterial  en  función  del 
tiempo,  esto  es,  del  esfigmograma ; en  la  otra,  basándose  en  los 
datos  recogidos  en  la  primera  etapa,  se  obtiene,  mediante  el  cálculo 
matemático,  el  valor  de  la  presión  en  cualquier  otro  momento  de 
la  onda  esfígmica. 

Para  llevar  a cabo  una  medición  de  presión  con  nuestro  méto- 
do, es  necesario  la  ejecución  de  una  serie  de  tres  trazados  esfig- 
mográficos  sucesivos  (figs.  1,  2 y 3)  de  una  arteria  cualquiera 
de  los  miembros,  valiéndonos,  para  captar  sus  latidos,  de  un  doble 
brazal  del  tipo  Gallavardin,  provisto  de  un  separador  entre  ambas 


íi 


* Trabajo  presentado  a la  Asamblea  de  la  Asociación  Médica  de  Puerto  Rico, 
diciembre  de  1949. 
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cámaras,  de  manera  que  a voluntad  puedan  incomunicarse  entre  sí. 
La  cámara  superior  está  unida  a un  manómetro  y a la  bomba  de 
insuflación  de  aire,  mientras  que  la  inferior  está  conectada  al  apa- 
rato inscripto!*  de  los  latidos  arteriales.  Es  esta  cámara  la  que, 
una  vez  incomunicada  por  el  separador,  recoge  los  impulsos  arte- 
riales que  son  registrados. 

El  instrumento  permite,  además,  la  inscripción  simultánea  de 
un  electrocardiograma.** 

Al  llevar  a cabo  la  inscripción  de  la  serie  de  curvas  menciona- 
da, variamos  el  valor  manométrico  de  la  presión  en  el  brazal  de 
trazado  a trazado,  de  suerte  que  cada  uno  de  los  trazado.*;  refleje 
la  imagen  gráfica  del  latido  de  la  arteria  bajo  diferentes  contra- 
presiones. El  trazado  de  la  fig.  3 lo  inscribimos  haciendo  una  con- 
trapresión muy  por  debajo  de  la  diastólica  presumida.  El  trazado 
de  la  fig.  2 lo  inscribimos  ejerciendo  una  contrapresión  (de  valor 
Po)  algo  mayor  que  la  diastólica  supuesta.  El  trazado  de  la  fig.  1 
lo  inscribimos  comprimiendo  la  arteria  con  una  contrapresión  (de 
valor  P,)  algo  por  debajo  de  la  sistólica  prevista. 

El  esfigmograma  de  la  fig.  3 (cuyo  esquema  aparece  en  la  fig. 
4 para  facilidad  de  la  explicación),  realizado  bajo  una  contrapre- 
sión muy  baja,  evidencia  los  cambios  de  presiones  de  la  onda  pul- 
sátil ocurridos  al  nivel  del  segmento  explorado;  es  decir,  constitu- 
ye un  esfigmograma  clásico,  cuya  fidelidad  depende,  principalmen- 


Hemos  usado  también  el  estetograma  simultáneo,  valiéndonos  como  refe- 
rencia de  la  primera  vibración  del  primer  ruido  cardíaco. 
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te,  de  la  frecuencia  natural  y la  sensibilidad  del  dispositivo  inscrip- 
tor. 

Los  trazados  (figs.  2 y 1),  que  han  sido  inscriptos  con  la  ar- 
teria comprimida  por  presiones  (Pi,  P2)  supradiastólicas,  registran 
solamente  los  cambios  de  presión  arterial  de  valor  manométrico 
superior  al  valor  de  la  contrapresión  ejercida  en  el  brazal;  esto  es, 
la  arteria  bajo  el  brazal  inflado  queda  inmóvil  hasta  el  momento 
en  que  la  presión  intra-arterial  alcanza  una  magnitud  igual  a la 
presión  extra-arterial  que  la  colapsa.  Ese  momento  se  hace  evidente 
en  los  dos  trazados  (figs.  2 y 1)  por  el  punto  de  origen  del  gancho 
ascendente,  esto  es,  por  la  posición  en  el  tiempo  del  pie  de  ia  onda 
pulsátil. 

La  medida  del  tiempo  transcurrido  (X^,  X^)  entre  el  vértice 
de  R del  electrocardiograma  simultáneo,  y el  pie  de  la  onda  en  ca- 
da uno  de  los  trazados  (figs.  2 y 1)  nos  permite  conocer  los  dos 
instantes,  con  relación  al  punto  de  referencia  R,  en  que  ocurrie- 
ron las  presiones  intra-arteriales  iguales  a las  contrapresiones 
(Pj,  Po)  ejercidas  sobre  la  arteria.  Esos  dos  instantes  valoran  las 
absisas  (X,,  X.),  las  cuales  localizan  los  puntos  (Mi,  Mo)  corres- 
pondientes a las  presiones  (P,,  P^)  en  la  rama  ascendente  del  es- 
figmograma  (fig.  3,  esquema  fig.  4). 

Por  otra  parte,  como  el  instrumento  inscriptor  varia  lineal- 
mente con  la  presión  de  la  arteria,  las  presiones  (Pi,  P2)  son  pro- 
porcionales a las  ordenadas  (y^  y-)  de  los  puntos  (Mi,  M.,).  Esto 

(I.  = 

(II)  P,  = K y. 

De  la  misma  manera,  una  cifra  de  presión  cualquiera  (p,^)  es 
idénticamente  proporcional  a la  ordenada  (ya)  del  punto  (m)  (fig. 
3,  esquema  fig.  4).  Esto  es: 


(III)  p^  = Ky3 

Por  otra  parte,  restando  la  ecuación  (II)  de  (I)  se  obtiene  el 
valor  de  (K).  Esto  es: 

P — Po 

Pi  — P2==K  (yi  — y2)  de  donde  K = — ^ 

yi  — y2 

Pero  la  diferencia  (yi  — yg)  es  igual  a la  medida  del  espacio  (S) 
entre  los  puntos  (Mj,  Mg),  luego: 

(IV)  K = 


S 
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El  valor  de  (p^^)  se  obtiene  restándose  la  ecuación  (I)  de  la 
(III),  esto  es: 

Px-Pi^K  (y,i-y,)  de  donde:  p^  = P, + K (y.i-yi) 

Pero  la  diferencia  (y^  — yO***  es  igual  a la  medida  del  espacio  (s) 
entre  los  puntos  (m,  Mj),  luego: 


(V)  p^  = Pj  + Ks 


Ahora  bien,  en  la  ecuación  (IV)  expresamos  K en  términos 
de  Pi,  P;.,  S.  La  ecuación  (V)  puede  entonces  expresarse  asi: 


P,-P, 

S 


(VI) 


s 


A título  de  ejemplo,  supongamos  que  queremos  conocer  el  va- 
lor de  la  presión  sistólica.  Supongamos  asimismo  que 

Pi  = 160 

Po  = 140 
S"  = 5 
s = 8.5 

Ahora  bien,  aplicando  la  fórmula  (VI),  tenemos  que: 

160-140  , 

presión  sistólica  = 160  + ^ X 8.5  = 194 

La  fase  matemática  se  reduce,  pues,  a substituir  en  la  fórmula 
(VI)  los  valores  obtenidos  experimentalmente.  Es  obvio  que  los 
sístoles  comparados  deben  ser  de  duración  sensiblemente  igual. 

El  método  que  proponemos,  si  bien  requiere  una  técnica  más 
complicada  que  los  métodos  indirectos  usuales,  nos  parece  más 
exacto  y,  sobre  todo,  permite  obtener  una  continua  visión  manomé- 
trica  del  desenvolvimiento  de  la  onda  esfígmica, 


♦**  La  diferencia  (y^  — y^)  = s tiene  un  valor  negativo  si  la  ordenada  (y_j) 
es  de  menor  magnitud  que  (yj^). 


USE  OF  MULBERRY  LEAF  IN  DIABETES  MELLITUS 


MANUEL  E.  PANIAGUA,  M.D. 
and 

FEDERICO  HERNANDEZ-MORALES,  M.D. 

Diabetics,  in  common  with  people  suffering  from  other  chronic 
diseases,  have  always  been  in  search  of  the  wonder-drug  that  will 
“cure”  them  once  and  for  all.  The  former  especially,  with  but 
rare  exceptions,  soon  become  tired  of  dietary  restrictions  and  of 
daily  injections,  and  if  they  cannot  find  a “cure-all”  will  settle 
for  some  kind  of  treatment  that  would  make  these  incon- 
veniences unnecessary.  For  these  reasons  there  is,  among  diabe- 
tics, a continuous  interchange  of  information  about  secret  and  not- 
so-secret  home  remedies,  special  brews,  and  even  patent  medicines, 
and  everyone  is  anxious  to  try  the  remedy  that  worked  wonders 
in  the  case  of  Mrs.  Blank.  This  willingness,  as  well  as  the  gullibility 
of  the  uninformed  layman,  makes  the  diabetic  an  easy  prey  for 
racketeers. 

On  the  other  hand,  we  cannot  forget  that  many  of  the  drugs 
which  form  important  parts  of  our  modem  pharmacopea  did  have 
their  humble  origin  in  just  such  home  remedies  — one  outstanding 
example  being  that  of  digitalis. 

With  these  considerations  in  mind,  and  not  pretending  to  be- 
come another  Withering,  we  decided  to  undertake  the  investigation 
of  the  alleged  hypoglycemic  effects  of  an  infusion  prepared  from 
the  leaves  of  the  white  mulberry  tree  (morus  alba).  We  were  ac- 
quainted with  the  work  of  Pons'  on  the  effects  of  “cundeamor”, 
another  very  popular  home  remedy  for  diabetes,  and  decided  to 
follow  a similar  process  of  investigation.  In  spite  of  the  negative 
results  obtained  thus  far  by  Asenjo-  using  the  same  preparation 
in  alloxan-diabetic  rats,  we  were  encouraged  to  give  it  a clinical 
trial. 


MATERIAL  AND  METHODS 

The  material  consisted  of  an  infusion  of  the  leaf  of  the  mul- 
berry tree,  supplied  by  the  Agricultural  Experimental  Station  of 
the  University  of  Puerto  Rico,  and  prepared  by  Dr.  Conrado  Asen- 
jo at  the  Department  of  Biochemistry  and  Nutrition  of  the  School 
of  Tropical  Medicine. 

The  patients  were  selected  so  as  to  include  a representation 


* From  the  Department  of  Clinical  Medicine,  School  of  Tropical  Medicine  and 
University  Hospital,  San  Juan,  P.  R. 
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of  all  ages,  both  sexes,  and  the  widest  possible  variation  in  the 
severity  of  the  disease. 

The  method  used  was  the  hospitalization  and  standardization 
of  the  patients  with  proper  diet  and  insulin  administration  in  those 
cases  who  required  the  latter.  When  it  was  feasible,  insulin  was 
discontinued  and  the  patient  kept  on  diet  only  so  as  to  be  sure  of 
its  effects.  Those  that  lapsed  out  of  control  were  re-standardized 
with  insulin  before  the  test  was  started.  Insulin  was  then  discon- 
tinued and  the  test  solution  given. 

The  test  itself  consisted  in  the  oral  administration  of  1000-1500 
cc  of  the  infusion  during  each  24  hour  period.  This  was  continued 
for  a variable  length  of  time.  In  case  #2  the  test  was  discontinued 
after  2 days  because,  in  the  absence  of  insulin,  the  blood  sugar 
was  climbing  rapidly  and  the  patient  was  going  into  acidosis. 


RESULTS 

Case  #1  — ■ R.  R.  J.  — A-10,351  (University  Hospital) 

A 19  year  old  white  male  with  severe  diabetes  of  about  3 
years  duration,  fairly  well  controlled  on  a diet  of  2,200  calories, 
consisting  of  250  Gm  of  carbohydrate,  120  Gm  of  protein,  and  80 
Gm.  of  fat,  and  around  60-70  units  of  Globin  Insulin.  When  ad- 
mitted he  was  out  of  control  because  he  had  not  followed  his  diet 
and  was  taking  insulin  irregularly.  He  was  standardized  with  the 
Same  diet  divided  in  4 equal  meals  at  6-hour  intervals  and  20  units 
of  RI  4 times  a day  before  meals.  Four  days  later  insulin  was 
discontinued  and  the  blood  sugar  rose  rapidly  (Fig.  1).  He  was 
re-standardized  and  after  the  blood  sugar  was  down  to  normal,  in- 
sulin was  again  discontinued  and  the  test  solution  was  given.  After 
4 more  days  the  blood  sugar  had  risen  to  values  similar  to  those 
of  the  insulin-free  control  period.  Two  injections  of  RI  were  given 
(20  units  each)  in  an  effort  to  bring  down  the  blood  sugar  a-nd 
prolong  the  test  period  in  case  the  solution  had  a delayed  effect. 
After  10  days  the  test  was  discontinued  and  the  patient  re-standard- 
ized and  discharged  with  the  same  diet  in  1:2:2  ratio  and  40  units 
of  PZI  daily. 

Case  #2  — A.  P.  A.  — A-13,814  (University  Hospital) 

A 78  year  old  white  female  with  mild  diabetes  of  27  years 
duration  usually  controlled  with  diet  only,  or  with  diet  and  15-20 
units  of  PZI  daily.  She  was  well  controlled  on  a diet  of  1280 
calories  consisting  of  150  Gm  of  carbohydrate,  80  Gm  of  protein, 
and  40  Gm  of  fat  divided  in  1/5,  2/5  and  2/5.  She  received  15  units 
of  PZI  daily  for  5 days  and  none  thereafter.  Her  blood  sugar  level 
went  from  80-85  up  to  125  mgm  % after  insulin  was  discontinued. 
After  a period  of  5 days  during  which  she  ingested  1500  cc 
of  the  test  infusion  daily,  her  blood  sugar  was  124  mgm  % (Fig.  2). 
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Caie  ^3  ■ — J.  R,  M.  — A-9712  (Unirersity  Hospital) 


A 21  year  old  white  male  with  severe  diabetes  of  3 years 
duration  difficult  to  control  with  diet,  and  around  60  units  of 
PZI  daily.  Admitted  in  acidosis  and  rapidly  controlled  with  a diet 
of  2000  calories  consisting  of  200  Gm  of  carbohydrate,  120  Gm  of 
Protein,  and  80  Gm  of  fat  divided  In  4 equal  feedings  at  6-hour 
intervals,  and  10  units  of  RI  4 times  a day  before  meals.  After  he 
was  out  of  acidosis  and  fairly  well  controlled,  his  blood  sugar 
was  between  80  and  120  mgm  %.  The  insulin  dosage  was  later 
increased  to  15  units,  also  4 times  a day,  in  spite  of  which  his 
blood  sugar  went  up  to  154  mgm  %.  Insulin  was  then  discontinued 
and  he  was  immediately  given  the  test  infusion.  He  began  to  show 
increasing  glycosuria  and  on  the  second  day  of  the  test  his  blood 
sugar  was  490  mgm  % and  there  were  traces  of  acetone  in  the 
urine  (Fig.  3).  The  test  was  discontinued  and  he  was  re-standard- 
ized and  discharged  with  the  same  diet  in  1:2:2  ratio  and  60  units 
of  PZI  daily. 


Case  #4  — M.  S.  F.  — 75175  (Presbyterian  Hospital) 


A 40  year  old  female  of  mixed  race  with  mild  diabetes  of 
several  years  duration,  easily  controlled  with  diet,  and  10-15  units 
of  PZI  daily.  She  was  out  of  control  on  admission  but  was  rapidly 
regulated  with  a diet  of  1540  calories  consisting  of  150  Gm  of  car- 
bohydrate, 100  Gm  of  protein,  and  60  Gm  of  fat,  divided  in  4 equal 
meals  at  6-hour  intervals,  and  20  units  of  RI  4 times  a day  before 
meals.  As  her  condition  improved  her  insulin  dosage  was  reduced 
until  she  was  taking  only  5 units  4 times  a day.  Insulin  was  dis- 
continued and  she  was  given  the  test  solution  for  a period  of 
29  days  (Fig.  4),  following  which  she  was  re-standardized  and 
discharged  with  the  same  diet  in  a 1:2:2  ratio  and  15  units  of 
PZI  daily. 


Case  — R.  D.  A.  — A-10532  (University  Hospital) 


An  18  year  old,  moderately  severe  diabetic  of  about  4 years 
duration,  who  was  admitted  for  surgical  intervention  (circum- 
cision). He  was  controlled  with  a diet  of  1920  calories  consisting 
of  200  Gm  of  carbohydrate,  100  Gm  of  protein,  and  80  Gm  of  fat, 
divided  in  4 equal  meals  at  6-bour  intervals,  and  15  units  of  RI 
4 times  a day  before  meals.  He  was  operated  successfully  on  the  4th 
hospital  day  and  bad  an  uneventful  convalescence.  On  the  second 
post-operative  day  the  diet  was  changed  to  a 1:2:2  ratio  and  he 
was  given  30  units  of  PZI  dally  which  was  later  increased  to  50 
units.  After  complete  recovery,  and  when  the  diabetes  was  well 
controlled,  insulin  was  discontinued  and  the  test  solution  given. 
The  blood  went  rapidly  up  (Fig.  6),  and  was  still  climbing  after 
6 days,  so  the  test  was  ended  and  the  patient  re-standardized  for 
dlscbargo. 
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FIGURE  5 
CONCLUSIONS 

From  the  foregoing  results  we  must  necessarily  conclude  that 
the  alleged  hypoglycemic  effects  of  the  infusion  of  mulberry  leaves 
and  its  “curative”  power  in  diabetes,  as  tested  by  our  methods 
are  nil.  Furthermore,  we  believe  htat  these  negative  results,  as 
well  as  those  obtained  by  Pons,  should  receive  wide  publicity  in 
the  lay  press  so  as  to  discourage  the  present  users  of  these  alleged 
remedies  and  channel  them  towards  the  orthodox  treatment  with 
diet  and  insulin  which,  so  far,  has  been  the  only  one  offering  them 
the  prospect  of  a normal  life  span  and  reasonable  freedom  from 
complications. 
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CAUDAL  ANAESTHESIA  IN  OBSTETRICS 

AS  PRACTICED  AT  BROOKE  GENERAL  HOSPITAL* 

HAROLD  M.  JESURUN,  M.D.** 
and 

JOHN  W.  SIMPSON,  M.D.,  F.A.C.S.*** 

Historial  manuscripts  from  all  the  early  civilization  describe 
the  pains  of  childbirth  and  the  efforts  that  were  made  to  alleviate 
or  abolish  this  pain.  However,  with  all  these  efforts  the  use  of 
anesthetics  to  alleviate  the  pain  of  childbirth  was  unknown  before 
the  middle  of  the  nineteenth  century. 

Almost  every  drug  that  has  been  found  to  possess  pain-re- 
lieving properties  in  any  branch  of  the  medical  sciences  has  been 
used  at  one  time  or  another  in  obstetrics.  It  would  be  a premature 
conclusion  that  the  pains  of  labor  and  delivery  can  be  completely 
controlled  by  existing  techniques  of  present  day  medicine.  “Divi- 
num  est  opus  sedare  dolorem”  — so  spoke  Hippocrates.  This  is  still 
a challenge  to  the  chemist,  the  pharmacologist,  the  obstetrician, 
and  the  anesthetist  who  are  uniting  their  efforts  toward  the  safe 
control  of  pain  in  childbirth.  The  day  of  the  panacea  is  not  yet  in 
sight.  However,  tremendous  strides  have  been  made  toward  this 
end  in  the  last  four  decades.  The  Old  Testament  curse  of  woman- 
kind may  some  day  be  repudiated  in  the  New  Testament  prophecy 
from  Timothy  2:15,  “She  shall  be  saved  in  childbearing  if  they 
continue  in  faith  and  charity  and  holiness  and  sobriety.” 

The  Chinese  history  records  the  use  of  opiates  and  soporific 
potions.  The  Egyptians  had  herbal  remedies  which  banished  sorrow 
from  memory.  The  Dark  Ages  which  followed  the  fall  of  Rome  not 
only  provided  no  relief  for  the  travail  of  childbirth  but  established 
a tradition  of  “hands  off”  for  the  medical  profession,  which  pre- 
cluded attempts  at  giving  relief.  The  care  of  the  woman  in  labor 
was  left  to  ignorant  midwives.  On  Pago  Pago  Island,  Samoa,  where 
the  tribal  civilization  is  older  than  European,  for  generations  wo- 
men in  labor  have  been  treated  with  pressure  anesthesia.  These 
women  kneel  in  labor,  and  during  each  uterine  contraction  the 
strong  man  of  the  tribe  sits  behind  them  and  presses  his  heels  into 
their  short  ribs.  These  natives  are  convinced  that  such  pressure 
lessens  their  pain.  It  is  interesting  to  note  that  the  area  selected 


* From  the  Obstetrical  and  Gynecological  Service,  Brooke  General  Hospital, 
Fort  Sam  Houston,  Texas. 
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for  pressure  anesthesia  is  the  identical  one  which  Cleland  in  1926 
found  to  be  the  pathway  by  which  uterine  pain  impulses  entered 
the  cord,  that  is,  by  the  11th  and  12th  thoracic  segments.  The  Re- 
naissance of  Western  civilization  brought  no  relief  for  women  suf- 
fering the  pains  of  labor.  As  late  as  1591,  Enfame  Macalyane  of 
Edinburgh  was  burnt  at  the  stake  by  the  ecclesiastics  for  attempt- 
ing to  assuage  the  pangs  of  labor. 

In  the  16th  Century  many  witches  were  prosecuted  for  at- 
tempting to  abolish  the  pains  of  labor  by  charms  and  other  means. 
One  method  practiced  was  to  hold  a sword  before  the  patient  who 
was  to  look  at  it  steadily.  This  was  based  on  the  legend  that 
Latina  held  a palm  branch  in  this  way  and  brought  forth  Apollo 
without  suffering;  an  attempt  in  reality  at  mesmerism.  Another 
method  was  to  hang  the  husband  up  by  his  feet  in  the  next  room 
till  labor  was  accomplished.  Since  those  who  possessed  some  know- 
ledge of  midwifery  like  doctors,  had  no  opportunity  to  practice  it 
because  it  was  done  by  midwives,  their  skill  was  not  applied  to 
labor. 

America  produced  one  of  the  first  physicians  to  challenge  the 
reign  of  the  midwives  by  offering  a prescription  for  relieving  the 
pain  of  childbirth.  Dr.  Zerobal  EndicotC  of  Salem,  Massachusetts, 
who  recommended  a potion  made  of  a lock  of  virgin’s  hair  from  a 
woman  of  one  half  the  age  of  the  one  in  labor.  This  was  cut  into 
fine  powder,  mixed  with  12  ant  eggs  and  given  with  a pint  of  Red 
Cow’s  milk  or  strong  ale.  I suppose  the  last  was  preferred  in  most 
instances ! 

During  the  19th  century-  there  were  several  instances  of 
painless  birth  recorded  in  France,  as  a result  of  profound  intoxica- 
tion not  induced  for  this  purpose.  Patients  while  intoxicated  went 
into  labor  and  delivered  without  having  recollection  of  it. 

It  was  not  until  the  17th  century  that  midwives  began  to  be 
replaced  by  physicians,  a process  which  was  accelerated  by  the 
establishment  of  chairs  of  midwifery  in  the  European  universities, 
led  by  Edinburgh  in  1726. 

No  greater  boon  has  ever  come  to  mankind  than  the  power  to 
induce  a temporary  but  complete  insensibility  to  pain.  So  far  as 
surgery  is  now  concerned,  the  means  of  inducing  anesthesia  are 
highly  developed  and  extremely  effective.  Our  goal  in  obstetrics 
is  to  provide  the  parturient  the  comparable  freedom  from  pain  thai- 
is  now  enjoyed  by  the  patient  undergoing  surgery,  without  harm 
to  the  mother  or  child.  In  appraising  the  attempts  made  to 
achieve  this  goal  one  must  bear  in  mind  the  difficulty  of  finding 
a brain  drugging  agent  powerful  enough  to  narcotize  the  mother 
while  not  endangering  the  more  delicate  baby;  and  the  relatively 
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short  time  that  has  elapsed  since  the  nerve  supply  of  the  uterus 
was  worked  out  for  the  scientific  use  of  regional  anaesthesia. 

Through  years  of  effort  Dr.  James.  Y.  Simpson^  of  Edinburgh 
was  finally  able  to  overcome  the  worst  pains  of  labor  and  delivery. 
He  followed  Jacob  Bell  and  Florens’  reports  of  successful  use  of 
chloroform  in  animal  experimentation  with  an  immediate  trial  of 
this  fluid  on  human  beings  on  November  4,  1847.  He  tried  it  on 
himself,  then  his  wife,  her  niece,  his  assistants  and  on  a friend  of 
the  family.  Of  course  he  was  defamed  by  the  Scottish  Calvinists 
who  classified  him  as  a blasphemer,  a heretic,  and  agent  of  the 
devil!  Their  argument  was  that  for  tens  of  thousands  of  years’ 
births  had  taken  place  without  any  means  of  allaying  pain  and 
used  such  quotations  from  the  Genesis  as:  I Sorrow  thou  shall 
bring  forth  the  children.”  However,  Dr.  Simpson  quoted  the 
Genesis  too,  “And  the  Lord  God  caused  a deep  sleep  to  fall  upon 
Adam,  and  he  slept;  and  he  took  one  of  his  ribs,  and  closed  up  the 
flesh  instead  thereof.”  “What  God  Himself  did”,  said  Simpson 
triumphantly,  “cannot  be  sinful.”  Thus,  he  presented  God  as  the 
first  anaesthetist! 

Since  Simpson’s  time  every  new  agent  introduced  to  relieve 
the  pain  of  childbirth  has  been  criticized  by  both  the  profession 
and  the  laity,  but  more  especially  by  the  ecclesiastics  until  the  turn 
of  the  century.  Chloroform  was  used  during  the  birth  of  Queen 
Victoria’s  eighth  child.  Prince  Leopold  in  1853.  In  the  3 decades 
following,  the  use  of  chloroform  analgesia  became  one  of  the  most 
important  possessions  of  medicine  throughout  the  world. 

In  1880  Klikowitsch  of  Petrograd  applied  nitrous  oxide  and 
oxygen  inhalation  analgesia  to  25  obstetric  patients.  In  1909  Dr. 
Clarence  Webster  of  Chicago  became  one  of  the  first  in  America 
to  use  nitrous  oxide  and  oxygen. 

The  year  1901  will  be  remembered  for  the  beginning  of  con- 
duction anaesthesia  in  obstetrics.  In  that  year  Kreis  of  Germany 
first  used  spinal  anaesthesia  for  operative  delivery.  In  this  same 
year  the  French  urologist,  Cathelin,'*  instituted  into  clinical  practice 
the  technique  of  caudal  analgesia  which  he  had  discovered  indepen- 
dently and  with  M.  A.  Sicard”^  of  Paris.  Although  Cathelin  wa.s 
not  an  obstetrician,  he  envisioned  the  use  of  caudal  analgesia  in 
obstetrics.  He  prophesized  as  follows:* 

“En  somme,  I’injection  epidurale  et  la  penetration  par  le  canal 
sacre  constituent  une  methode  nouvelle  qui  merite  d’etre  etudiee 


* In  other  words,  the  epidural  injection  and  the  penetration  by  the  sacral 
canal  constitute  a new  method  which  deserves  study  by  the  surgeons  and  doc- 
tors, as  an  anesthetic  for  operative  procedure  or  simply  as  a procedure  for 
relief  of  pain  (pain  of  labor  or  the  pains  of  inoperable  cancer). 
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par  les  chirurgiens  et  par  les  medecins,  comme  procede  d’analgesie 
operatoire  ou  simplement  comme  procede  pour  calmer  les  douleurs 
(accounchement  douloureux,  douleurs  de  cancer  inoperables)”. 

In  1909  von  Stockel”  of  Marburg,  Germany,  was  the  first  to 
apply  Cathelin’s  techniques  in  obstetrics  by  injecting  cocaine  solu- 
tion in  the  peridural  space  through  the  sacral  hiatus.  He  blocked 
the  painful  impulses  from  the  pelvic  organs  during  labor  and 
delivery.  Even  though  he  secured  considerable  relief  for  his  1^4 
patients,  he  recorded  that  only  9 patients  in  this  series  had  com- 
plete relief  of  all  pain  in  delivery.  Except  for  the  small  series  of 
deliveries  conducted  by  Kreis  of  Germany  in  1901  with  spinal 
anaesthesia,  this  was  the  first  attempt  to  relieve  the  pains  of  labor 
by  the  anatomic  approach.  Schlimpert,  Laeewen  and  von  Gaza 
continued  the  application  of  caudal  analgesia  to  obstetrics.  Schlim- 
pert' made  sure  of  reaching  all  pain-carrying  nerves  by  a block  to 
the  costal  margin.  By  1920,  Erwin  ZwiefeE  had  collected  4,000 
cases  of  caudal  block  from  the  literature.  In  America,  the  technique 
was  used  successfully  for  obstetrics  by  Meeker  and  Bonar**  in  1923. 
Oldham’"  reported  his  series  in  1925,  Lundy”  in  1928,  Heny  and 
Jaur-  in  1929,  Rucker’-  in  1930,  Campbell  in  1935,-  Johnson-  in 
1936.  In  1939,  Baptisti”’  reported  the  successful  use  of  caudal  anal- 
gesia in  200  obstetric  cases.  Hopp”  reported  the  use  of  two  caudal 
injections  in  3 obstetric  cases  in  1941.  Lahman  and  Mietus-  in 
January,  1942  reported  400  obstetric  cases  in  which  caudal  analge- 
sia was  used  for  delivery.  Robert  Mitchell  was  the  silent  col- 
laborator in  this  study. 

In  1933  John  G.  P.  Cleland’^  reported  his  experiences  with  the 
use  of  paravertebral  block  and  low  caudal  analgesia  to  control  the 
pains  of  labor  and  delivery.  Cleland  began  his  studies  on  the 
neurology  of  the  uterus  at  McGill  University  in  1927.  He  was  the 
first  to  identify  the  pathways  of  uterine  pain.  Thus  upon  his 
work  is  based  the  logical  accurate  application  of  conduction  anaes- 
thesia to  obstetrics. 

In  1931  Eugene  AbureP®  of  Rumania  reported  his  technique 
of  continuous  (protracted)  local  anaesthesia  in  obstetrics.  He 
inserted  a 14-cm-gauge  needle  to  the  left  of  the  lumbar  vertebral 
column  just  anterior  to  the  lumbo-aortic  nerve  plexus.  Through 
this  needle  he  introduced  a fine  elastic  silk  catheter  which  remained 
in  place  after  the  withdrawal  of  the  needle.  Through  this  catheter 
he  made  serial  injections  of  0.005  percent  percaine  (Nupercaine) 
to  control  the  pain  of  uterine  contraction  through  the  duration  of 
labor.  Therefore  he  antedated  Lemmon  and  Hingson  and  Edwards 
in  the  use  of  a continuous  method  for  prolonged  anaesthesia. 

In  1940  Hingson  and  Edwards  began  the  use  of  sacral  caudal 
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block  for  obstetric  delivery  in  the  Staten  Island  Marine  Hospital. 
After  first  using  epidural  lumbar  anaesthesia,  advocated  in  Europe 
by  Dogliotti^'  and  in  America  by  Graffagnino,  they  abandoned 
this  method  temporarily  because  of  the  potential  hazard  of  massive 
spinal  anaesthesia  from  injecting  a solution  in  such  close  proximity 
to  the  subarachnoid  space.  Because  of  Hingson’s  familiarity  with 
the  continuous  spinal  anaesthesia  of  Lemmon  and  Paschal,  with 
Southworth  he  applied  continuous  caudal  analgesia  in  surgerv  in 
1941,  and  with  Edwards  first  applied  it  in  obstetrics  on  January 
6,  1942.i« 

ANATOMICAL  CONSIDERATIONS  OF  CAUDAL  CANAL 

The  sacral  hiatus  is  a triangular  opening  with  the  apex  su- 
perior. It  is  the  result  of  failure  of  fusion  in  the  midline  of  the 
fifth  and  sometimes  of  the  4th  sacral  vertebral  laminae.  It  lip«! 
about  two  inches  above  the  tip  of  the  coccyx  and  usually  at  the 
beginning  of  the  gluteal  furrow.  It  must  be  pointed  out  that  the 
gluteal  furrow  may  deviate  with  the  position  of  the  patient,  and 
it,  therefore,  serves  only  as  a general  guide  to  the  location  of  tbo 
hiatus.  The  hiatus  is  closed  by  a fibrous  expansion  of  the  posterior 
superficial  sacrococcygeal  ligament,  which  is  approximately  from 
1 mm  to  3 mm  thick.  Over  this  lies  the  tela  subcutánea  and  the 
skin.  The  fat  content  of  the  subcutaneous  layer  is  variable  in 
thickness. 

The  funnel-shaped  caudal  end  of  the  spinal  dura  mater  ter- 
minates within  the  sacral  division  of  the  vertebral  canal  at  the 
level  of  the  middle  third  of  the  boby  of  the  2nd  sacral  vertebra. 
The  point  of  termination  of  the  spinal  cord  may  vary  from  the 
level  of  the  middle  third  of  the  body  of  the  12th  thoracic  vertebrn 
to  the  level  of  the  lower  third  of  the  body  of  the  third  lumbar 
vertebra. 

The  spinal  nerves,  particularly  in  the  lower  half  of  the  body, 
supply  areas  more  caudal  than  the  vertebral  levels  at  which  they 
arise  from  the  spinal  cord.  It  is  necessary,  therefore,  that  tho 
anaesthetic  solution  in  the  epidural  cavity  of  the  vertebral  canal 
reach  the  level  of  the  intervertebral  foramina  which  transmit  those 
nerves  whose  areas  of  distribution  it  is  desired  to  render  analgesic. 
The  rate  of  injection  as  well  as  the  position  of  the  patient  affect 
the  level  reached  by  a caudal  injection. 

The  primary  purpose  of  regional  nerve  block  such  as  continuou.s 
caudal  analgesia  and  anaesthesia  is  to  block  the  transmission  of 
pain  from  the  body  and  cervix  of  the  uterus,  the  vagina,  the 
external  genitalia  and  the  perineum  during  labor  and  delivery 
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without  interfering  with  the  motor  activity  of  the  uterus.  In 
producing  this  regional  nerve  block  other  nervous  pathways  to 
visceral  and  somatic  structures  are  unavoidably  involved,  and  pro- 
per conduct  of  the  procedure  necessitates  a detailed  knowledge 
of  the  autonomic  nervous  system,  particulary  in  the  scope  of  its 
innervation  of  the  smooth  muscle  and  glands  of  the  pelvic  parts, 
of  the  somatic  innervation  of  the  striated  muscle  of  the  pelvic 
floor,  and  the  routes  whereby  sensations  of  pain  and  reflexogenic 
impulses  are  conveyed  from  these  parts  to  the  central  nervous 
system.  The  pain  mechanism  might  be  expected  to  be  in  part 
somatic  and  In  part  visceral  since  the  act  of  parturition  and  its 
accompanying  sensations  involve  activity  of  both  visceral  and  so- 
matic structures. 

The  sensory  nerve  fibers  of  the  uterus  constitute  visceral 
afferent  fibers  and  are  functionally  independent  of  the  autonomic 
nervous  system  although  coursing  through  the  pelvic,  hypogastric, 
and  aortic  plexuses  before  connecting  with  the  dorsal  root-ganglia 
of  the  11th  and  12th  thoracic  nerves  in  which  their  nerve  cells  are 
located.  The  sensory  supply  to  the  cervix  and  upper  vagina  traveU 
in  the  sacral  parasympathetic  nerves.  It  is  also  functionally  in- 
dependent of  the  autonomic  system.  The  sensory  and  motor  sup- 
ply of  the  lower  vagina,  perineum,  and  pelvic  floor  travels  in  the 
perineal  and  pudendal  somatic  nerves.  The  motor  supply  of  the 
uterus  is  autonomic  and  involves  both  sympathetic  and  parasym- 
pathetic efferent  components.  Clinical  evidence  indicates  that 
the  motor  fibers  to  the  uterus  leave  the  spinal  cord  at  higher  levels 
than  the  10th  thoracic  nerve  when  they  pass  through  the  aortir 
hypogastric,  and  pelvic  plexuses. 

In  summary,  it  would  appear  that  two  widely  separated  series 
of  dorsal  roots  are  concerned  with  the  “transmission  of  pain”  from 
the  organs  of  parturition  during  labor.  The  higher  group,  believed 
on  the  basis  of  clinical  experience  and  deductions  from  experimental 
evidence  to  be  chiefly  those  of  T-XI  and  T-XII  segments,  is  con- 
cerned with  the  labor  pains  that  arise  from  the  rhythmic  contrac- 
tions of  the  uterine  musculature.  The  lower  group,  those  of  S-II, 
S-III,  and  S-IV  segments,  is  concerned  with  the  pain  and  motor 
pathway  from  the  lower  uterine  segment  and  the  structures  of  the 
perineum.  Clinical  study  by  the  continuous  caudal  analgesia  method 
has  indicated  that: 

a.  Blocking  the  sacral  nerve  roots  abolishes  the  pain  of  dis- 
tention of  the  birth  canal,  paralyzes  the  skeletal  musculature  of  the 
perineum,  and  abolishes  tone  in  the  smooth  muscle  of  the  cervix 
although  recent  work  emphasizes  that  the  cervix  is  essentially 
fibrous  in  nature. 
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b.  Extending  the  block  to  include  T-XI  abolishes  the  pain  of 
uterine  contractions  without  impairing  their  force.  Motor  fibers 
to  uterus  arise  as  high  as  T-4.  Thus,  if  patients  have  skin  anaes- 
thesia over  the  cutaneous  distribution  of  T-XI  and  T-XII  roots  on 
both  sides,  they  will  experience  surcease  from  pain  even  in  the 
presence  of  strong  uterine  contractions. 

The  blood  pressure  falls  are  apparently  due  to  splanchnic  and 
lower-extremity  peripheral  vasomotor  block.  Lull  and  Hingson- 
have  actually  measured  and  determined  that  the  vascular  bed 
of  the  lower  extremities  in  the  adult  is  expanded  by  an  additional 
600  to  800  cc  of  blood  during  a properly  instituted  continuous 
caudal  analgesia. 

According  to  Malpas,  Lull,  and  Hingson-  the  normal  motor 
action  of  the  central  nervous  system  on  the  human  pregnant  uterus 
is  one  of  sustained  inhibition,  thus  blocking  of  the  inhibitory  fibers 
permits  contractions  to  ensue.  Subject  to  continuation  of  studies 
of  this  mechanism,  we  now  feel  this  not  to  be  true.  Other  authors 
have  probably  been  misled  due  to  the  fact  that  they  have  observed 
the  uterus  under  general  anaesthesia.  They  state  that  manipula- 
tion at  the  beginning  or  during  uterine  contractions  accentuate 
uterine  motility.  Thus  gentle  manipulations  between  contractions 
are  far  more  productive  and  safer.  Occasionally  a late  partial 
separation  of  the  placenta  may  be  attributable  to  the  release  of 
the  contracting  forces  through  the  inhibitory  nerve  block  from 
caudal  analgesia.  Alhough  rare,  they  impress  a warning  to  be  on 
constant  guard  of  the  fetal  heart  tones  in  order  that  oxygen  may 
be  administered  promptly  in  the  event  signs  of  fetal  anoxemia, 
occur. 


RESULTS 

We  have  employed  caudal  anaesthesia  using  the  catheter  tech- 
nique with  intermittent  injections  of  2%  procaine  since  1945.  It 
has  been  used  in  every  case  unless  contraindications  exist  or  time 
has  not  permitted.  We  have  used  caudal  anaesthesia  as  more  than 
a terminal  anaesthesia.  It  is  also  used  as  an  analgesic  in  order  to 
afford  as  much  relief  from  pain  as  possible  without  interrupting 
labor.  It  is  safe,  extremely  flexible,  and  we  believe  the  nearest  to 
the  ideal  anaesthetic.  It  is  certainly  a system  of  anaesthesia  most 
useful  in  the  proper  conduct  of  labor  of  a cardiac  or  tubercular 
patient.  It  is  not  given  until  the  presenting  part  has  engaged  in 
the  pelvis,  nor  in  occiput  transverse  or  occiput  posterior  positions 
unless  early  and  uncomplicated  delivery  has  been  decided  upon. 
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In  general,  it  is  instituted  in  priniiparas  in  active  labor  when  the 
following  conditions  exist; 

(a)  Station  plus  one  or  more 

(b)  Cervix  4 cm  dilatation  or  more 

(c)  Occiput  in  anterior  to  the  transverse  position. 

In  multiparas,  it  is  more  difficult  to  set  hard  and  fast  rules.  How- 
ever, if  in  active  labor,  caudal  anaesthesia  is  instituted  earlier 
than  in  primiparas.  Here  experience  is  the  best  guide! 

Heavy  sedation  is  not  used  in  conjunction  with  caudal  anes- 
thesia, but  sedation  is  started  fairly  early  and  kept  at  moderate 
levels  throughout  labor.  The  infant,  however,  must  be  kept  in  mind 
and  too  deep  or  very  late  analgesia  avoided.  Seconal  0.1  or  0.2 
grams,  orally,  or  more  usually,  rectally,  and  meperidine  (demerol) 
'Í5  to  100  milligrams  at  3-4  hour  intervals  is  our  usual  medication. 

It  is  well  known  that  premature  labors  are  usually  precipitous, 
or  at  least  rapid,  and  that  premature  infants  often  suffer  from 
tentorial  tears  and  intracranial  hemorrhages,  as  a result  of  great- 
ly increased  pressure  of  the  rapid  first  stage  and  the  sudden  re- 
lease of  pressure  at  the  end  of  the  precipitous  second  stage.  Also, 
damage  often  is  caused  by  the  pounding  of  the  soft,  comparatively 
unguarded  premature  head  against  the  unrelaxed  pelvic  floor.  This 
is  especially  true  in  the  primipara.  Bearing  down  during  the  second 
stage  will  of  course  increase  the  damage  incurred  in  dilating  the 
birth  canal.  Caudal  anaesthesia  eliminates  to  a large  degree  dam- 
ages to  premature  infants.  In  the  first  place,  labor  is  slowed  by  the 
elimination  of  the  urge  to  bear  down.  Secondly,  the  pelvic  floor  and 
perineum  are  completely  relaxed  under  caudal  anaesthesia,  even  in 
the  primipara.  This  prevents  to  a large  degree  trauma  to  the  soft 
head  of  the  premature.  Caudal  anaesthesia,  then,  not  only  affords 
comfort  for  the  mother  but  also  provides  protection  for  the  delicate 
premature  infant.  It  also  obviates  the  need  for  heavy  sedation  and 
anaesthetic  agents  likely  to  produce  anoxia  and  likely  to  depress 
the  infant.  In  premature  labor  sedation  is  avoided,  caudal  anes- 
thesia started  early  and  we  keep  mothers,  under  oxygen,  from 
late  in  the  first  stage  until  the  completion  of  delivery. 

Contra-indications  to  caudal: 

(a)  Pilonidal  sinus,  cyst,  or  abscess 

(b)  Diseases  of  the  spinal  cord  or  canal,  e.g.,  recent  polio- 
myelitis 

(c)  Very  low  blood  pressure 

(d)  Low  lying  dural  sheath 

(e)  Profound  anemia  or  shock 

(f)  Sensitivity  to  procaine 
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Routine  caudal  administration: 

1.  The  operator  scrubs  as  for  any  other  surgical  procedure. 

2.  The  patient  is  placed  on  her  right  side  in  Sims  position 
and  the  skin  over  the  sacral  region  is  prepared  for  a surgical  opera- 
tion with  green  soap,  water,  alcohol,  and  tincture  of  zephiran,  or 
tincture  of  merthiolate,  tincture  of  mercresin,  etc.  Then  the  patient 
is  draped  with  sterile  drapes. 

3.  The  skin  over  the  sacral  hiatus  is  anaesthetized  by  local 
infiltration  of  2'f  procaine  (not  more  than  2 cc  are  necessary)  and 
the  skin  over  the  hiatus  is  punctured  with  a scalpel  blade  #11. 

4.  A 13-gauge  4”  long  needle  is  inserted  into  the  caudal  canal 
and  a No.  5F  ureteral  catheter  is  introduced  through  this  needle 
to  the  second  white  mark  on  the  catheter  (12.5  cm  from  the  tip  of 
the  catheter).  The  needle  is  then  removed  over  the  catheter.  The 
catheter  once  inserted  through  the  needle  is  never  withdrawn 
through  the  needle  because  of  the  danger  of  shearing  off  the  end 
of  the  catheter.  If  the  catheter  has  to  be  withdrawn,  the  needle  is 
withdrawn  first.  After  the  needle  is  withdrawn,  the  area  where 
the  catheter  is  to  be  taped  to  the  skin  is  painted  with  tincture  of 
benzoin  allowed  to  dry  and  the  adhesive  tape  is  applied  to  the  skin 
so  as  to  hold  the  catheter  in  place. 

5.  The  anaesthetic  agent  used  is  2%  procaine  with  2 minims 
epinephrine  (from  a 1:1000  solution)  per  30  cc  of  procaine,  or  6 
minims  per  100  cc.  Adrenalin  in  the  mixture  promotes  slower  ab- 
sorption and  thus  prolongs  the  anaesthesia.  Epinephrine  is  omit- 
ted if  the  patient  has  an  elevation  of  blood  pressure,  is  a pre- 
eclamptic or  eclamptic  or  has  cardiac  disease.  After  recording  of 
blood  pressure,  pulse  and  fetal  heart  tone,  a test  dose  of  10  cc  of 
ih's  solution  is  injected  into  the  caudal  space,  extradurally  through 
the  catheter.  Always  aspirate  prior  to  any  injection.  Immediately 
after  the  test  dose  the  blood  pressure,  pulse  and  fetal  heart  tones 
are  rechecked  again  and  if  normal,  after  10  minutes,  15  cc  or  less 
of  the  2%  procaine  solution  are  injected.  The  blood  pressure,  pulse 
and  fetal  heart  tones  are  rechecked  after  the  second  injection.  A 
level  of  anaesthesia  to  the  umbilicus  is  desired.  Occasionally  a 
larger  dose  than  15  cc  is  necessary.  This  however,  is  the  exception. 
Subsequent  injections  of  from  10  cc  to  15  cc  of  the  2%  procaine 
mixture  are  injected  during  the  rest  of  the  labor  at  approximately 
EO  minute  intervals  to  maintain  the  level  of  anaesthesia.  Occasional- 
ly patients  will  get  the  desired  level  with  an  initial  dose  of  only 
10  cc  or  15  cc  of  the  anaesthetic  mixture.  When  procaine  solution 
is  used  without  adrenalin,  the  maintenance  dose  has  to  be  admi- 
nistered more  frequently  than  every  50  minutes,  say  from  30  mi- 
nutes to  45  minutes. 
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If  there  is  a marked  fall  blood  pressure,  marked  increase  in 
pulse  rate  or  the  fetal  heart  tones  indicate  fetal  distress,  the  pa- 
tient’s lower  extremities  are  elevated,  (gravity  autotransfusion) 
oxygen  is  administered,  and  if  no  response,  intravenous  fluids  arc 
given,  plasma  or  whole  blood,  the  last  more  preferable.  These  last 
measures  have  never  been  necessary  here.  After  delivery  the  pa- 
tient is  again  turned  on  the  right  side,  the  adhesive  tape  is  re- 
moved, the  caudal  catheter  is  carefully  withdrawn  in  the  axis  cf 
the  caudal  canal.  It  is  examined  for  evidence  of  tears,  cracks  or 
breakage.  The  small  puncture  wound  is  touched  with  a skin  disin- 
fectant such  as  tincture  of  merthiolate  or  the  like.  No  dressing  is 
placed  over  this  small  puncture  wound. 

Equipment: 

The  caudal  catheter  is  a nylon  woven,  non-x-ray  opaque,  5F 
catheter  cut  squarely  across  making  a smooth  open  end  and  with 
two  marks ; one  at  10  cm  and  the  other  at  12.5  cm  from  the  tip.  It  is 
manufactured  by  the  American  Cystoscope  Makers,  Inc.,  of  New 
York.  It  is  catalogued  as  ACM  #2066  at  a cost  of  $2.10  per  catheter. 
Each  one  can  be  used  for  about  10  times  before  wearing  out. 

One  (1)  13-gauge  needle,  4”  long 

One  (1)  20-gauge  needle  with  blunt  tip 

One  (1)  catheter  wrapper 

One  (1)  30  cc  syringe 

One  (1)  2 cc  syringe 

One  (1)  20-gauge  needle 

One  (1)  22-gauge  needle 

12-  4”  X 4”  gauze  pads 

Two  (2)  hand  towels 

One  (1)  caudal  drape  sheet 

One  (1)  Sponge  stick  forceps 

One  (1)  vial  2%  procaine  Endo 

One  (1)  ampule  epinephrine  1:1000 

One  (1)  knife  blade  No.  11 

One  (1)  ampule  cutter  or  file 

Oxygen  must  be  readily  accessible  whenever  and  wherever 
caudal  anaesthesia  is  to  be  used. 

The  bed  must  be  such  that  the  lower  half  may  be  elevated  in 
case  of  blood  pressure  drop  (gravity  autotransfusion). 

Care  of  the  caudal  catheter: 

a.  The  outside  of  the  catheter  is  cleaned  with  tincture  of 
green  soap,  then  this  is  followed  by  70%  alcohol. 
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b.  30  cc  of  tincture  of  green  soap  are  injected  through  the 
catheter  to  clean  it  inside.  This  is  followed  by  30  cc  distilled  water 
and  30  cc  of  saline  solution. 

c.  Air  is  syringed  through  the  catheter. 

d.  The  catheter  is  mated  with  a 13-gauge  caudal  needle. 

e.  A stainless  steel  stilet  is  placed  inside  the  catheter  and 
through  the  dulled  20-gauge  needle  at  the  end  of  the  catheter 
(unmarked  end  of  catheter). 

f.  The  13-gauge  needle  is  clipped  in  the  middle  of  the  catheter 
wrapper. 

Sterilization: 

The  catheter  inside  the  wrapper  is  autoclaved  at  27  lbs.  per 
square  inch  for  a period  of  3 minutes,  or  at  18  lbs  per  square  inch 
for  a period  of  15  minutes. 

The  rest  of  the  equipment  in  a pack  is  sterilized  at  a pressure 
of  20  lbs.  per  square  inch  for  45  minutes,  then  dried  for  20  to  30 
minutes. 

The  bottles  of  2%  procaine,  the  vials  of  epinephrine,  knife 
blades  and  ampule  files  are  sterilized  by  continuous  immersion  in 
70%  alcohol. 

Advantages  of  caudal  analgesia  and  anaesthesia: 

a.  The  patient  is  fully  conscious  and  cooperative. 

b.  Uterine  contractions  continue  without  any  impediment. 

c.  A normal  intake  of  fluids  and  food  can  be  maintained 
throughout  labor. 

d.  Well  adapted  to  women  with  cardiac  or  pulmonary  disease 
where  exertion  and  general  anaesthesia  are  contraindicated. 

e.  No  interference  with  respiration  of  infants,  absence  of 
depression. 

f.  Third  stage  of  labor  is  shortened  and  blood  loss  decreased. 

g.  In  the  treatment  and  control  of  the  toxemias  of  pregnancy, 
the  use  of  continuous  caudal  opens  a new  horizon  to  the  medical 
j.rofession.  Through  its  relaxing  effect  upon  the  vascular  bed  of 
the  kidney  and  the  smooth  muscles  of  the  renal  pelvic  and  ureters, 
diuresis  is  promoted. 

h.  One  of  the  greatest  psychologic  factors,  as  far  as  the 
mother  is  concerned,  is  to  hear  her  baby’s  first  cry.  This  has  been  so 
clearly  demonstrated  that  it  has  impressed  everyone  who  has  had 
any  experience  in  its  use. 

i.  Lack  of,  or  low  toxicity  to  the  mother. 
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Disadvantages  of  caudal  anaesthesia: 

1.  Special  training  and  experience  needed  by  physicians  and 
staff  — but  this  is  true  of  all  anaesthetics. 

2.  Time  interval  between  injection  and  onset  of  analgesia  and 
anaesthesia  may  vary  from  5 minutes  to  25  minutes,  but  average.^ 
15  to  20  minutes. 

3.  Requires  careful  watching  of  the  patient.  But  all  patients 
in  labor  should  be  carefully  watched.  This  is  not  a true  disadvant- 
age as  by  careful  watching  of  the  patients,  cases  of  early  separation 
of  the  placenta  can  be  detected  and  the  infant  saved  by  early 
delivery. 

4.  Requires  special  equipment  — but  so  do  all  anaesthetics. 

Statistics: 

These  figures  are  the  uncorrected  figures  for  the  years  of 
1947,  1948  and  1949.  By  uncorrected,  I mean,  the  percentages  were 
calculated  on  number  of  successful  caudal  anaesthetics  and  number 
of  total  deliveries.  A corrected  figure  would  reveal  a much  higher 
percentage,  for  in  using  a corrected  figure,  Cesarean  Sections  done 
under  spinal,  cases  who  were  not  given  caudal  because  of  refusal 
by  patient,  cases  in  which  caudal  was  contraindicated  for  one 
reason  or  another,  cases  which  came  in  too  late  and  thus  had  in- 
sufficient time  for  administration  of  caudal,  would  have  to  be  sub- 
tracted from  the  total  number  of  deliveries. 


1947 

1948 

1949  (Until  30  Nov,  49) 

Deliveries 

1,123 

1,584 

1,966 

Caudals 

884 

1,320 

1,769 

Percentage 

78.7% 

83.3% 

89.9% 

CONCLUSIONS 

1.  A review  including  our  technique  of  caudal  anesthesia  at 
Brooke  General  Hospital,  San  Antonio,  Texas  has  been  presented. 

2.  The  present  technique  of  caudal  anesthesia  dates  back  to 
1945  but  complete  records  prior  to  1947  are  not  available.  For  the 
last  35  months  (until  30  November  1949),  3,973  caudal  anesthesias 
have  been  given  successfully  at  Brooke  General  Hospital. 

3.  The  advantages  and  disadvantages  of  caudal  anesthesia 
have  been  given. 

4.  It  is  our  belief  that  caudal  anesthesia,  although  not  the 
panacea,  is  the  nearest  to  the  ideal  anesthetic  in  obstetric  practice. 
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ANTIMALARIAL 
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The  influence  of  malaria  upon  the  history  of  the  world  both 
past  and  present  demonstrates  its  magnitude  and  seriousness.  Ma- 
laria is  one  of  the  oldest  diseases  of  which  we  have  accurate  cli- 
nical records.  Hypertrophied  spleens  have  been  found  in  Egyptian 
mummies  3000  years  old.  The  ancient  and  cultured  civilization  of 
the  Etruscians  was  evidently  destroyed  by  malaria  at  the  dawn 
of  history. 

Conquering  armies  have  been  stopped  and  decimated  in  the 
field.  Empires  which  were  built  up  for  the  glory  of  the  homeland 
have  been  reduced  to  wreckage  by  malaria.  The  superior  general 
in  the  past  became  helpless,  as  did  Hannibal,  and  had  to  flee  when 
his  army  was  confronted  by  the  world’s  greatest  killer.  Alexander 
the  Great,  in  spite  of  his  superb  strength  and  youth,  died  of  ma- 
laria in  323  B.C.  at  the  height  of  his  conquest  of  Asia,  and  two 
thousand  years  later  George  Gordon,  sixth  Lord  Byron,  died  of 
malaria  in  Greece  while  leading  a revolt  against  the  Turks.  Ma- 
laria reached  epidemic  proportions  and  weakened  imperial  Rome 
during  the  fourth  and  fifth  centuries  in  time  to  render  the  city 
easy  prey  to  the  conquering  barbarians  from  the  North.  In  turn 
it  reduced  the  invaders’  ranks  to  shadows.  An  interesting  corre- 
lation exists  in  that  the  shadow  of  the  “Middle  Ages’’  covered 
Europe  during  the  four  centuries  of  high  malarial  incidence  which 
dropped  at  the  dawn  of  the  renaissance.  The  period  of  colonization 
during  the  seventeenth  and  eighteenth  centuries  carried  malaria 
over  the  entire  world.  At  the  time  of  the  Spanish  Conquest  there 
was  apparently  no  malaria  in  the  Western  Hemisphere.  Guayaquil 
was  originally  a health  resort,  and  the  length  of  the  Amazon  River 
could  be  navigated  in  open  canoes  without  danger  except  hostile 
Indians  and  animals.  Introduction  of  African  slaves  and  white  set- 
tlers from  Europe  spread  malaria  from  New  York  to  the  Rio  de  la 
Plata. 

Singapore  became  endemic  territory  in  the  middle  of  the  nine- 
teenth century.  Malay  laborers  from  Java  brought  malaria  to  Aus- 
tralia in  1864.  At  the  time  of  the  war  between  the  States,  malaria 
was  endemic  in  Northern  Europe  and  along  the  northern  border 
of  the  United  States  from  New  York  to  Minnesota.  Many  of  these 
former  endemic  regions  along  the  northern  malaria  limits  are  now 
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free  of  the  disease.  This  is  due  to  both  artificial  control  measures 
and  periodic  recession  of  the  malarial  cycle. 

Malaria  remains  the  disease  of  greatest  economic  importance 
in  the  world  today.  It  causes  the  greatest  amount  of  serious  illness 
and  the  greatest  number  of  deaths  of  any  single  disease.  It  may 
be  said  by  a moderate  estimate  that  13  per  cent  of  the  world’s 
population  suffers  from  malaria  each  year.  Large  tracts  of  fertile 
land  in  such  congested  countries  as  China  and  India  remain  un- 
cultivated and  abandoned  because  of  malaria.  Geographically,  the 
malar'al  regions  include  the  land  lying  between  50  degrees  north 
and  40  degrees  south.  The  exceptions  in  this  zone  are  due  to  alti- 
tude, dryness,  or  other  artificial  or  natural  protective  measures. 

An  effective,  rapid  cure  for  malaria  is  one  of  the  greatest  eco- 
nomic and  medical  needs  in  the  world  today.  Worldwide  mosquito 
control  is  an  ideal  which  will  require  many  centuries  for  the  world 
to  realize.  Until  that  time  arrives,  a safe  and  convenient  cure  for 
the  disease  and  an  efficient  and  nontoxic  suppressive  drug  will 
be  necessary  to  keep  this  greatest  of  all  human  plagues  under 
control. 

Stress  of  war  emergency  forced  a concentrated  search  begin- 
ning in  1941,  for  new  antimalarials,  and  of  the  many  thousand  com- 
pounds examined  and  tested,  the  search  narrowed  down  to  three 
groups,  the  phenyl  substituted  guanadines,  the  8-aminoquinolines, 
and  the  4-aminoquinolines. 

Of  these  three,  the  latter  group  to  which  Camoquin  belongs, 
have  been  selected  as  the  drugs  of  choice  by  many  outstanding 
malariologists  for  the  following  reasons.  There  is  no  appreciable 
tolerance  developed  by  the  malaria  parasites  for  the  4-aminoqui- 
nolines  as  is  the  case  with  the  guanadine  compounds.  Their  low 
toxicity  placed  them  in  the  list  of  safe  drugs  for  general  use  as 
compared  to  the  8-aminoquinolines.  The  third  advantage  is  their 
rapid  ty  of  action  over  both  other  groups  of  compounds. 

In  the  final  analys's  of  various  drugs  which  proved  effective 
against  experimental  malaria,  there  were  four  which  appealed  to 
the  Malaria  Panel.  Camoquin,  then  known  as  SN  10,751  was  among 
these.' 

Due  to  the  fact  that  no  field  study  was  being  carried  on, 
Camoquin  was  withdrawn  and  its  clinical  investigation  was  begun 
independently. 

Description  and  Action 

Camoquin  is  an  orange  yellow  crystalline  powder  which  is 
rapidly  absorbed  from  the  gastrointestinal  tract  and  distributed 
unequally  in  the  body  tissues.  Coggeshall-  carried  out  the  only 
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adequate  comparative  study  of  Camoquin  made  by  a member  of 
the  Malaria  Panel  and  found  it  less  toxic  than  Chloroquine,  and 
apprec’ably  more  active  against  the  Trophozoites  of  malaria. 

During  an  early  laboratory  study®  it  was  found  that  Camo- 
quin was  the  only  member  of  the  4-aminoquinolines  in  which  the 
quinoline  nucleus  was  broken  down  by  body  metabolism.  This  no 
doubt  helps  to  explain  the  lower  toxicity  of  Camoquin. 

Clinical 

SimeoiP  published  the  first  clinical  report  on  Camoquin  used 
in  the  field.  He  also  discovered  the  fact  that  Camoquin  was  effec- 
tive as  a single  dose  treatment.  Shortly  thereafter  Halawani'’-  ‘'® 
using  divided  doses  reported  Camoquin  to  be  effective  both  as  a 
treatment  and  as  a suppressive  for  all  types  of  malaria;  he  en- 
countered less  than  5 per  cent  relapses  in  the  tertian  cases  during 
six  months  follow  up. 

Malmos'  reported  the  unpublished  work  of  Mein  and  Rosado 
who  found  Camoquin  to  be  the  antimalarial  of  choice  in  the  Ama- 
zon Valley. 

Ejercito^  after  a careful  study  of  128  cases  found  a relapse 
rate  of  7.8%,  which  he  states  is  higher  than  that  of  Mein  and 
Rozendo,  but  he  feels  this  may  be  due  to  his  lower  dosage  or  to 
a difference  in  the  stra’ns  of  parasites.  Pie  further  states,  “Per- 
haps it  is  needless  to  state  that  Camoquin  has  been  found  to  be 
an  effective  antimalarial  remedy.  Its  effectiveness  when  admi- 
nistered in  single  doses  (0.4  Cm.— 0.5  Gm.)  obviously  producing 
early  clinical  cure,  with  significantly  few  relapses,  makes  Camo- 
quin of  practical  application  in  the  field  treatment.  In  the  field, 
unlike  in  a hospital  ward,  we  may  have  to  deal  with  hundreds 
(not  to  say  thousands)  of  malarial  patients,  living  in  widely  scat- 
tered houses.  For  this  reason,  we  contend  that  a drug  effective 
in  single  doses  would  be  more  practical  than  a drug  effective 
only  in  dosis  refracta.  We  believe  that  if  Camoquin  is  given  periodi- 
cally to  a great  number  of  patients  at  intervals  equal  to  the  mi- 
nimum period  in  which  Camoquin  treated  patients  usually  have 
a relapse,  as  found  by  extensive  experimentation,  we  might  reduce 
further  the  insignificant  number  of  relapses  after  each  treat- 
ment. In  that  way,  it  is  possible  to  reduce  markedly  the  morbidity 
rate  in  a malaria  infested  community.” 

In  a recent  paper  published  by  Chaudhuri  and  Chakravarty®' 
the  observation  is  made  that  “It  is  evident,  therefore,  that  Camo- 
quin has  a powerful  parasiticida!  action  in  human  malaria  and 
terminates  an  acute  attack  in  a shorter  time  than  with  other  an- 
timalarials.  The  results  are  comparable  to  those  of  the  chloroquine 


CAMOQVIN,  SINGLE  DOSE  ANTIMALARIAL 


101 


series  (Chaudhuri,  Rai  Chaudhuri  and  Chakravarty,  1948)  where 
chloroqiiine  was  used  in  about  double  the  amount  (1.25  Gm.)  in 
cases  of  divided  doses  and  treble  the  amount  (1.5  Gm.)  in  cases 
of  a single  dose,  the  corresponding  doses  of  Camoquin  being  0.6  Gm. 
and  0.5  Gm.  respectively.” 

After  a carefully  controlled  study  in  Panama,  Hoekenga^® 
concluded  that  Camoquin  deserves  more  widespread  use  in  mala- 
rious areas  throughout  the  world,  and  should  be  particularly  valu- 
able in  rural  locations  and  when  hospitalization  of  the  patient  is 
not  feasible. 

Perhaps  the  best  summary  of  the  advantages  of  Camoquin 
was  given  by  Dr.  Robert  Mein  before  the  Brazilian  Congress  of 
Hygiene,  1947. 

Drs.  Mein  and  Rosado  conducted  a comparative  study  of  the 
four  new  synthetic  anti-malarials  and  arrived  at  the  following 
conclusions : 

“Camoquin  was  superior  to  the  others  for  the  following  rea- 
sons: 

(1)  Quicker  disappearance  of  fever. 

(2)  Parasites  disappeared  sooner  from  the  peripheral  blood. 

(3)  Hospital  period  was  reduced. 

(4)  Only  one  dose  (0.4  Gm.  for  adults)  is  necessary  for  steri- 
lization of  the  blood. 

The  value  of  a remedy  for  miass  treatment  is  limited  by  its 
ease  and  simplicity  of  application. 

In  Camoquin,  the  single  dose  antimalarial,  we  have  approach- 
ed the  ultimate  in  ease  and  simplicity  of  therapeutic  procedures. 
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PRIMEU  INSTITUTO  DE  IIEIIABIEITACION 

Bajo  lo.s  auspicios  de  varias  agencias  del  gobierno  insular  y 
federal,  se  llevó  a cabo  recientemente  el  primer  Instituto  de  Re- 
habilitación en  Puerto  Rico.  A la  Asociación  Médica  de  Puerto  Ri- 
co se  le  asignó  el  papel  de  observador  pasivo  durante  los  trabajos 
de  la  asamblea  y se  le  pidió  que  designara  un  comité  que,  al  ter- 
minarse los  trabajos,  presentase  resoluciones  para  ser  considera- 
das por  la  asamblea  general.  El  programa  del  Instituto  terminó 
haciendo  la  encomienda  de  que  se  critique  y se  haga  sugestiones 
sobre  los  problemas  de  rehabilitación  discutidos. 

En  primer  lugar,  la  Asociación  Médica  de  Puerto  Rico  desea 
felicitar  calurosamente  a los  organizadores  de  esta  actividad  mé- 
dico-social por  los  fines  altruistas  que  persigue  y por  la  manera 
eficiente  en  que,  en  términos  generales,  fué  conducido  el  congreso. 
Y en  segundo  lugar,  vamos  brevemente  a analizar  y comentar  los 
trabajos  del  mismo. 

De  acuerdo  con  el  programa,  el  Instituto  se  organizó  con  la 
intención  de: 

“1 — Informar  al  público  lo  que  significa  la  medicina  física  y 
de  rehabilitación. 

2 —  Demostrar  al  pueblo  de  Puerto  Rico  lo  que  actualmente 
tiene  en  este  campo. 

3 —  Estudiar  los  problemas  de  rehabilitación  en  la  Isla  y deci- 
dir lo  que  corresponde  hacer  para  mejorar  las  condiciones. 

4 —  Señalar  los  fines  y medios  para  establecer  la  más  estrecha 
cooperación  entre  el  público  y las  agencias  privadas  a f.n 
de  fomentar  la  creación  de  más  amplias  posibilidades  de 
rehabilitación  para  la  comunidad.” 

El  primer  y segundo  cometidos  fueron  hábilmente  discutidos 
en  la  sesión  inaugural  y demostrados  pasando  visita  a los  diferen- 
tes centros  de  rehabilitación,  algunos  de  los  cuales  cuentan  ya  mu- 
chos años  de  actividad  productiva  y eficiente.  Muy  bien  impresio- 
nados quedamios  del  progreso  e intensa  labor  desplegada  por  las 
divisiones  de  rehabilitación  de  niños  lisiados;  de  personas  tuber- 
culosas ; y de  enfermos  mentales ; centros  éstos  iniciadores  de  la 
rehabilitación  en  Puerto  Rico. 

La  rehabilitación  de  veteranos  no  necesita  otro  comentario 
que  reconocer  que  no  constituye  problema  alguno  para  el  pueblo 
de  Puerto  Rico  por  estar  en  manos  del  gobierno  federal  el  cual 
provee  a los  veteranos  cuanto  es  necesario  para  su  restauración 
física  y mental.  En  el  Hospital  de  San  Patricio  los  excornbatien- 
tes  lisiados  hallan  la  a'sistencia  adecuada  para  sus  defectos  y de 
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requerirlo,  se  les  envía  a otros  centros  más  especializados  en  Es- 
tados Unidos. 

Son  dignos  de  mención  los  esfuerzos  que  últimamente  ha  ve- 
nido desplegando  el  Fondo  del  Seguro  del  Estado  en  actividades 
de  rehabilitación,  culminación  de  lo  cual  es  su  reciente  centro  es- 
tablecido en  Santurce.  Esta  agencia  ha  realizado  progresos  lentos 
en  este  sentido.  Su  mayor  atención  la  ha  venido  dando  a la  admi- 
nistración meticulosa  de  sus  fondos  hasta  acumular  suficientes 
reservas  para  empresas  más  ambiciosas,  como  el  establecimiento 
de  un  gran  hospital.  Quizás  a ello  se  debe  el  que  la  rehabilitación 
de  los  obreros  lesionados  no  haya  tomado  mayor  auge  hasta  ahora. 
Nos  consta  que  su  eficiente  división  médica  y especialmente  sus 
dos  directores  médicos  anteriores,  hicieron  grandes  esfuerzos  por 
encauzar  los  tratamientos  hacia  mayor  rehabilitación  al  final  de 
los  mismos.  Su  actual  división  médica  inicia  una  nueva  era  de  re- 
habilitación con  su  centro  de  Santurce. 

La  oficina  de  Puerto  Rico  de  rehabilitación  vocacional  ha  rea- 
lizado y realiza  una  gran  labor  restauradora  en  personas  adultas 
que  sufren  lesiones  y defectos  incapacitantes  de  tipo  mayor.  Como 
muchos  de  los  problemas  nuestros,  el  de  corregir  las  incapacidades 
en  adultos,  es  uno  de  grandes  proporciones  y nos  admira  que  con 
los  medios  que  cuenta,  haya  esta  agencia  alcanzado  tantos  y tan 
buenos  resultados.  Le  falta,  sin  embargo,  mucho  que  hacer. 

La  Universidad  de  Puerto  Rico  ha  tomado  en  sus  manos  la 
preparación  del  personal  técnico  para  la  obra  de  rehabilitación.  Ello 
asegura  la  afluencia  de  nuevos  técnicos  especializados  a medida  que 
la  obra  de  rehabilitación  se  intensifique.  Nos  parece  que  ya  es 
tiempo  que  la  universidad  establezca  la  escuela  de  un  tipo  técnico 
muy  esencial  en  las  labores  de  rehabilitación,  la  enfermera  con  pre- 
paración sólida  sin  cuya  ayuda  cualquier  labor  médica  resulta  de- 
ficiente. 

Hay  una  clase  de  “rehabilitables”  que  creemos  fueron  olvida- 
dos en  este  instituto.  Nos  referimos  a aquellos  que  sufren  pequeños 
defectos  físicos  y mentales  corregibles,  pero  que  abandonados,  vie- 
nen a constituir  grandes  impedimentos  para  su  eficiencia  y capa- 
cidad productiva.  Sin  embargo  existen  instituciones  progresistas 
en  Puerto  Rico  que  ya  se  preocupan  por  ellas.  Entre  éstas  está  la 
Universidad  de  Puerto  Rico  que  vela  por  la  salud  de  sus  estudian- 
tes corrigiendo  los  defectos  físicos  que  adolecen  los  alumnos  a tra- 
vés de  la  Cruz  Azul.  La  Compañía  de  Fomento  es  otra  agencia 
que  ha  establecido  servicios  médicos  que  también  se  ocupan  de 
atender  tales  impedimentos  a la  salud  y producción  del  individuo, 
y hay  muchas  industrias  que  a través  de  los  convenios  con  los  obre- 
ros o de  otros  medios  tratan  de  corregir  las  pequeñas  incapacidades 
de  sus  empleados. 
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El  tercer  encargo  del  instituto  es  estudiar  los  problemas  de 
i’ehabilitación  y decidir  lo  que  corresponde  hacer.  Para  ello  se  re- 
currió a la  feliz  idea  de  invitar  a verdaderas  notabilidades  del  con- 
tinente para  que  expusieran  ante  el  congreso  sus  conocimientos  so- 
bre este  asunto  y para  que  disertaran  sobre  temas  prácticos  acer- 
ca de  los  problemas  de  rehabilitación.  A la  Asociación  Médica,  alen- 
tadora de  antiguo  del  intercambio  intelectual  sobre  materia  cien- 
tífica y sobre  problemas  sociales,  le  place  ver  como  se  va  genera- 
lizando este  medio  de  estudio  e instrucción.  No  hay  duda  que  ello 
redundará  en  gran  beneficio  para  todos  nosotros;  tanto  los  pa- 
cientes como  quien  los  trate. 

La  última  encomienda  del  Instituto  nos  parece  que  tiene  por 
fin  primordial  despertar  el  interés  público  hacia  los  problemas  de 
rehabilitación  y coordinar  los  esfuerzos  todos,  de  los  que  llevan 
a cabo  estas  labores,  para  mayor  beneficio  general.  Se  habla  de 
agencias  privadas  de  rehabilitación.  En  realidad,  tales  agencias  pri- 
vadas no  existen ; lo  que  hay  son  servicios  médicos  de  especialistas 
que  se  dedican  a labores  de  rehabilitación  como  parte  de  su  tra- 
bajo profesional.  Lo  que  sí  tenemos  en  Puerto  Rico  son  varias 
agencias  o divisiones  de  alguna  rama  del  gobierno  o de  sus  auto- 
ridades que  se  dedican  a la  rehabilitación  de  alguna  u otra  clase  de 
lisiados  o incapacitados.  Estas  agencias  son  las  que  menciona  el 
programa  y las  que  independientemente  una  de  otra,  han  venido 
hace  años,  llevando  a cabo  rehabilitación  en  nuestro  país.  Indis- 
cutiblemente sería  de  gran  ventaja  mutua  un  entendido  común  y 
amistoso  de  los  centros  de  rehabilitación  entre  sí  y con  los  profe- 
sionales especialistas  entendidos  en  la  materia.  Se  conseguiría  ma- 
yor eficiencia,  más  labor  y menos  gastos  y se  evitaría  la  redupli- 
cación de  esfuerzos  y la  disputa  peligrosa. 

El  público  no  necesita  gran  propaganda  para  que  se  dé  cuen- 
ta de  los  beneficios  de  la  restauración  de  sus  poderes  adquisitivos. 
Cuando  estos  servicios  son  eficientes  y gozan  de  prestigio,  los  as- 
pirantes a sus  beneficios  acuden  sin  ser  buscados.  El  peligro  estri- 
ba en  que  acudan  en  tal  cuantía,  que  las  facilidades  que  tengamos 
no  sean  suficientes  para  atenderlos  y al  quererse  rendir  mayor 
cantidad  de  labor  con  medios  humildes,  los  servicios  se  relajen  y 
deterioren.  Es  preferible  un  servicio  eficiente  a un  vasto  programa 
de  calidad  inferior. 

La  sesión  final  del  instituto  entendió  en  la  consideración  de 
resoluciones,  algunas  de  las  cuales  son  muy  acertadas.  Por  último 
se  nombró  un  comité  permanente  que  estudiará  todas  las  resolu- 
ciones y recomendará  para  aprobación  final  las  que  se  consideren 
más  prácticas.  Todas  ellas  indiscutiblemente  tienen  por  objeto  im- 
pulsar con  mayores  bríos  la  rehabilitación  de  enfermos  y lisiados; 
recomendar  la  ampliación  de  las  facilidades  de  rehabilitación  exis- 
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tentes  así  como  tratar  de  crear  nuevos  centros  para  estas  activi- 
dades. 

Dignas  de  atención  especial  son  dos  resoluciones : una  que  reco- 
mienda, que  se  perpetúe  el  Instituto  de  Rehabilitación  y otra 
que  recomienda  la  creación  de  una  escuela  de  niños  mentalmente 
anormales. 

El  comité  de  resoluciones,  sin  embargo,  no  hizo  recomenda- 
ción alguna  en  cuanto  a la  prevención  de  las  incapacidades  mayo- 
res en  aquellas  personas  que  sufren  de  pequeños  defectos  corre- 
gibles, que  abandonadas,  llegan  con  el  tiempo  a evolucionar  en  in- 
capacidades de  importancia  o restan  eficiencia  a quien  las  sufre. 
Nos  referimos  a adultos  que  han  venido  arrastrando  desde  su  ni- 
ñez o su  adolescencia  tales  lesiones  como  hernias,  hidroceles,  va- 
ricosidades, úlceras  crónicas,  fístulas,  estrecheces  de  vías  de  se- 
creción, prolapsos  y desgarros  vaginales;  defectos  visuales,  etc. 

La  recomendación  más  acertada  en  estos  casos  es,  que  el 
cuidado  y corrección  de  estas  incapacidades  se  encauce  en  alguna 
forma,  enviando  los  que  las  sufren  a las  agencias  que  le  corres- 
ponde rehabilitarlos.  Muchos  casos  podrían  ser  rehabilitados  por 
agencias  privadas  como  La  Cruz  Azul;  otras  a través  de  la  Ofici- 
na de  Rehabilitación  Vocacional,  otros  por  el  Fondo  del  Seguro 
del  Estado,  y muchos  otros  por  los  hospitales  de  beneficencia  pú- 
blica. 

El  problema  de  estos  medio-incapacitados  es  de  tal  magnitud, 
que  no  existe  realmente  un  organismo  que  pueda  resolverlo.  Los 
hospitales  públicos  afirman,  con  razón,  que  su  capacidad  está  aca- 
parada por  casos  más  meritorios;  Rehabilitación  Vocacional  no 
tiene  tampoco  medios  suficientes  para  afrontarlos;  el  Fondo  del 
eguro  del  Estado  sólo  entiende  en  casos  que  resulten  de  los  ac- 
cidentes del  trabajo. 

Una  acción  coordinada  y un  poco  de  buena  voluntad  de  parte 
de  todas  estas  agencias,  podrían,  si  no  resolverlo  totalmente,  por 
lo  menos  aliviar  el  problema. 

La  selección  de  los  casos  a rehabilitarse,  por  ejemplo,  no  de- 
be estar  estrictamente  limitada  a ciertos  tipos  de  lesiones,  por  al- 
gunas agencias.  Debe  formularse  alguna  manera  de  incluir  los  ca- 
sos a que  nos  referimos  entre  aquellos  por  los  cuales  los  centros 
de  rehabilitación  tienen  predilección. 

Sabemos,  por  otro  lado,  que  tanto  el  Fondo  del  Seguro  del 
Estado  como  el  patrono,  no  están  en  la  obligación  legal  de  asistir 
a estos  lesionados,  pero  nos  parece  que  están  en  el  deber  moral  de 
velar  por  la  .salud  y la  eficiencia  física  de  los  obreros. 

Las  leyes,  como  la  actitud  mental  de  los  hombres,  no  .son 
estáticas  sino  que  varían  y progresan  según  las  necesidades  que 
se  presentan. 
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Cosas  hubo  que  no  estuvieron  nunca  en  la  mente  de  los  hom- 
bres públicos,  sin  embargo,  hoy  las  patrocinan  como  derechos  na- 
turales y justos.  Si  los  obreros  son  la  energia  que  mueve  la  indus- 
tria y la  agricultura,  ¿no  tienen,  en  la  mente  de  los  hombres  de 
ideas  avanzadas,  el  derecho  natural  a que  se  les  mantenga  en  dis- 
posición de  eficiencia  corrigiéndoseles  las  pequeñas  incapacidades 
que  sufren  y devolviéndolos  más  capaces  a sus  labores? 

Este  es  un  asunto  que  el  Instituto  de  Rehabilitación  debe  con- 
siderar seriamente. 

Para  terminar  esta  reseña  nos  creemos  en  la  obligación  de 
consignar  dos  felicitaciones  personales;  una  para  el  Ledo.  Atiles 
Moreau,  iniciador  y propulsor  del  primer  Instituto  de  Rehabilita- 
ción, por  su  gran  idea  y por  el  feliz  éxito  que  ha  tenido;  y la  otra 
felicitac  ón,  para  la  doctora  Blanca  Trelles,  experta  directora  del 
programa  de  rehabilitación  de  niños  lisiados  del  Departamento  de 
Salud  y responsable  de  la  organización  técnica  del  congreso,  en 
lo  cual  demostró  gran  habilidad  y profundo  conocimiento. 

:I:  * 

EL  RESFRIADO  COMUN  Y LAS  DROGAS  ANTIHISTAMINICAS 

El  1 estriado  común  es  la  enfermedad  más  prevaleciente  en  el 
mundo  civilizado  y la  que  más  pérdidas  económicas  ocasiona  a su 
población.  No  obstante,  a pesar  de  los  estudios  e investigaciones 
realizadas  sobre  esta  enfermedad,  el  progreso  alcanzado  en  la  tera- 
pia de  la  misma  ha  sido  hasta  la  fecha  relativamente  escaso.  Se 
puede  decir  sin  pecar  de  exagerado  que  el  tratamiento  del  catarro 
corriente  ha  progresado  muy  poco  o nada  en  los  últimos  50  años. 

Cuando  comparam.os  esta  situación  con  el  progreso  alcanzado 
en  el  conocimiento  etiológico  y en  el  dominio  terapéutico  de  otros 
males  más  graves  tenemos  necesariamente  que  concluir  que  el  pro- 
blema estriba,  no  en  el  poco  conocimiento  de  los  procesos  infeccio- 
sos en  general,  sino  en  la  relativa  ignorancia  que  hay  sobre  los 
virus  filtrables  y sobre  ciertos  procesos  fisiológicos  que  probable- 
mente son  los  factores  etiológicos  más  importantes  en  el  resfriado 
común.  Es  de  esperarse  que  para  una  enfermedad  de  esta  natura- 
leza hayan  aparecido  distintos  remedios,  hijos  de  la  tradición,  la 
superstición  o de  actitudes  seudo-científicas,  que  han  desaparecido 
para  ser  suplantados  más  tarde  por  otros  tan  inútiles  como  los  pri- 
meros. Así  hemos  visto  a los  remedios  caseros  ser  suplantados  por 
la  aspirina  y los  antipiréticos  en  general  y más  tarde  éstos  a su 
vez  ser  sustituidos  por  agentes  alcalinizantes,  por  proteínas  extra- 
ñas y por  toda  una  gama  de  agentes  terapéuticos,  productos  de  la 
imaginación  humana  aguijoneada  por  el  deseo  de  vencer  un  mal 
aparentemente  trivial,  pero  excesivamente  molestoso. 
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Al  sintetizarse  las  drogas  antihistamínicas  por  un  grupo  de 
investigadores  franceses  se  llegó  a creer  que  la  gran  mayoría  de 
las  enfermedades  alérgicas  serían  dominadas  totalmente  por  éstas 
o por  derivados  más  perfeccionados  de  dichos  productos.  Este  op- 
timismo inicial  fué  pronto  suplantado  por  una  actitud  más  conser- 
vadora y realista  a medida  que  se  llevaron  a cabo  estudios  clínicos 
más  extensos  y mejor  controlados.  Se  pudo  comprender  entoncer. 
que  las  drogas  antihistamínicas  son  un  arma  adicional  muy  útil 
para  combatir  ciertas  manifestaciones  alérgicas  pero  de  poco  o 
ningún  valor  en  otras  entidades  clínicas  que  siempre  se  han  con- 
siderado de  origen  alérgico. 

Alentado  por  el  éxito  obtenido  por  los  antihistamínicos  en  el 
tratamiento  de  las  rinitis  alérgicas,  un  investigador  norteamerica- 
no, Brewster,  inició  un  estudio  clínico  sobre  el  uso  de  estas  drogas 
en  el  tratamiento  del  catarro  común.  Debido  a falta  de  control  en 
sus  estudios  preliminares,  Brewster  fué  muy  precavido  y no  llegó 
a conclusiones  definitivas.  Ultimamente  se  han  llevado  a cabo  in- 
vestigaciones más  controladas  pero  la  mayoría  de  ellas  no  han  sido 
'o  suficientemente  extensas  ni  se  han  ajustado  a las  exigencias  del 
control  científico  para  poder  determinar  con  cierta  exactitud  el 
valor  de  estas  drogas  en  el  catarro  común. 

Al  ciarse  a la  publicidad  estos  trabajos  necesariamente  incom- 
pletos, ni  torpes  ni  perezosas,  las  compañías  manufactureras  han 
lanzado  al  mercado  un  sinnúmero  de  productos  a base  de  drogas 
antihistamínicas  combinadas  con  antipiréticos  cada  una  con  un 
nombre  distinto  y algunas  de  ellas  presentando  un  producto  ético 
a los  médicos  y el  mismo  producto,  con  otro  nombre  y haciendo 
uso  de  anuncios  fantásticos  en  la  Prensa,  al  pueblo  a través  de  sus 
compañías  subsidiarias. 

Desgraciadamente  las  drogas  antihistamínicas  no  están  exen- 
tas de  efectos  adversos  a la  salud  y a la  seguridad  del  paciente, 
todas  ellas  causan  somnolencia  y pueden  ser  sumamente  peligrosas 
para  aquellos  individuos,  tales  como  chóferes,  maquinistas,  etc.,  a 
quienes  les  es  esencial  mantenerse  en  el  mayor  estado  de  claridad 
mental  posible.  El  Council  of  Pharmacy  and  Chem'stry  de  la  Aso- 
ciación Médica  Americana  ha  dicho  recientemente  lo  siguiente: 
“Hay  casos  reportados  y los  records  así  lo  señalan,  que  una  terce- 
ra parte  de  aquellos  que  toman  estas  drogas  se  tornan  somnolientos 
y hasta  se  han  caído  mientras  trabajaban  o guiaban  sus  vehículos. 
La  experiencia  en  estas  drogas  no  es  lo  suficientemente  extensa 
para  determinar  si  son  inocuas  cuando  se  usan  por  período  largo 
de  tiempo”. 

Queremos  llamar  la  atención  a la  clase  médica  y al  pueblo  en 
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general  sobre  los  peligros  anotados  arriba  y al  mismo  tiempo  nos 
vemos  obligados  a condenar  la  actitud  de  algunos  fabricantes  de 
drogas  que  han  considerado  de  mayor  importancia  sus  ingresos 
económicos  que  la  salud  del  pueblo. 


SECCION  ADMINISTRATIVA 


AVISOS 


Asociación  Medica  del  Distrito  de  Ponce:  El  domingo,  5 de  marzo,  a las 
9:00  de  la  mañana,  celebrará  su  asamblea  anual  la  Asociación  Médica  del  Dis- 
trito de  Ponce,  que  preside  el  doctor  Carlos  A.  Quilichini.  Dicho  acto  tendrá 
lugar  en  el  Hotel  Meliá,  y en  el  mismo  se  presentarán  los  siguientes  trabajos: 


Solitary  Ectopic  Kidney  Associated  to  Fistulous  Communication 
between  bladder  and  Gluteal  Region,  por  el  doctor  R.  A.  Pérez 
Ribié. 

Anestesia  en  cirugía  intratorácica,  por  el  doctor  E.  Colón  Yordán. 

Presentación  de  tumores  interesantes,  por  los  doctores  Oscar  Costa 
Mandry,  Manuel  Alsina  y Carlos  A.  Quilichini. 

Fijación  medular  de  fracturas,  por  el  doctor  William  R.  Gelpí. 

Ulcera  gástrica  en  una  paciente  de  95  años  — Presentación  de  un 
caso  tratado  por  gastrectomía,  por  el  doctor  Carlos  A.  Quilichini. 

Krukenberg’s  Tumor  — Presentation  of  a case,  por  el  doctor  Roy 
J.  Stokes. 

Tratamiento  de  la  úlcera  duodenal  por  vagotomía,  por  el  doctor 
J.  L.  Costas  Durieux. 


* * * 


Asociación  Medica  del  Distrito  de  San  Juan:  El  día  27  de  enero  pasado, 
se  celebró  en  el  domicilio  de  la  Asociación  Médica  de  Puerto  Rico  la  asamblea 
anual  del  distrito  de  San  .Juan.  Al  procederse  a la  elección  de  funcionarios 
para  el  año  1950  resultaron  electos  los  siguientes  compañeros: 


Presidente 
Vice  Pres. 
Secretario 


Dr.  Luis  A.  Sanjurjo 
Dr.  Ricardo  F.  Fernández 
Dr.  Roberto  J.  Aguayo 
Dr.  Manuel  M.  Baralt 


Tesorero 


Delegados 


Dr.  R.  S.  Díaz  Rivera 
Dr.  F.  Hernández-Morales 
Dr.  Jaime  F.  Pou 
Dr.  Mario  J.  Tomasini 
Dr.  David  Rodríguez  Pérez 
Dr.  José  A.  Seín 
Dr.  José  N.  Gándara 
Dr.  Andrés  A.  Salazar 
Dr.  Rafael  Porrata  Doria 


Dr.  Luis  R.  Guzmán  López 
Dr.  Angel  M.  Marchand 
Dr.  Manuel  Paniagua 
Dr.  Ramón  Llobet 
Dr.  J.  Basora-Defilló 
Dr.  J.  R.  González  Giusti 
Dr.  Guillermo  Picó 
Dr.  Dwight  Santiago 
Dr.  Juan  J,  Nogueras 
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MISCELANEAS 

Vomites  Permanentes  ■.  Seguimos  trans(;ri))ieii(lo  en  esta.-  edición  algunos 
do  los  comités  permanentes  de  la.  Asociación,  a saber: 

liiblioteea : Dr.  Salvador  Arana-Soto,  presidente;  Dr.  J.  Rodríguez  Olmo; 
Dr.  A.  Otero-López;  Dra.  Borinquen  Mussenden;  Dr.  José  B.  Caso;  Dra.  Josefina 
Guarch  de  Flax;  Dr.  Augusto  Perea-;  Dra.  Blanca  H.  Trelles;  Dr.  Antonio 
Marchany;  Dr.  A.  Pérez  Toledo;  Dr.  F.  Monserrate-Anselmi ; Dr.  Bartolomé 
Borrás;  Dr.  Miguel  A.  Valiente;  Dr.  José  S.  Plá;  Dr.  Luis  García  Le  Quevedo. 

Edueaeión  y Hospitales:  Dr.  Ramón  H.  Señeriz;  presidente;  Dr.  M.  Ro- 
dríguez Erna;  Dr.  Roberto  Jiménez-López;  Dr.  E.  Maldonado-Sierra ; Dr.  Ma- 
nuel Pavía  F’ernández;  Dr.  Hiráni  Vázquez-Milán ; Dr.  Jaime  L.  Costa-.s  Curieux; 
Dr.  Francisco  M.  Susoni;  Dr.  A.  Acosta  Velarde;  Dr.  Basilio  Dávila;  Dr.  Nelson 
Perea;  Dr.  R.  Mejía  Ruíz;  Dr.  F.  Sánchez  Castaño;  Dr.  Raúl  R.  Acosta;  Dr. 
J.  M.  Rodríguez  Quiñones;  Dr.  Néstor  de  Cardona;  Dr.  Manuel  Meléndez;  Dr. 

E.  Garrido  Morales;  Dr.  Francisco  Ferraiuoli;  Dr.  Eurípides  Silva;  Dr.  Pedro 
A.  Castaing;  Dr.  Anthony  Lombardi;  Dr.  Juan  Sabater;  Dr.  T.  Ramírez  Cuerda. 

Váneer:  Dr.  I.  González  Martínez,  presidente;  Dr.  Pedro  Malaret;  Dr. 
Miguel  Alonso;  Dr.  David  Rodríguez-Pérez;  Dr.  Pedro  Ramos  Casellas;  Dr.  Jo- 
sé Picó;  Lr.  Arturo  L.  Carrión;  Dr.  Lyndon  E.  Lee;  Dr.  Manuel  A.  Astor;  Dr. 
J.  R.  Casanova  Díaz;  Dr.  J.  M.  Rivera  Otero;  Dr.  Miguel  A.  Mariani;  Dr. 
Rafael  A.  Blanes. 

MecHeina  Forense:  Dr.  Enrique  Koppisch,  presidente;  Dr.  I.  Rivera  Lu- 
go; Dr.  Fernando  Asencio;  Dr.  A.  Martínez  Alvarez;  Dr.  Félix  M.  Reyes;  Dr. 
Leopoldo  Figueroa;  Dr.  Mario  C.  Fernández;  Dr.  José  D.  Jiménez;  Dr.  F.  Ro- 
dríguez Forteza;  Dr.  Américo  Serra;  Dr.  Carlos  L.  Massanet;  Dr.  Carlos  J. 
Dalmau;  Dr.  Luis  R.  Guzmán  López;  Dr.  Ricardo  Cordero;  Dr.  Rafa-el  Her- 
nández; Dr.  José  R.  Maymí;  Dr.  R.  Fernández-Marina. 

Salud  Pública  y Beneficencia:  Dr.  Guillermo  Arbona,  presidente;  Dra. 
Dolores  M.  Piñero;  Dr.  Rafael  Timothée;  Dr.  Rafael  Colón;  Dr.  R.  Arrillaga 
Torrens;  Dr.  Miguel  A.  Zapata-;  Dr.  M.  Pujadas  Díaz;  Dr.  Ramón  T.  Colón;  Dr. 
Francisco  M.  Vélez;  Dr.  Luis  C.  Cla.vell;  Dr.  Carlos  González;  Dr.  Abel  de  Juan; 
Dr.  José  R.  Alúm;  Dr.  Víctor  Rincón;  Dr.  Raúl  Yumet;  Dr.  Dámaso  Talavera; 
Dr.  Ramón  T.  Colón;  Dr.  Jenaro  Barreras;  Dr.  Benigno  T.  González;  Dr.  Ra- 
món A.  Ríos;  Dr.  E.  Romeu  Ortiz. 

* * * 

LIBROS  RECIBIDOS 

Epilepsy  and  Convulsive  Disorders  in  Children.  Por  Edward  M.  Bridge,  M.D., 
Profesor  do  Pediatría  de  la  Universidad  de  Buffalo  (Escuela  de  Medicina),  Di- 
rector de  Investigación,  Children’s  Hospital  of  Buffalo  — 670  páginas,  Ilustra- 
do. New  York;  McGraw-Hill  Book  Company,  Inc.  1949.  $8.50. 

Disease  of  the  Ear,  Nose  and  Throat.  Por  William  Wallace  Morrison,  M.D., 
Profesor  de  Otolaringología,  New  York  Polyclinic  Medical  School  and  Hospita-l. 
772  páginas.  Ilustrado.  New  York;  Appleton-Century-Crofts,  Inc.  1948. 

Operative  Technic  in  Specialty  Surgery.  Editado  por  Warren  H.  Cole,  M.D., 

F. A.C.S.,  Profesor  y jefe  del  Departamento  de  Cirugía,  Escuela  de  Medicina, 
Universidad  de  Illinois...  725  pá.ginas,  New  York;  Appleton-Century  Crofts, 
Inc.  1948. 
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Operative  Technic  in  General  Surgery.  Editado  por  Wa-rren  H.  Cole,  M.D., 
F.A.C.S.,  Profesor  y jefe  del  Departamento  de  Cirugía,  Escuela  de  Medicina, 
Universidad  de  Illinois...  951  páginas.  New  York;  Appleton-Century-Crofts, 
Inc.  1949. 

Illustrative  Electrocardiography.  Por  Julius  Burstein,  A.B.,  M.D.,  y Nathan 
Bloom,  M.D.,  F.A.C.P.  Tercera  Edición.  309  páginas.  New  York;  D.  Appleton- 
Century  Company,  Inc.  1948. 

Clinical  Diagnosis  hy  Laboratory  Examinations.  Por  John  A.  Kolmer,  M.S.  M.D. 
Dr.  P.  H.,  ScD.,  LLD.,  L.H.D.,  F.A.C.P.,  Profesor  de  Medicina  en  la  Escuela 
de  Medicina  y en  la  Escuela  de  Dentistería  de  la  Universidad  de  Temple,  Di- 
rector, Research  Institute  of  Cutaneous  Medicine,  . . . Segunda  Edición.  1212 
páginas.  New  York;  Appleton-Century-Crofts,  Inc.  1949. 

The  Epitome  of  Andreas  Vesadius.  Traducido  del  Latín  por  L.R.  Lind,  Ph.D., 
Universidad  de  Kansas.  103  páginas.  New  York;  The  Macmillan  Company.  1949. 
$7.50. 

Fundamental  Considerations  in  Anesthesia.  Por  Charles  L.  Burstein,  M.D.,  Ins- 
tructor en  Anestesia,  Colegio  de  Medicina,  Universidad  de  Nueva  York.  153  pá- 
ginas. New  York;  The  Macmillan  Compa.ny.  1949.  $4.00. 

Syphilis-.  Its  Course  and  Management.  Por  Evan  W.  Thomas,  M.D.,  Profesor 
de  Medicina  Clínica,  New  York  University  College  of  Medicine,  Director,  Rapid 
Treatment  Center  and  Visiting  Physician,  Bellevue  Hospital,  Nueva  York.  317 
páginas.  New  York,  The  Macmillan  Company.  1949.  $5.50. 

The  Supersensitivity  of  Denervated  Structures.  Por  W.  B.  Cannon  y Arturo 
Rosenblueth.  245  páginas.  New  York,  The  Macmillan  Company.  1949.  $5.50. 


REVISTA  DE  IJBROS 


I)i(i(/)iosi.s  (1)1(1  Treolmoil  of  Brain  Tumors,  by  Ernest  Sachs,  A.  B.,  M.D.,  Re- 
search Associate  in  Physiolo,^y,  Yale  University,  New  Haven;  Formerly  Pro- 
fessor of  Clinical  Neurological  Survey,  Washington  University  School  of  Medi- 
cine, St.  Louis.  Second  Edition.  552  pages.  St.  Louis,  The  C.  V.  Mosby  Company, 
1949.  $15.00. 

This  book  is  a combination  and  revision  of  two  previous  books  written 
by  Dr.  Ernest  Sachs.  One  on  the  “Diagnosis  a-nd  Treatment  of  Brain  Tumors” 
published  in  1931,  and  the  other  on  “The  Care  of  the  Neurosurgical  Patient, 
Before,  During  and  After  Operation”  published  in  1945. 

Although  the  major  portion  of  the  book  is  devoted  to  brain  tumors,  the 
procedures  of  other  important  intracranial  operations,  as  for  hydrocephalus, 
trigeminal  neuralgia-,  and  subpial  resection  for  focal  epilepsy,  as  well  as  spinal 
cord  and  peripheral  nerve  surgery  are  also  described  and  discussed.  Excessive 
detail  has  been  purposely  omitted,  which  makes  the  volume  very  readable. 

The  chapters  on  the  “Anatomy  and  Physiology  of  the  Brain”  and  the 
one  on  the  “Surgical  pathology  of  brain  tumors”  are  made  extremely  interest- 
ing by  the  author’s  constant  use  of  interesting  illustrative  case  histories  taken 
from  his  wide  experience.  The  gross  and  microscopic  specimens  pictured  are 
taken  from  his  own  abundant  supply. 

In  the  chapters  dealing  with  the  signs  and  symptoms  of  brain  tumors. 
Dr.  Sachs  richly  supplies  the  text  with  usual  and  unusual  case  reports,  and 
as  he  states  in  his  preface,  many  of  these  cases  used  are  done  so  with  the 
specific  purpose  pointing  out  errors  which  were  made  and  how  these  could 
have  been  avoided.  It  is  these  chapters,  as  well  as  the  one  on  differential 
diagnosis,  tha-t  will  particularily  be  most  appreciated  by  the  medical  student 
and  the  physician  in  general  practice.  The  various  signs  and  symptoms,  both 
general  and  specific,  are  discussed  from  the  clinical  and  surgical  points  of  view 
and  are  very  well  integrated  from  the  presentations.  Throughout  these  chapters, 
as  in  most  of  the  others,  are  photographs  of  patients  before  and  after  operation 
accompanied  in  many  instances  by  diagnostic  ventriculograms. 

Several  technical  chapters  are  devoted  to  necessary  instruments  and  opera- 
ting room  set-ups  which  the  author  has  used  throughout  the  years  in  his 
practice  of  neurological  surgery.  These  chapters  contain  numerous  very  fine, 
clear  illustrations  of  operative  approaches,  and  methods  are  shown  for  dealing 
with  the  various  pathological  lesions  encountered. 

Dr.  Sachs  emphasizes  the  necesity  for  the  meticulous  closure  of  operative 
wounds  and  the  importance  of  constant  a-ttention  not  only  to  routine  care  of 
the  neurosurgical  patient  before,  during  and  after  opei'ation,  but  also  to  the 
innumerable  details  that  must  be  dealt  with  properly,  which  frequently  means 
the  difference  between  a very  successful  or  a mediocre  result,  or  even  a failure. 
He  feels  that  only  too  frequently  important  details  are  neglected  after  the 
major  work  is  done.  His  advice  can  well  be  applied  to  surgery  in  general. 

Medical  students  and  physicians  in  general  practice,  as  well  as  those  in 
the  surgical  specialties,  will  find  in  this  book  the  difficult  subject  of  neuro- 
logical surgery  interestingly  and  comprehensively  dealt  with.  For  the  neuro- 
logical surgeon  the  volume  is  full  of  experiences  from  which  he  may  well 
profit. 
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Is  this  good  food 
for  babies? 


Sterilized  in  a sealed  container,  it  is  as  surely  safe  as  if  there 
were  no  germ  of  disease  in  the  world. 

Every  drop  is  uniformly  rich  in  the  food  substances  of 
pure,  whole  milk. 

It  is  always  soft  curd  milk — easy  for  babies  to  digest. 

It  is  fortified  with  pure  crystalline  vitamin  D to  protect  the 
normal  baby  against  rickets  and  to  promote  optimal  growth. 

It  is  everywhere  available  and  costs  less,  generally,  than 
ordinary  milk, 

These  are  the  outstanding,  exceptional  qualities  of  Pet  Milk. 

The  experience  of  thousands  of  physicians  proves  what  the 
facts  indicate — that  Pet  Milk  is  extraordinarily  good  food  for 
babies. 

Let  us  send  you  a supply  of  booklets  for  distribution  to 
mothers  (containing  no  feeding  formula)  which  will  save 
your  time  because  they  provide  many  of  the  instructions  you 
want  mothers  to  have.  'Printed  in  Spanish.) 


•ííT.rí''* 


PET  MILK  COMPANY,  1472-K  Arcade  Building,  St.  Louis  1,  Missouri 
Please  send  nie,/ree  of  charge, 

copies  of  booklet  for  distribution  to  mothers.  ”rinted  in  Spanis*-  ' 


Address. 
State 


Distribuidores:  H,  FERNANDEZ  & HNOS.,  SUCRS. 
P.  O.  Box  3629  - San  .Juan,  P.  R. 


En  Aceite  de  Mam' con  2%  (p/v)  de  Monoestearato  de  Aluminio 


Con  el  advenimiento  de  la  Penicilina  G Procaina  Crista- 
lina en  Aceite  de  Maní  con  2%  de  Monoestearato  de 
Aluminio  ya  no  se  necesita,  en  muchos  casos,  las  inyec- 
ciones frecuentes  en  la  penicilinoterapia.  Este  nuevo 
producto  de  Merck  & Co.,  Inc.  permite  una  liberación 
gradual  de  la  penicilina,  obteniéndose  así  una  acción 
eficaz  y prolongada.  En  consecuencia  va  ganando  rápi- 
damente amplia  aceptación  como  un  medio  más  eñcaz 
y conveniente  de  administrar  penicilina. 

Después  de  una  sola  inyección  intramuscular  de  1 c.c. 
(300.000  unidades),  se  mantienen  niveles  sanguíneos 
verificables  de  penicilina  durante  48  horas  en  aproxima- 


damente 90%  de  los  pacientes  en  cama.  En  la  mayoría 
de  éstos  se  mantienen  hasta  96  horas.  Sólo  en  los  casos 
más  graves  se  necesita  inyecciones  frecuentes. 

La  próxima  vez  que  emplee  penicilina,  tenga  en  cuenta 
las  ventajas  que  le  ofrece  este  tipo  superior  de  penicilina 
de  Merck  & Co.,  Inc.; 

• Liberación  gradual  — acción  eficaz  y prolongada 
— inyecciones  frecuentes  generalmente  innecesarias 

• Prácticamente  no  irritante 

• Bien  tolerada 

• No  requiere  refrigeración 


, Pida  los  últimos  impresos  descriptivos 

La  Penicilina  G Procaina  Cristalina  en 
Aceite  de  Maní  con  2%  de  Monoeslea- 
rato  de  Aluminio  se  puede  conservar  con 

MERCK  (NORTH  AMERICA)  INC. 

apreciable  de  potencia.  Merck  & Co.,  251  Avenue  of  the  Americas,  New  York  1.3,  N.  Y.,  U.  S.  A. 
Inc.  la  suministra  en  convenientes  Iras- 
quitos  esterilizados  de  diez  dosis  de  1 
(300.000  unidades). 


SUBSIDIARIA  DE 
EXPORTACION  DE 
MERCK  & CO.,  INC. 
Faitrivnntps  de 
Producto!,  Químicos 
Rabway,  N.  J.,  U.  S.  A,"* 


SUCESORES  DE  P.  W.  R EXPORT  CORPORATION! 


Distribuidores— CESAR  CASTILLO,  INC.,  Calle  Tetuan  1 55,  San  Juan 


liberación  gradual 


Cristalina 


“Beminal”  Forte  with  Vitamin  C is 
recommended  whenever  oral  admin- 
istration of  massive  doses  of  B fac- 
tors and  vitamin  C is  desirable.  Each 
capsule  contains: 


Q) 


Thiamine  HCl  (Bi)  . 

Riboflavin  (B2)  . 

Nicotinamide  . . . 

Pyridoxine  HCl  (Be) 

Calc,  pantothenate  . 

Vitamin  C (ascorbic  acid)  100.0 mg. 

Dosage:  One  to  three  capsules  daily 
or  as  directed  by  the  physician. 


25.0  mg. 
12.5  mg. 

100.0  mg. 
1.0  mg. 

10.0  mg. 


“vi) 


"^Beminal” 

for 

therapy 

Ayerst,  McKenna 


The  “Beminal”  family  comprises  five  distinctive  com- 
binations for  the  selective  treatment  of  B deficiencies. 

1.  “Beminaf”  Forte  with  Vitamin  C. 
Capsules  No.  817 

2.  “Beminal”  fortified  with  Iron  and 

9 Liver,  Capsules  No.  816 

3.  “Beminal”  fortified  with  Iron,  Liver, 
and  Folic  Acid,  Capsules  No.  821 

4.  “Beminal”  Forte  Injectable  (Dried) 
No.  495 

5.  “Beminal”  Tablets  No.  815 


& Harrison  Iiimited 


A E.  40th  St.,  New  York  16,  N.  Y, 


Di.stribuidores  en  Puerto  Rico 
F.  PONT  FLORES  — San  .luan,  I’.  R. 


NOW 


P rot  ¡nal  Powder  — 

the  whole  protein. 


Delicious — tastes  more  like  a confection  than  a pharmaceutical  preparation. 

AlicrO  pulverized — mixes  far  more  readily  with  milk  or  other  foods 
than  do  ordinary  granule  preparations. 

Elective — high  protein  content  (61.25%)  supplies  all  of  the  amino  acids  known 
to  be  necessary  to  maintain  life  and  growth  in  a 100%  digestible  form. 


Note:  Protinal  Powder  is  virtually  salt-free  ( less  than 
0.03%)  and  contains  less  than  1.0%  fat. 


protinal  powder 


Vanillin  or  chocolate  flavored  in  8-ounce,  1-lb.  and  5-lb.  bottles 
LITERATURE  AND  SAMPLES  ON  REQUEST. 

THE  NATIONAL  DRUG  COMPANY  • PHILADELPHIA  44,  PA. 


Pharmaceutical, 

Biological  and 

Biochemical  Products 

for  the  Medical  Profession 

Represented  in  Puerto  Rico  by: 
CESAR  A.  TORO,  Ph.G.  — San  Juan,  P.  R. 


a refreshing, 
soothing 
collyrium 

FOR  OCULAR  IRRITATION 
DUE  TO  EYESTRAIN, 
OUST,  SMOKE  OR  GLARE 


eotion 


o^ysoi. 

‘SOfoHtC 


^6  tOTlOH 


SOOTHING 

t.OT|ON 

etjES 


;«Ts 


»*|»l  >»M* 


«XGUENTINE 


Ocusol®  is  an  isotonic,  aqueous  solution  containing  boric  acid  U.S.P.  1.1%, 


j sodium  borate  U.S.P.  0.5%,  berberine  sulfate  0.01%,  distilled  extract  of 
j witch  hazel  N.F.  2.6%,  camphor  U.S.P.  0.04%,  methylparaben  U.S.P.  0.05%, 


! rose  oil  0.01%,  glycerin  U.S.P.  1.3%,  NaCl  U.S.P.  0.38%  and  water  94.01%. 

! Ocusol  is  harmless  to  the  eyes;  it  may  be  used  as  often  as  required.  Eacb 
I package  contains  a sanitary,  plastic  eye  cup. 


THE  NORWICH  PHARMACAL  COMPANY 
Norwich,  New  York,  U.  S.  A. 


Distribuidorei -CESAR  CASTILLO;  INC.,  Calle  Tetoan  155,  San  Juan 


Quimioterapia  local 
rápida  y segura 


Eficaz  y sin  peiígro,  los  Chides  SuU  , ^ 

fatiazoI  Juaits  vienen  djBj^psfí^ 

do  SU'  utilidad  xlíliiíqr 
;mós  anos  que  ningún  otfo.  inedicqT^ 
mentó  quimioterápjco  o aritiblótícóf^"'? 
en  el  tratamiénto  local:  de  infeccjo-r  .^  ' 
nes  bucofaríngeas.'  'k  íV 


infecciones 
bucofaríngeas 


1.  EFICACIA,  los  Chicles  Sulfotiaiol  Juaits  producen  una  solucioQ 
salival  concentrada  de  sulfadazol  que  baña  las  mucosas  infectadas. 

2.  SEGURIDAD.  La  concentración  sanguínea  que  ocasiona  el  sujfa- 

tiazol  es  casi  insignificante  aun  con  dosis  máximas  o en  los  niños, 
con  lo  que  se  evitan  reacciones  tóxicas  generales.  j 

3.  RAPIDEZ.  En  las  infecciones  bucales  y laríngeas  corrientes  debidas  I, 
a casos  agudos  de  angina  de  Vincent,  con  el  tratamiento  de  '■ 
Chicles  Sulfatiazol  Juaits  se  alivian  de  48  a 72  horas. 

4.  ESTABILIDAD.  Los  Chicles  Sulfatiazol  Juaits  conservan  su  poten-  i 
cialidad  total  bajo  condiciones  ordinarias. 


5.  CONVENIENCIA.  Agradables  al  paladar,  son  fáciles  de  adminis-.  I' 

trar  hasta  a los  niños.  La  dosificación  no  es  costosa.  j 

6.  CAMPO  CLINICO.  Indicados  en  las  infecciones  susceptibles  a la  i.i 

acción  sulfonamida  de  la  zona  bucofaríngea.  | 

En  paquetes  de  24  tabletas 
de  0.5  gm.  en  cintas  higiénicas, 
en  una  cajita. 

rc'H  ICLES  S U LFATlAi 

Quimioterapia  local  segura 
White  Laboratories,  Inc.,  Newark  7,  N.  J.,  E.  U.  A • Fabricantes  de  Pradactas  FarmacéuhV 


Distribuidores;  FRANCISCO  N.  CASTAGNET 
San  Juan,  Puerto  Rico 


nuevo  catalizador  del  liierro 
para  mejorar  la  hemogénésis 


El  Mol-iron  de  Juaits  es  un  complejo  estable  de  óxido  de 
molibdeno,  cuya  potencialidad  ferrosa  en  la  anemia  hipo- 
crómica  ha  sido  comprobada  en  recientes  investigaciones.  En 
un  compuesto  (co-precipitado)  de  sulfato  ferroso,  ofrece 
estas  características. 

Aumento  hemoglobíníco.  Los  pacientes  que  toman  ta- 
bletas de  Mol-iron  experimentan  con  un  tratamiento  más 
corto,  un  aumento  considerable  de  hemoglobina  por  término 
medio. 

Mejor  toüei'ancia.  Con  este  nuevo  agente  hemopoyético 
los  efectos  secundarios  gastrointestinales  son  mucho  menos 
r:  frecuentes,  aun  en  pacientes  que  han  demostrado  intoleran- 
cia a otros  preparados  a base  de  hierro. 

Campo  ciínico  más  extenso.  Es  más  eficaz  que  otros  pre- 
parados en  las  anemias  hipocrómicas,  cualquiera  que  sea  su 
etiología,  en  las  hemorragias  crónicas  y en  las  deficiencias 
nutritivas. 

Ponga  a prueba  las  Tabletas  Mol-iron  en  los  casos  de  mayor 
I intolerancia  de  hierro.  Le  sorprenderán  sus  buenos  resultados. 

l-iron  de  Juaits 


tabletas 


Mo 


SULFATO  FERROSO  MOLIBDENICO 

White  Laboratories,  Inc.,  Newark  7,  N.  J.,  E.  U.A.  • Fabricantes  de  Productos  Farmacéuticos 

Distribuidores:  FRANCISCO  N.  CASTAGNET 
San  Juan,  Puerto  Rico 


cereales,  la  harina  de 
avena . . . ocupa  el  primer 
lugar  en  valor  nutritivo.” 


Prhnera  en  Vitamina  Bi  » , , 

Primera  en  Protema  . . . 

Primera  en  Hierro . . . 

Primera  en  Energía  Alimenticia . . . 

Esíos  son  hechos  reales.  Demostrados  a través  de  cuidadosas  prue- 
bas realizadas  en  los  grandes  laboratorios  de  investigaciones  sobre 
nutrición.  Por  supuesto,  no  son  hechos  nuevos.  Los  médicos  han 
estado  muy  al  tanto  de  la  superioridad  de  la  Avena  Quaker  durante 
muchos  años. 

Sin  embargo,  como  la  importancia  de  los  desayunos  nutritivos^ 
tanto  para  los  niños  como  para  los  adultos,  requiere  un  debido 
reconocimiento,  creemos  que  este  recordatorio  es  de  gran  provecho 
. . . toda  vez  que  reviviendo  estos  hechos,  pueden  setvirles  de 
gran  utilidad  a Ud.  y a su  clientela. 

•Informe  por  el  Consejo  de  Alimentos  y Nutrición — "Foods  of  Plant 
Origin,  ’ The  Journal  of  the  American  Medical  Association,  'Vol.  136, 

No.  16,  1043-1048,  Abril  17,  1943. 

AVENA  QUAKER 

LA  MARAVILLA  ALIMINTICIA  DE  LA  NATURALEZA 


A LOS  SEÑORES  MEDICOS 
DE  SAN  JUAN  Y SANTURCE 


Nos  permitimos  recordarles  que  en  caso  de  urgencia  los  señores 
médicos  que  necesiten  del  servicio  de  nuestras  farmacias  en  San  Juan 
o en  Santurce,  durante  las  altas  horas  de  la  noche,  pueden  llamar 
personalmente  a los  encargados  de  dichas  farmacias,  al  teléfono 
como  sigue: 

Para  servicios  en  San  Juan:  2-6544 

Para  servicios  en  Santurce:  2-7002  2-6831 

Los  señores  médicos  pueden  tener  la  seguridad  de  que  serán  in- 
mediatamente atendidos  en  dichos  casos  de  necesidad. 

No  se  atenderán,  sin  embargo,  llamadas  hechas  por  personas 
particulares  que  no  puedan  usar  el  debido  discernimiento  sobre  la 
urgencia  o necesidad  de  las  llamadas. 


FARMACIA  BLANCO,  INC. 

(San  Juan  — Santurce) 


V / 

THESODATE  (BREWER)  I 

Definición:  El  Thesodate  (Brewer)  es  la  pastilla  original  con  RECU- 
BRIMIENTO ENTERICO  de  Acetato  Sódico  de  Teohromina. 
Inrlicaciones:  El  Thesodate  (Brewer)  se  indica  en  el  tratamiento  de 
la  enfermedad  de  la.  arteria  coronaria,  el  edema  y la  hipertensión. 
Difttrihución:  El  Thesodate  (Brewer)  se  vende  en  frascos  de  100 
pastillas. 

♦Thesodate,  480  mg.  (7V2  granos). 

Thesodate,  480  mg.  (TVa  granos);  Fenobarbital,  32  mg.  {Vz  gra- 
no). 

Thesodate,  320  mg.  (5  granos);  Fenobarbital  16  mg.  (14  grano); 
Yoduro  de  Potasio  128  mg.  (2  granos). 

Dosis:  Una.  pastilla  antes  de  las  comida-s  y antes  de  acostarse. 

COMPROBACION  CLINICA: 

1.  Riseman,  J.  E.  F.,  Brown,  M.  G.,  Arch.  Int.  Med.,  Vol.  60, 
pág.  100,  1937. 

2.  Brown,  M G.,  y Riseman,  J.  E.  F.,  .1.  A.  M.  A.,  Vol,  109,  pág.  256, 
1937. 

3.  Levy,  R.  L..  Bruenn,  H.  G..  Williams,  N.  E..  Am.  H.  Jour.,  Vol. 

19.  pág.  639,  No.  6.  June,  1940. 

* El  Thesodate,  4 80  mg.  se  ha  usado  muchísimo  como  diurético.  La 
dosis  que  se  recomienda  es  de  ocho  pastillas  al  día  por  dos  días  y luego 
cuatro  pastillas  diarias. 

Solicite  literatura 

BREWER  & COMPANY,  INC. 

Worcester,  Mass.,  U.S.A. 

(Químicos  Farmacéuticos  desde  1852 


Así  expresa  su  agraclecimú  o 
la  madre  que  ha  seguid  el 
consejo  de  su  médico  paral- 
mentar  a su  criatura. 

"¡Gracias,  doctor!  . . . Gnas 
por  haberme  recomendac  el 
CEREAL  INSTANTANEO  CLAPP 
Me  siento  orgullosa  de  mi  i le, 
tan  sano  y robusto,  y desde  ue 
usted  me  lo  indicó,  nunca  le  Itai 
su  CEREAL  INSTANTANEO  CLAIi.',  , 
Efectivamente,  señora  . . . Muchísimas  m reSj 
han  podido  comprobar  los  efectos  benéficos  de  una  dieta  científicar  tte 
equilibrada  con  el  cereal  instantáneo  clapp’s.  La  larga  experiencia  de  sus  exi 
radores  en  la  preparación  de  productos  exclusivamente  para  niños,  los  ha  colocado  a la  vangi*' 
en  la  producción  de  alimentos  básicos  para  la  dieta  infantil. 

Cuando  su  médico  le  recomienda  el  cereal  instantáneo  clapp’s,  lo  hace  tomando  en 
cuenta  su  contenido  saludable  de  minerales  y vitaminas 
. . . y el  escrúpulo  científico  y profiláctico  que  se  pone  en 
su  elaboración.  ¡A  todos  los  niños  les  encanta  el  cereal 
INSTANTANEO  CLAPP’s! 


Clapp^ 


EL  PRIMER  ELABORADOR  DE  ALIM  10*1 
EXCLUSIVAMENTE  PARA  NIN' 


THE  NEW  YORK  POLYCLINIC 

ESCUELA  DE  MEDICINA  Y HOSPITAL 
Organizada  en  1881 

La  Primera  Institución  Médica  de  América  para  Postgraduados 


VAHA  Kl.  (IKIMANO  GENEKAI. 

Curso  rombiiiado  <|ije  roiupreiide : 
riru^ía  ffeiieral,  cirugía  traumáti- 
ca. i irug’ía  abdominal,  gastrocnte- 
rolóffií'a,  íí  i lleco  lógica  y urológica. 
Asistencia  a conferencias,  presen- 
cia a operaciones,  examen  pre- 
operatorio y post-operatorio  de 
enfermos  así  como  un  curso  ulte- 
rior en  las  salas.  Patología,  radio- 
logía, lisoterapia.  Deniosf  raciones 
en  el  cadáver  sobre  anatomía  <iu¡- 
rúrgi'a,  cirugía  torácica,  anestesia 
regional.  Cirugía  operatoria  y gi- 
iiecológiia  en  el  cadáver. 


OBSTETRICIA  V (¿I NECOEOGI  A 

Vil  curso  completo.  En  Obstetri- 
cia: conferencia;  clínica  prenatal; 
]>reseiicia  a partos  normales  y o- 
peratorios;  operatoria  obstc'drica 
tmani<|í). 

En  Ciinecología : conferencias ; 
e\|>Ioración  clínica : presencia  de 
operaciones;  examen  pre-operato- 
rio  de  pacientes:  clínica  post-ope- 
ratoria  «le  las  pacientes  en  las  sa- 
las. 

l'atología  obst<‘trica  y ginecoló- 
gica; anestesia  regional  (en  ca- 
dáver). Asistencia  conferencias  en 
Obstetricia  y (iinecología. 


OJOS,  OIDOS.  NARIZ  Y 
OAKOANT.A 

Vn  curso  combinado  de  repaso  de 
tres  meses.  Vonsiste  de  asistencia 
a clínicas,  presencia  en  operacio- 
nes, conferencias,  demostraciones 
en  el  cadáver;  operaciones  de  ojos, 
oídos,  nariz  y garganta  en  el  ca- 
dáver; «lisecciones  del  ciielllo  y la 
cabeza  (ca<láver)  ; demostraciones 
ciíni(‘as  y en  el  «‘adáver  «.obre 
broncosi'opía  cirugía  de  la  laringe 
y cirugía  facial;  refracciones;  ro- 
entgenología; patología,  bacterio- 
logía; y embriología;  fisiología; 
neuro-anatomía ; anestesia ; fisio- 
terapia; alergia;  examen  pre-ope- 
ratorio  y post-operatorio  «le  pa- 
cientes en  l:is  salas  y clínicas. 
También  cursos  «ortos  «le  repas«> 
(8  meses). 


rKOVTOVOfilA  V 

(;astkoentf:kovo<íia 

C'urs«)  c«>mbina<lo  «lue  comiiren- 
«le  asistencia  a «•! ¡nicas  y confe- 
rencias; instruccii'in  en  exámenes, 
«liagnóstico  y tratamiento;  pre- 
sencia en  opera«‘iones ; visita  a las 
salas  «le  enfermos;  «lemostraciiMi 
«le  casos;  patología:  ra«liología: 
anatomía  iiroctología  operatoria 
en  el  ca«láver. 


PARA  INFORMES  DIRIGIRSE  A 

MEDICAL  EXECUTIVE  OFFICER:  345  West  50th  St.,  New  York  City 


^ — - — 

EL  HERALDO  MEDICO 

Revista  de  divulgación  médica 
Publicada  mensualmente  por  la 

ASOCIACION  MEDICA  DE  PUERTO  RICO 

Circulación:  5,000 

Aceptamos  anuncios.  Envíe  el  suyo  a: 

ASOCIACION  MEDICA  DE  PUERTO  RICO 

Apartado  3866 
Santurce,  P.  R. 
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BRONQUITIS 

TONSILITIS 

FURUNCULOSIS 


/ 
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HUMOnZIHE 


...ALIVIA  EL 

DOLOR 

. . . REDUCE  LA 

INFLAMACION 

por  su  acción  anagésico-des- 
congestíva.  La  Neumotízine 
es  compatible  con  las  suifo- 
namidas  y los  antibióticos. 
Una  aplicación  dura  8 horas 
y más. 

NUMOTIZINE,  INC. 

900  N.  Franklin  St.,  Chicago, 


E.  U.  A. 


Distribuidores:  FRANCISCO  N.  CASTAGNET 
San  Juan,  Puerto  Rico 


PATTERNED  AFTER  HUMAN  MILK 


S-M-A,  ready  to  feed,  has  the  same  percentage  of  protein,  fat,  carbohydrate, 
and  ash  as  human  milk. 

Amino  Acids— Content  of  essential  amino  acids  equals  or  exceeds  the  average 
values  for  human  milk. 

Carbohydrate  is  lactose,  favoring  correct  acidophilic  intestinal  flora. 

Fats— Index  of  unsaturated  fatty  acids  is  standardized  at  the  top  of  the  range 
found  in  human  milk. 


Vitamins  (including  vitamin  C)— S-M-A  equals  or  exceeds  human  milk  in 
content  of  all  vitamins  for  which  minimum  daily  requirements  are  established. 


Minerals— S-M-A  exceeds  values  of  human  milk  for  calcium, 
phosphorus,  and  iron.  Both  S-M-A  and  human  milk  supply  an 
average  of  20  calories  per  ounce. 


S-M-A®  builds  husky  babies 


Distribuidores:  FRANCISCO  N.  CASTAGNET 
San  Juan,  Puerto  Rico 
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Una  Espada  de  Doble  Filo  — e/  ^ 


(Extracto  de  Hígado  con  Complejo  de  Vitamina  B,  Lilly) 


. . . ataca  un  problema  doble.  La  combina- 
ción frecuente  de  anemia  y avitaminosis  de- 
manda una  terapéutica  doble 

El  tratamiento  adecuado  y simultá- 
neo de  los  dos  estados  mencionados  puede  llevarse 
a cabo  con  inyecciones  de  ‘Lexavite.’ 

TODOS  los  factores  del  extracto  de  hígado 
combinados  con  una  cantidad 
abundante  de  vitaminas  del  complejo  B ha- 
cen del  ‘Lexavite’  un  producto  com- 
pleto y conveniente. 


Eli  Lilly  Pan-American  Corporation 


Indianapolis  6,  Indiana,  E.U.A. 
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Suscripción  Anual:  $4.00 


in  ocular  emergencies 

prevent  infection  with 

A SULFACETIMIDE 
SOLUTION  30% 


^ r ' ■ r - ^ 

Ditiribuidorss— CESAR  CASTILLO,  INC.,  Calle  Tetuan  155,  San  Juan 


Prompt  and  continued  use  of  Sodium  Sulfacetimide 
Solution  30%  eye  drops  immediately  following 
removal  of  a foreign  body  — or  after  emergency  treat- 
ment of  abrasions,  laceration's  or  bums  due  to  chemicals 
—is  rapidly  gaining  wide  acceptance.  Recent  reports'’* 
emphasize  the  effectiveness  of  Sodium  Sulfacetimide 
Solution  30%  in  preventing  infection,  hastening 
recovery  and  saving  sight. 


Patients  should  be  instructed  to  instill  one  drop  of 
solution  into  the  traumatized  eye  every  hour  for  the 
first  day.'  Thereafter  the  drops  may  be  used  every  three 
or  four  hours  until  the  threat  of  infection  has  ceased. 

PACKAGING:  Sodium  Sulfacetimide  Solution  (Sodium  Sulamyd*) 
30%  is  available  on  prescription  in  15  cc.  amber,  eye-dropper  bottles. 
Sodium  Sulfacetimide  Ophthalmic  Ointment  (Sodium  Sulamyd)  is 
supplied  in  a concentration  of  10%  in  % oz.  tubes.  Sodium  Sulfaceti* 
mide  Nasal  Solution  10%,  with  df-desoxyephedrine  hydrochloride 
0.125%  is  available  in  15  cc.  bottle  with  dropper.  Schering’s  Sodium 
Sulfacetimide  (Sodium  Sulamyd)  preparations  contain  0.05%  methyl 
and  0.01%  propyl  p-hydroxybenzoates  as  preservatives  and  are  stabilized 
with  sodium  thiosulfate. 


CORPORATION. BLOOM  FIELD,, NEW  JERSEY 

IN  CANADA.  SCHERINC  CORPORATION  'LTD..  MONTREAL 
Serving  the  ¡TEST  COAST.  Schering  Corpor*iion 
149  New  Montgomery  St.,  Sen  FtenciicoS.  Calil.  * DougUe  2-1544 


One  of  the  few  sulfonamides  that  can  be  dissolved  in 
high  concentration  at  physiologic  pH  of  7.4,  sodium 
sulfacetimide  is  virtually  nonirritating  and  nontoxic. 
Because  sodium  sulfacetimide  penetrates  into  deep 
ocular  tissues  by  rapid  diffusion,  protection  against 
infection  of  underlying  as  well  as  superficial  structures 
is  achieved  readily. 


Protein  ^ 
Hydrolysate 
for  Parenteral  Use 
of  Proved 
\ Clinical  Value 


Amigen,  an  enzymic  digest  of  casein, 
contains  all  the  amino  acids  needed  for 
j)roteiii  synthesis.  Supplied  in  solutions 
\\  ilh  dextrose,  it  enables  tlie  j)hysician  to 
provide  j)rotein  nutrients  parenterally: 

1. Wlien  tlie  patient  i.s  enable  to  take 
foot!  by  mouth — as  in  c.sopliaKeal  stric- 
ture, carcinoma  ('f  the  eso|)liasus.  stom- 
ach or  colon,  intestinal  obstruction  or 
perforation,  divcrticuliti.s,  pyloric  ste- 
nosis, severe  vomitinjr, 

2.  'When  coinp!'’*e  rest  of  the  alimen- 
tary tract  is  (lc.;.irc'l — as  in  iiencralized 
peritonitis,  gastroenteritis,  severe  diar- 
rhea, bacillary  dy.scntcry,  ulcerative  co- 
litis, convalescence  from  gastrointesti- 
nal surgery,  i)crforatinp:  wounds  of  the 
abdomen,  typhoid  fever, 

3.  When  parenteral  supplementation  of 
oral  food  in.take  is  indicated — as  in  ad- 
vanced malnutrition,  .severe  burns,  pre- 
operative preparation,  nepbrosis,  ne- 
phriti.?,  pancreatic  f.bro.sis,  prematurity. 

^Ye  will  be  plea.sed  to  send  the  AMIGEN 
Handbook  for  riiysiclans  on  retpiest. 


1 


1 . New  air  filter  as- 
sures sterility  of  ingo- 
ing air. 

Plastic  dripmeter 
permits  ready  obser- 
vation of  rate  of  flow. 

3.  Tiihitit)  compressor 
effectively  regulates 
flow  of  .solution. 

4.  Plastic  tuhiarj  per- 
mits eonslaiit  observa- 
tion of  infusion  fluid. 


5 . Plastic  needle  adapt- 
er simplifies  problems 
of  venii)uncturc. 

6.  .\miset  eliminates 
the  expense  and  labor 
reciuired  to  clean  ordi- 
nary infusion  sets. 

7.  .\miset  i:;  promplhi 
available  and  saves  stor- 
(:;/e  spare. 

8.  .\miset  is  .sferiVe  and 
Jree  jrom  ptjroyen. 


Mead  Johnson  & co. 


i 


A practical  aid  in  the 
administration  of  Amigen  solutions 


Sterile 


T M.  nzo.  u s.  ^AT  orr. 


l\  O.  Box  3081  — San  Juan,  I*.  B, 


Facilita 
las  anestesias 


mediante 

inducción  rápida  . . . 

restablecimiento  pronto  y tranquilo  . . . 
supresión  de  la  náusea  . . . 


50  CC. 

VINETHENE® 

1 Ffhtir  fnr  It  C P. 


‘"T  used  ordy  by 

^ Í.I.1Í  '*(  “ Pbyxicísn  or  dentist,  lai  ff». 


Vinethene*  es  el  anestésico  inlialante  preferido  para  las  opera- 
ciones de  corta  duración,  para  la  inducción  previa  a la  anestesia  con  éter 
y como  complemento  del  protóxido  nitroso. 


Especialmente  indicado  en: 

REDUCCION  DE  FRACTURAS 
MANIPULACION  DE  ARTICULACIONES 
DILATACION  Y CURETAJE 
MIRINCOTOMIA 
CAMBIO  DE  APOSITOS 


Vinethene* 

(eTER  VINILICO  F.E.U.  MERCK  PARA  ANESTESIAS) 

Anestésico  inhalante  para  operaciones 
quirúrgicas  menores 


INCISIONES  Y DRENAJE  DE  ABSCESOS 
TONSILECTOMIA 


♦VINETHENE.  marca  de  fábrica  registrada, 
de  MERCK  & CO.,  Iiic.,  del  éter  vinílico 


EXTRACCIONES  DENTALES 


Folletos  a solicitud 

MERCK  (NORTH  AMERICA)  Inc. 

161  AVENUE  OF  THE  AMERICAS,  NEW  YORK  13,  N.  Y.,  U.  S.  A. 
Sucesores  de  P.  W.  R.  Export  Corporation 


SUBSIDIARIA  DE 
EXPORTACION  DE 
MERCK  & CO.,  Inc. 
Fabricantes  de 
Productos  ^Mímicos 
Kahway,  N.  J.,  U.  S.  A. 


1 

Distribuidores— CESAR  CASTILLO,  INC.,  Calle  Tetuan  155,  San  Juan 


I.NUTRON  TABIITS 

supply  essentially  the  same 

prefer  fW"- 
, o tica. 'Syrup 


t FlUID  OUNCES 

Each  Ttoipoanful  (S  ec.)  eoiifoiin 
thiamine  CHlOaiDE  (Bf)  T "a 

«IBOfLAVIN  (Bj) "a 

PYBIDOXINE  (Bi)* * * mt- 

niacinamide  '®  "a- 

feurous  gluconate  > S'- 

alanganese  sodium 

CITRATE  N.  f.  VM"  '/c 

RrcMrvcd  with  Acid  0.2% 

•N..d  In  hnmon  nulrilion  hoi  not  b«n  .itobllihnd 

NION  CORPORATION! 

los  ANGELES  • CALirORNI-f 


NION  CORPORATION  • LOS  ANGELES  38,  CALIFORNIA 

Representantes  para  Puerto  Rico 
JOAQUIN  RELENI)P:Z  sola 


Ave.  Labra  Núm.  802 
Santurce,  P.  R. 


Apartado  1188 
San  Juan,  P.  R. 


á-vfa  Lmí/ 


..  iinirtiTi  'í 

><í44,iaáaií¿íí»KW  ' j¡.- 


El  futuro  brillante  del  niño  depende  ma- 
yormente de  la  clase  de  alimentación  que 
recibe  durante  los  primeros  meses  de  la 
infancia,  los  cuales  revisten  inmensa  im- 
portancia en  su  vida. 

Estos  son  los  meses  cuando  se  requieren 
mayores  cantidades  de  proteína.  Y esa  es 
una  buena  razón  por  qué  DRYCO  es  fre- 
cuentemente recomendado,  cuando  nece- 
sario, para  completar  o reemplazar  la 
leche  materna. 

Es  la  proporción  de  2.7  a 1,  de  proteína 
a grasa,  en  las  fórmulas  de  DRYCO  lo 
que  hace  que  esta  leche  confiable  ofrezca 


tan  primordial  ventaja,  pues  debido  a su 
nutrición  balanceada  y fácil  digestibili- 
dad,  es  la  que  más  se  aproxima  a la  leche 
humana. 

Nutrición  Sólida— Fortificodo  Con  Vitominof 

Siempre  la  mejor  leche  fresca,  modificada 
para  proveer  una  relación  de  2.7  a 1 de 
proteína  a grasa,  contenido  moderado  de 
carbohidrato— permitiendo  flexibilidad  de 
la  fórmula,  enriquecido  con  vitaminas— y 
especialmente  envasado  para  retener  su 
frescura  original  en  cualquier  clima— eso 
es  DRYCO! 


Para  informes  detallados,  escriba  a: 


THE  BORDEN  COMPANY 
350  Madison  Avenue,  Nueva  York  17,  N.  Y.,  E.  U.  A. 


DRYCO 


f 0 RTI F IC AP 0 CON  VITAMI N AS 


Distribuidores  para  Puerto  Rico: 

PLAZA  PROVISION  COMPANY,  Fortaleza  104,  San  Juan,  P.  R. 


El  Queratómetro  de  Bausch  & Lomb 


INSTRUMENTOS 
OPTICOS 
BAÚSCK  & LOMB 


reconoce  universalmente  ei 
valor  de  la  queratometría  en 
casos  de  astigmia,  afaquia  o am- 
bliopía.  Sin  embargo  la  exacti- 
tud de  los  datos  así  averiguados 
esíá  limitada  por  la  exactitud  del 
instrumento  empleado  para  lo- 
grarlos. El  (Queratómetro  de 
B&L  mide  objetivamente  la  cur- 
vatura de  la  córnea.  Con  él  es 
fácil  colocar  en  posición  al  pa- 
ciente y se  ahorra  tiempo  para 
que  éste  concentre  la  mirada  de 
modo  fijo.  Por  ser  un  instru- 
mento de  una  sola  posición,  su 


enfoque  resulta  rápido  y exacto. 
Sólo  con  el  Queratómetro  se  pue- 
de obtener  exactamente  la  medi- 
da de  la  córnea  para  ajustar  len- 
tes de  contacto. 

Agente:  H.  V.  GROSCH  CO. 

Comercio  St.  21  - San  .Juan 


OPTICAL  COMPANY 
Rochester,  N.  Y.,  E.U.A. 
Fundada  en  1853 


» 


Aspogen  for  peptic  ulcer 


1 HOUR 


2 HOURS 


Data  in  graph  from 
Krantz  et  al. : «7.  Pharm. 
& Exper,  Therap.  82 
19JtU.  0.5  Gm.  dihydroxy 
aluminum  aminoacetate  in 
25  cc.  synth.  gastric  juice. 


UfílÁ  Áome  'y£'me€¿¿€^  by  patients  with  peptic  ulcer  or  hyperchlor- 
hydria  can  result  in  the  production  of  severe  systemic  alkalosis,  sometimes  with  frank  calcium  i 
tetany.  Aspogen,  even  in  excessive  dosage,  cannot  produce  alkalosis;  it  provides  no  absorbable^ 


alkali.  Aspogen®  brand  of  dihydroxy  aluminum  aminoacetate  N.N.R.  is  indicated  in  \ 
the  treatment  of  peptic  ulcer  and  for  symptoms  of  hyperchlorhydria.  It  is  available  as  \ | 
soft,  palatable  0.5  Gm.  tablets  sealed  in  cellophane  in  cartons  i 
of  100  or  in  bulk  in  bottles  of  500.  Literature  on  request,  j 

EATON  LABORATORIES,  INC.,  NORWICH.  N.  T.  f 


Distribuidores— CESAR  CASTILLO;  INC.,  Call©  Teluan  155,  San  Juarr 


, 

Una  Nueva  Droga  Prometedora 
para  el  Tratamiento  de  la 
Tuberculosis... 


Parasal 

[PAS,  Acido  Para-Aminosalicílico] 


ACIDO  O SAL  SODICA 

POLVO  O TABLETAS  DE  REVESTIMIENTO  ENTERICO 

Durante  los  últimos  2 años,  los  especialistas  de  todo  el  mun- 
do han  venido  trabajando  con  este  admirable  agente  tubei- 
cu’ostático.  Hoy  día  se  le  considera  generalmente  como  una 
útilísima  droga  para  el  tratamiento  de  varias  clases  de  tu- 
berculosis, ya  sea  sólo  o en  combinación  con  estreptomicina. 

Los  casos  clínicos  indican  que  PARASAL  redujo  la 
fiebre  y la  tos  durante  la  primera  semana  de  tratamiento, 
y después  de  éso  se  ha  obtenido  una  mejoría  clínica  general. 

Hasta  hoy  los  estudios  han  demostrado  que  PARASAL 
deja  a los  pacientes  sin  efectos  neurotóxicos,  puede  admi- 
nistrarse oralmente  con  pocas  o ninguna  reacción  secunda- 
ria, y puede  obtenerse  en  cualquier  cantidad  que  se  desee. 

Distribuido  en  Puerto  Rico 

por 

LABORATORIOS  TERRIER,  INC. 

HATO  REY,  P.  R. 


Model  ISÍloMLH 

INTRODUCING  COMPLETELY  NEW  SPENCER  MICROSCOPES 
FOR  THE  MODERN  LABORATORY 


as  rigid  as  previous  models.  The  in- 
clination joint,  after  two  million  reci- 
procating motions,  has  shown  no  meas- 
urable wear.  The  redesign  micrometer- 
screw  fine  adjustment  now  has  ball- 
hearing slideways.  It  is  responsive  to 
the  lightest  touch.  Under  test  it  show- 
ed less  than  .2  micron  backlash  after 
three  million  revolutions  — an  esti- 
mated normal  20  years’  wear.  The 
latest  Spencer  Laboratory  Microscopes 
are  ready  to  serve  you  and  to  carry  on 
the  tradition  established  by  earlier 
models — -dependability,  long  wear,  cus- 
tomer satisfaction. 


Model  illustrated  above  N15MLH  with 
inclined  binocular  body  and  No.  100 
Microscope  Illuminator. 


PUERTO  RICO  OPTICAL  COMPANY 

\ 

SAN  JUAN,  PUERTO  RICO 
Agentes  Exclusivos  de 
AMERICAN  OPTICAL  COMPANY 


A LL  the  knowledge  and  experience 
of  over  a hundred  years  has  gone 
into  developing  the  latest  Spencer  La- 
boratory Microscopes.  For  students, 
technicians,  laboratory  and  research 
workers,  they  offer  the  latest  in  de- 
sign and  convenience.  Spencer  Micros- 
copes are  world-famous.  They  incor- 
porate time-tested  features,  in  addition 
to  many  new  refinements.  All  of  these 
new  microscopes  have  been  subjected 
to  exhaustive  tests  on  pilot  models — 
many,  for  over  five  years  prior  to 
their  introduction.  Aluminum,  used  in 
construction  of  the  arm  and  body,  re- 
duces weight  by  1/3 — a definite  boon 
to  those  who  must  carry  microscopes 
from  one  place  to  another.  The  micros- 
cope stands  have  been  tested  and 
found  to  be  stronger  than  and  twice 


Southbridge,  Mass. 


new  convenience  • new  flexibility  in  dosage 
new  all-around  usefulness 


3 new  water-soluble 
liquid  vitamin  preparations 


In' 


JOHtt90 


a * ííK««w  ^ 
it,  ^ s»*J#!Wet  <i***‘^ 

Johnson  * 


Each  0.6  cc.  supplies; 


Vitamin  A 
Vitamin  D 
Ascorbic  Acid 
Thiamine 
Riboflavin 
Niacinamide 


5000  USP  units 
1000  USP  units 

50.0  mg. 

1.0  mg. 

0.8  mg. 

5.0  mg. 


Each  0.6  cc.  supplies: 

Vitamin  A 5000  USP  units 

Vitamin  0 1000  USP  units 

Ascorbic  Acid  50  mg. 


Each  0.5  cc.  supplies; 
Ascorbic  Acid  50  mg. 


fruit  juice,  milk,  rcrcal.s.  ])U(I(liuf>s.  etc.;  or 
iucoi  j)oratc<l  iu  mixtures  for  tube  feeding. 

Each  is  .scienlifieally  formulated  and 
ethically  marketed.  They  arc  suirplied  in 
15  and  50  cc.  bottles,  witli  an  appropri- 
ately calibrated  dropper. 


Mead  Johnson  & co.  r.  vansvii.  i.  e 21. in  d,  usa 


Each  of  thc.se  prejiarations  is  ideally 
suited  for  routine  prophylactic  or  thera- 
peutic vitamin  suiiplementation  for  in- 
fants and  children  as  well  as  adults. 

Water-soluble, plca.sant  tasting,  they  can 
be  stirred  into  the  infant’s  formula,  or  into 


P.  O.  Box  3081  — San  Juan,  P.  R. 


Now  fortified  with 
Folic  Acid  and 
B vitamins- 


Patients  with  chronic  or  nutritional  anemias  may  be  deficient 
in  several  factors  essential  for  blood  regeneration — iron,  liver 
factors  and  B vitamins,  including  folic  acid. 


Each  daily  dose  of  Bepron  Fortified  (1  fluidounce)  supplies— 

Total  soluble  constituents  of  2 ounces 
of  whole  beef  liver 
3 grains  of  iron  (Fe)  as  saccharated 
ferrous  iron,  equivalent  to  9.6  grains 
of  dried  ferrous  sulfate 
5 mg.  of  folic  acid 
2 mg.  of  thiamine  hydrochloride 
2 mg.  of  riboflavin 
15  mg.  of  niacinamide. 

Bepron  Fortified  is  recommended  for  the  treatment 
of  chronic  or  nutritional  hypochromic  microcytic 
anemias,  and  for  maintenance  tlierapy  of  certain 
macrocytic  or  normocytic  anemias. 


BEffRON 

fOBTlfltO 


Supplied  in  bottles  of 
16  fluidounces. 


BEPRON*  FORTIFIED 


WYETH  INCORPORATED  • PHILADELPHIA  3, 


PA. 


Distribuidores:  FRANCISCO  N.  CASTAGNET 
San  Juan,  Puerto  Rico 


“No ...  he  doesn’t 
sDit  them  out!” 


The  well  developed  tactile  sense  of 
the  infant’s  tongue  readily  recognizes 
large  or  coarse  food  particles,  and 
quickly  leads  to  their  rejection. 
Through  an  exclusive  process  of 
homogenization,  the  largest  particle 
left  in  Libby’s  Baby  Foods  is  of  mi- 
croscopic size.  Cell  capsules  are  rup- 
tured, making  for  absolute  smooth- 
ness of  texture  and  complete  ab- 
sence of  grittiness.  Nutrients  are 
homogeneously  dispersed,  enhancing 
availability.  In  Libby’s  Baby  Foods 
fluid  separation  is  never  observed, 
further  evidence  of  the  advantages  of 
homogenization. 


Beets  • Carrots  • Green  Beans  • Peas  • Spinach  • Squash  • Vegetable  Soup  • Mixed 
Vegetables  • Garden  Vegetables  • Liver  Soup  • Vegetables  with  Bacon  • Vegetables 
with  Beef  and  Barley  • Vegetables  with  Lamb  • Apples  and  Apricots  • Apples  and 
Prunes  • Apple  Sauce  • Apricot-Farina  • Peaches  • Peaches-Pears-Apricots  • Pears 
and  Pineapple  • Prunes  (with  Pineapple  Juice  and  Lemon  Juice)  • Custard  Pudding 

Libby,  MiNeill  & Libby  • Chicago  9,  Illinois 


por  6 razones 


Mayor  difusión— combinación  con  urea  que  estimula 
la  penetración  más  rápida  de  la  sulfa  en  los  tejidos 
vivos  y muertos. 


difusión 
quimioterápica 
en  infecciones 
otológicas 


2 r Analgésico,  antipruriginoso  — gracias  a la  acción 
I calmante  y eficaz  del  clorobutanol  — una  sulfonamida 
i compatible  con  la  anestesia  local. 

3 Amplio  campo  — eficaz  en  la  otitis  media  aguda  y 
crónica:  de  acción  fungicida  en  las  infecciones  otomi- 
cóticas. 


Auxiliar— valiosa  ayuda  en  la  terapéutica  general,  con 
frecuencia  reduce  la  necesidad  de  una  medicación 
sulfamídica  intensa  y general,  con  lo  que  se  evitan 
reacciones  molestas  o tóxicas. 

Desbridamiento  fisiológico  — fomenta  el  drenaje  y 
la  eliminación  de  detritus  necrótico. 

Potencialidad  — acrecienta  el  poder  bactericida. 


Otomide  White’s  es  una  solución 
estable  de  5%  de  sulfanilamida, 
10%  de  Urea  (Carbamide)  y 3% 
de  clorobutanol  anhidro  en  una 
glicerina  especial  de  alta  activi- 
dad higroscópica.  En  frasquitos 
cuentagotas  de  15  c.c. 


White  Laboratories,  live.,  Newark  7,  N.  J.,  E.  U.A.  • Fabricantes  de  Productos  Farmacéuticos 
Distribuidores:  FRANCISCO  N.  CASTAGNET 
San  Juan,  Puerto  Rico 


í for  effective  treatment  of 

m 

i hypertension 

Vf-PI  ITAI  — 

Ir  I I VERATRUM  VIRIDE 

> m 

^ Z 

O o 

1 

VERUTAL  TABLETS  (Rand)  combine^^m 
FOUR  fherapeufically  effective  W 
drugs  in  a NEW  FORMULA  for  the 
treatment  of  ESSENTIAL  HYPERTENSION. 

EACH  VERUTAL  TABLET  CONTAINS: 

Verafrum  VIride 100  mg. 

Mannifol  Hexanifrafe ^2  S'”* 

Rutin 10  mg. 

Phenobarbifal 1/^  gr. 

PROFESSIONAL  SAMPLES  AND  LITERATURE  UPON  REQUEST 

¿I>  I , 

<^Ctn.CL  pfc«rm«ce.t<£cai  ca*)  tnc* 

DISTRIBUTOR;  A.  F.  LEGRAND-Apartado  3911,  Santurce,  P.  R.- ALBANY,  NEW  YORK 


ytlONS 

ravenous 


\ntram'jsc 


C-sss’-sX 


'*••*», 


+0  relieve  nausea  and  vomiting 
of  pregnancy  and  in  adoles- 
cent acne 


••••«  I»»»»**  . 

pyribexin 


IPyridoxine  HCI  Thiamine  Chloride) 
Each  1 cc  contains; 

Vitamin  Bl 50  mg 

Vitamin  B6 50  mg 

VIALS  OF  10  cc 


IROBLEX 


for  use  in  hypochromic  and 
tritional  anemias 


(Iron  - Liver  - B Complex) 
Each  cc  contains; 

Thiamine  HCl  (Bl)  100. 

Riboflavin  (B2)  0.1 

Pyridt)xine  HCl  (B6)  1. 

NICOTINAMIDE  50. 

IRON  CACODYLATE  10. 

LIVER  (10  U.S.P.  UNITS 

PER  CC)  0.; 

Phenol  (As  preservative)  0.5% 

VIALS  OF  10  cc 


Formula 


NION  CORPORATION  los  angeles  38,  cal 

JOAQUIN  BELENDEZ  SOLA, 

P.O,  BOX  I 188,  SAN  JUAN,  PUERTO  RICO 


razones  por  las  cuales  los  médicos 
prescriben  Bíolac 


. El  Alimento  Infantil  Completo 


Bíolac  es  excelente  leche 
de  vaca,  modificada  para 
satisfacer  adecuadamente  las  ne- 
cesidades de  la  criatura. 

Para  mayor  conveniencia, 
Bíolac  viene  envasado  en  forma 
de  polvo,  y sólo  hay  que  mez- 
clarlo con  agua  pura  para  obtener 
una  fórmula  que  suple  todos  los 
elementos  esenciales. 

Considere  estas  ventajas  de 
Bíolac: 

1 . Bíolac  suple  la  nutrición 
necesaria.  Ha  sido  científica- 
mente modificado  para  propor- 
cionar la  proteína,  vitaminas, 
minerales  y carbohidrato  esen- 
ciales para  el  crecimiento  y la 
salud  de  los  niños.  (Por  supuesto, 
se  debe  agregar  la  vitamina  C a 
la  dieta.) 

2.  Bíolac  contiene  lactosa  ex- 
tra. A Bíolac  se  le  ha  agregado 
lactosa,  el  azúcar  natural  de  la 
leche  materna,  en  cantidades 
suficientes  para  suplir  el  carbohi- 
drato que  necesitan  las  criaturas. 

3.  Bíolac  es  enriquecido  con 

hierro  y vitaminas.  Tanto  el  con- 
tenido de  calcio  y fósforo  de 
Bíolac,  como  el  de  vitamina  Bo, 
satisfacen  las  necesidades  nutri- 
cionales.  El  contenido  de  hierro 
y vitaminas  A,  Bi  y D se  ha 
aumentado  a un  nivel  que  iguala 
o supera  los  requerimientos 
conocidos. 


4.  Bíolac  contiene  proteína 
concentrada.  La  alta  concentra- 
ción de  proteína  en  Bíolac  en 
forma  fácil  de  digerir  com- 
pensa las  diferencias  biológicas 
existentes  entre  la  proteína  de  la 
leche  de  vaca  y la  de  la  leche 
materna.  Así  los  requerimientos 
de  proteína  en  el  niño  están  ase- 
gurados. 

5.  El  contenido  de  grasa  en 
Bíolac  es  modificado.  Los  glóbu- 
los de  grasa  en  Bíolac  se  asemejan 
en  su  tamaño  a los  de  la  leche 
materna.  La  cantidad  de  grasa  en 
Bíolac  se  reduce  a un  nivel  que 
satisface  los  requisitos  nutritivos, 
y se  digiere  fácilmente. 

6.  Bíolac  es  siempre  sano.  Pre- 
parando las  fórmulas  con  cui- 
dado, serán  uniformes  día  tras 
día.  La  sencillez  de  su  prepara- 
ción disminuye  la  posibilidad  de 
errores. 

7.  Bíolac  es  fácil  y rápido  de 
preparar.  Sólo  hay  que  mezclar 
el  Bíolac  con  agua  fría,  previa- 
mente hervida,  y la  fórmula  esta 
lista.  Para  medirlo  sólo  se  nece- 
sita la  cuchara  que  viene  con 
cada  lata. 

8.  Bíolac  es  fácil  de  recetar. 

La  fórmula  infantil  se  calcula  con 
facilidad— los  únicos  componen- 
tes son  Bíolac  y agua. 


Una  Fórmula  Rápida 
que  Ofrece  las  Ventajas 
de  la  Leche  Materna 


Bíolac 

THE  BORDEN  COMPANY 

350  Madison  Avenue,  New  York  City 

Bíolac  cs  leche  pura  de  vaca,  modificada.  Sencilla- 
inente  se  mezcla  con  agua  pura  para  obtener  una 
fórmula  infantil  equilibrada. 


Distribuidores  para  Puerto  Rico: 

PLAZA  PROVISION  COMPANY,  Fortaleza  104,  San  .Juan,  P.  R. 


FURACIH' 

SOLUT0 

’ (brand  of  NITROFUR^^® 


For  mixed  infections 


\ 


HLk  a UUcJ m ^ A ¿«xkcakj,  F„,acm  Solution  offer. 

,ffi.  convenienceThile  retaining  all  the  advantage,  of  Furaein  Soluble  Dre..ing:  ^ 

spectrum  including  many  gram.negative  and  gram-pcitive  organisms;  water-so  u i ily  “ 

.ound  evudates;  low  surface  tension  to  pencóte  fissures;  non-s.a,nmg  of  skm  and 

stability.  I.  is  being  used  on  wet  dressings  and  as  a spray  on  painful  burns  Furaem®  brand 
L of  nitrofnrarone,  is  available  as  Furaein  Solution  (N.N.R.)  and  Furacin  Soluble 

Dressing  (N.N.Rs)  containing  Furacin  0.2%.  These  preparations 
, are  indicated  for  topical  application  in  the  prophylaxis  or 

treatment  of  infections  of  wounds,  second  and  third  degree 
burns,  cutaneous  ulcers,  pyodermas  and  skin  grafts. 

Literature  on  request. 

EATON  LABORATORIES,  INC..  NORWICH,  N.  X 
Disnlbuidores-CESAR  CASIlUO;  INC.,  Call.  T.ra.n  155,  San  Juan 


terapia  antíbíotíca  local  eficaz 


sin  reacción  toxica  o alérgica 
en  infecciones  bucofaríngeas 


lozílles 

pastillas  de  tirotricina  y propesina 


m f 

¿ He  aquí  las  ventajas  que  poseen  las  Pastillas  Lozílles 
i de  propesina  y tirotricina,  de  los  Laboratorios  White: 

I ACCION  BACTERICIDA  LOCAL  RAPIDA  Y EFICAZ  . . . 

P en  gran  número  de  infecciones  grampositivas  bucolarín- 

||  geas,  que  son  tan  frecuentes  hoy  día. 

I INOCUAS... 

En  contraste  con  la  penicilina  de  uso  local,  la  tirotricina 
no  da  lugar  a reacciones  inflamatorias  o de  la  sensibilidad. 
La  tirotricina  es  atóxica  localmente  y los  jugos  gástricos 
la  hacen  inactiva  en  el  estómago,  con  lo  que  se  evitan 
posibles  efectos  secundarios  sistemáticos. 

ANALGESIA  LOCAL  RAPIDA  Y PROLONGADA  . . . 

La  propesina  (no  tóxica,  no  irritante)  que  contienen 
proporciona  alivio  inmediato  al  dolor  y la  irritación 
locales,  y una  analgesia  local  más  prolongada  que  la  benzo- 
caína  sin  efecto  notable  en  la  sensibilidad  del  paladar. 

Medicos  y dentistas  las  recomiendan  como  anal- 
gésico y bactericida  para  la  boca  y la  garganta. 

pastillas  lozílles 

White  Laboratories,  Inc.,  Newark  7,  N.  J.,  E.  U.A.  • Fabricantes  de  Productos  Farmacéuticos 
Distribuidore.s:  FRANCISCO  N.  CASTAGNET 
San  Juan,  Puerto  Rico 
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RESINAT’S  RESULTS  WITH  ANY  OTHER  FORM  OF  ANTACID  THERAPY 


Mounting  clinical  evidence  continues  to 
support  claims  as  to  the  efficacy  of 
RESINAT.  The  latest  report  on  120  patients 
treated  with  resinat,  demonstrates  com- 
plete symptomatic  relief  in  48-72  hours 
and  regression  of  the  ulcer  crater  in  2-4 
weeks  in  the  majority  of  casesd 
RESINAT: 

1.  Is  completely  nontoxic, 

2.  Acts  as  an  adsorbent. 

3.  Coats  the  gastric  mucosa. 

4.  Does  not  cause  constipation  or  diacthea, 

5.  Produces  no  acid  rebound  or  other  ob- 
jectionable side  etlects. 

RESINAT  has  been  called  'the  closest 
approach  to  the  ideal  antacid.  ^ 

RESINAT  now  available  in  tablet  form 
(0.5  Gm)  in  addition  to  Capsules  (0.25  Gm) 


f ¡AS' 

.A'.  Aá 

GasLróphotograph  of  mucosa^ 
coated  by  Resinat  .¿-.s; 


''Gastrophotograph  of  mucosa 
coated  by  other  substance. 

1.  Weiss,  S.,  Espinal,  R.B.  & Weiss,  J.:  Thera- 
peutic Application  of  Anion  Exchange 
Resins  in  the  Treatment  of  Peptic  Ulcer, 
Review  of  Gastroenterology,  16:501-509, 
June,  1949. 


Literature  and 
samples  available 


RESINAT  PATENT  PENDING 


completely  nontoxic  anion  exchange  resin 

FOR  PEPTIC  ULCER 


THE  NATIONAL  DRUG  COMPANY,  PHILADELPHIA  44,  PA. 

Pharmaceutical, 


Manufacturers  of 


Biological  and 
Biochemical  Products 
for  the  Medical  Profession 


Represented  in  Puerto  Rico  by: 
CESAR  A.  TORO,  Ph.G.  — San  Juan,  P.  R. 


Tyrothricin,  potent  antibacterial  extract  of 
Dubos’  bacillus,  and  widely  considered  the 
topical  antibiotic  of  choice,  is  the  principal 
ingredient  of  TyroZETS  Lozenges,  Sharp  & 
Dohme’s  remarkable  new  preparation  for 
prophylaxis  and  treatment  of  gram- positive 
throat  and  mouth  infections,  and  for  post- 
surgical  care  of  the  pharynx. 

Tyrothricin  is  penetrating,  nontoxic  when 
applied  locally,  and  highly  effective  against 
such  gram-positive  organisms  as  Coryne- 
bocterium  diphtheriae,  pneumococci,  strep- 
tococci and  staphylococci  frequently  re- 
sponsible for  infections  of  throat  and 
mouth. 

Each  Tyrozets  lozenge  contains 
tyrothricin,  1 mg.,  and  5 mg.  of  sooth- 
ing, analgesic  benzocaine. 


Tyrozets  Antibiotic-Anesthetic  Throat  Loz- 
enges rapidly  relieve  the  pain  and  discom- 
fort of  infected  or  irritated  throats,  promptly 
destroying  gram- positive  pathogens. 
These  new,  nontoxic,  pleasantly  flavored 
Sharp  & Dohme  lozenges  are  indicated 
for  treatment  of  gram-positive  throat  and 
mouth  infections,sore  throats, and  especially 
following  tonsillectomies  and  pharyngeal 
surgery.  They  are  also  effective  for 
prophylactic  throat  protection  when  colds 
are  prevalent. 

Tyrozets  Antibiotic-Anesthetic  Throat 
Lozenges  are  packed  in  moisture-proof, 
plastic-stoppered  tubes  of  12. 

TYROZETS 


SHARP  & DOHME  INTER-AMERICAN  CORP. 
Box  4203  — Sant  urce,  Puerto  Rico 


^Vitamin  Bn  per  unit  of  weight,  is  the  most  ejfective 


Sqijibb 


antianemic  substance  known.  SPIES  ETAL.!  J.  A.  M.  A.¿^p621,  1949 

RUBRAMIN 

SQUIBB  vitamin  B12  concentrate 

now  ill  plentiful  supply 

► essentially  painless,  protein-free  aqueous  solution 

► ai^proxiinately  the  same  cost  as  Liver  Extract 

1 cc.  ampuls,  each  ampul  containing  15  micrograms  of 
vitamin  B12.  Boxes  of  5. 

Dosage  for  15  microgram  RUBRAMIN  is  the  same  as  that  for 
15  unit  Liver  Extract. 


MANUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  1858 


c 
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Liver  Protein  Hydrolysate  supplying 

AMINO  ACIDS  for  ORAL  THERAPY 


The  amino  acids  in  LEDINAC  Liver  Protein  Hydrolysate  Lederle 
provide  a rapidly  absorbable  supplement  which  tends  to  combat 
“protein  starvation”  in  patients  and  secure  normal  nitrogen 
balance  in  the  tissues.  Amino  acids  furnish  one  of  the  best  means 
of  providing  convalescent  patients  with  nitrogenous  foods. 


LEDINAC  Liver  Protein  Hydrolysate  Lederle  provides  in  a 
palatable,  chocolate-flavored  form,  a rapidly  absorbable  dietary 
supplement  that  does  not  tax  unduly  the  digestive  powers  of 
the  patient. 


LEDINAC  Liver  Protein  Hydrolysate  Lederle  is  a source  not  only 
of  modified  protein  and  amino  acids,  but  also  of  vitamins,  minerals, 
and  carbohydrates.  It  is  derived  from  mammalian  liver  — the 
richest  nutritional  storehouse  in  the  body. 

*Reg.  U.  S.  Pat.  Off. 


FORMULA 

Liver  Protein  Digest 54.0% 

Maltose 38.5% 

Flavoring  Agents  (including 

chocolate  and  saccharin)  . . 7.5% 

Supplying:  Carbohydrate 32.5% 

Fat 3.5% 

Protein 50.0% 

Free  Amino  Nitrogen 1.0% 


including  the  amino  acids,  Arginine, 
Histidine,  Lysine,  Tryptophane,  Phenylala- 
nine, Methionine,  Threonine,  Leucine,  Iso- 
leucine, Valine,  and  Cystine. 


Each  30  G m.  contains: 

Thiamine  Hydrochloride  (Bi)  1.00  mg. 

Riboflavin  (B2I 2.00  mg. 

Niacinamide 6.60  mg. 

Pantothenic  Acid 2.30  mg. 

Pyridoxine  Hydro- 
chloride (Bé) 0.24  mg. 

Biotin 2.70  gamma 

Inositol 23.00  mg. 

Choline 120.00  mg. 

Calcium 106.00  mg. 

Phosphorus 297.00  mg. 

Iron 4.80  mg. 

Calories 103.8 


Packaged  in  one-half  pound  jars 

LEDEIILE  LAKOKATOIIIES  DIVISION 

AMERIC.AX  CY.A.NAMID  COMPANY  • .30  ROCKEFELLER  PLAZA,  NEW  YORK  20,  N.Y. 


ENJOYING  LIFE  AGAIN 

The  feeling  of  well-being  experienced  by  the  menopausal  woman  treated  with 
Cyrestrone  is  probably  the  most  gratifying  effect  of  this  natural  estrogen 
preparation.  Cyrestrone  rapidly  alleviates  depression,  irritability,  dizziness,  hot 
flashes  and  other  disturbances  of  the  menopausal  syndrome. 


CYRESTRONE 

Natural  Estrogens  in  Crystalline  Form 

10,000  and  20,000  I.U./cc.  for  intramuscular  use,  in  ampuls  of  1 cc.,  vials  of  10  cc.  and  30  cc. 


CYRESTRONE,  trodemork  reg.  The  businesses  formerly  conducted  by  Winthrop  Chemicol  Company,  Inc. 

U.  S.  Pot.  Off.  and  Cañado  ond  Frederick  Stearns  & Company  are  now  owned  by  Winthrop-Steorns  Inc, 

PROFESSIONAL  BUILDING  — Ave.  de  Diego  308 
Santurce,  P.  R. 
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LA  VACUNACION  CON  BCG 

su  uso  EN  LA  CAMPAÑA  ANTITUBERCULOSA 
J.  RODRIGUEZ  PASTOR,  M.D. 

En  el  año  1908,  Calmette  y Guerin  empezaron  a hacer  expe- 
rimentos con  un  bacilo  de  tuberculosis  de  tipo  bovino  que  habia 
sido  aislado  en  1902  por  Nocard  de  la  ubre  de  una  vaca  tuberculosa. 
Este  bacilo  era  tan  virulento,  que  bastaban  3 mgs.  del  cultivo  in- 
yectados intravenosamente  para  causar  la  muerte  de  un  becerro 
pequeño  en  término  de  cuatro  a seis  semanas.  Calmette  y Guerin 
empezaron  a cultivar  este  germen  en  un  medio  de  papa  glicerina- 
da  con  bilis  al  5%,  y después  de  haber  hecho  treinta  cultivos  a 
intervalos  de  25  días  notaron  que  el  bacilo  así  cultivado  ya  no  cau- 
saba enfermedad  alguna  en  el  becerro.^  Entonces  continuaron  tras- 
plantando cultivos  subsiguientes  en  el  mismo  medio,  y al  cabo  de 
varios  años  Calmette  anunció  que  este  bacilo,  llamado  ahora  Baci- 
llus Calmette-Guerin  (BCG),  era  inofensivo  para  todos  los  animales 
de  laboratorio,  y luego  aseguró  que  era  un  virus  fixé,  es  decir,  que 
no  volvería  a recobrar  virulencia  en  ninguno  de  los  medios  de  cul- 
tivo propios  del  bacilo  de  la  tuberculosis.  Entonces  completaron 
Calmette  y Guerin  sus  experimentos  en  animales  para  producir 
con  el  BCG  una  vacuna  que  protegiese  contra  la  tuberculosis,  y 
en  1922  Weill-Halle  empezó  la  vacunación  de  seres  humanos,  ad- 
ministrando la  vacuna  por  la  boca  a niños  recien-nacidos. 

BASE  TEORICA  DE  LA  VACUNACION 

La  vacunación  con  BCG  se  basa  en  la  teoría  de  que  toda  in- 
fección benigna  con  el  bacilo  de  la  tuberculosis  confiere  alguna  pro- 
tección contra  infecciones  subsiguientes.  Inyectando  en  el  organis- 
mo humano  gérmenes  atenuados  de  escasa  o ninguna  virulencia, 

De  la  Clínica  Antillas,  Río  Piedras,  P.  R. 
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como  el  bacilo  Calmette-Guerin,  ocasionamos  una  infección  prima- 
ria inofensiva,  que  protege  contra  los  bacilos  virulentos  que  puedan 
ingerirse  después. 

Los  investigadores  escandinavos  aseguran  que  la  mayor  parte 
de  los  casos  de  tuberculosis  evolutiva  que  ocurren  en  los  adoles- 
centes y adultos  jóvenes  se  ven  en  personas  que  no  reaccionan  a la 
tuberculina,  es  decir,  que  no  tuvieron  en  su  niñez  la  oportunidad 
de  inmunizarse  con  pequeñas  dosis  de  bacilos  de  tuberculosis.  Por 
tal  razón  creen  ellos  que  no  reaccionar  a la  tuberculina  es  algo  in- 
deseable, que  expone  a la  persona  a contraer  tuberculosis,  y reco- 
miendan que  toda  persona  que  no  reaccione  a la  tuberculina  se  apli- 
que sin  pérdida  de  tiempo  la  vacuna  BCG.  Con  la  vacuna  BCG  la 
prueba  de  la  tuberculina  se  vuelve  positiva  al  poco  tiempo,  y eso  in- 
dica que  la  persona  ya  está  protegida.  Así  piensan  los  defensores 
de  la  vacuna  BCG. 

Algunas  autoridades,  sin  embargo,  no  aceptan  enteramente 
estos  puntos  de  vista.  Sostienen  que  alergia  e inmunidad  son  dos 
cosas  distintas,  y que  la  prueba  de  la  tuberculina  denota  alergia 
a la  proteína  del  bacilo  de  la  tuberculosis,  pero  que  esta  alergia  no 
envuelve  necesariamente  inmunidad.  El  que  una  persona  reaccione 
a la  prueba  de  la  tuberculina  no  quiere  decir  que  esté  protegida 
contra  la  tuberculosis.  El  que  deje  de  reaccionar  no  quiere  decir 
que  esté  falta  de  protección.  Myers-  va  más  allá  y nos  dice  que  una 
infección  con  el  bacilo  de  la  tuberculosis,  en  cualquier  forma  que 
sea,  es  indeseable,  porque  sensitiza  los  tejidos  a la  proteína  del  ba- 
cilo, preparando  el  camino  para  la  tuberculosis  evolutiva  de  rein- 
fección. Según  él,  una  prueba  de  tuberculina  positiva  no  es  señal 
de  protección,  sino  todo  lo  contrario.  Esta  controversia  nos  da  una 
idea  de  la  incertidumbre  que  existe  todavía  en  cuanto  se  refiere  a 
la  inmunidad  del  ser  humano  a la  tuberculosis.  A decir  verdad,  no 
existe  método  alguno  para  determinar  el  grado  de  resistencia  que 
una  persona  pueda  tener  contra  esta  enfermedad. 

En  cuanto  a que  la  mayor  parte  de  los  casos  de  tuberculosis 
que  ocurren  en  la  adolescencia  y la  juventud  son  del  tipo  primario, 
es  decir,  que  son  producto  del  primer  contacto  del  organismo  con  el 
germen  de  la  tuberculosis,  hay  también  opiniones  encontradas.  Pa- 
rece ser  que  esto  varía  en  distintos  países  y regiones.  En  algunos 
sitios,  sin  duda,  la  mayor  parte  de  los  casos  de  tuberculosis  evolu- 
tiva ocurren  en  personas  infectadas  desde  la  niñez.  Tal  parece  ser 
el  caso  en  Puerto  Rico. 

En  uno  de  los  estudios  epidemiológicos  más  completos  que  se 
han  hecho,  Myers'^  aplicó  la  prueba  de  la  tuberculina  a 18,856  ni- 
ños y los  mantuvo  bajo  cuidadosa  observación  clínica  por  períodos 
hasta  de  20  años.  Halló  que  la  inmensa  mayoría  de  los  casos  de  tu- 
berculosis evolutiva  ocurrían  en  niños  que  habían  dado  reacciones 
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positivas  a la  tuberculina  desde  el  principio  del  período  de  obser- 
vación. Menciona  nueve  casos  de  tuberculosis  en  que  la  prueba  de 
la  tuberculina  fué  positiva  entre  los  dos  y los  cinco  años  de  edad 
y la  tuberculosis  evolutiva  no  se  manifestó  hasta  después  de  haber 
pasado  un  promedio  de  once  años.  Estas  observaciones  están  en 
desacuerdo  con  las  de  los  autores  escandinavos,  quienes  informan 
que  en  Escandinavia  la  tuberculosis  evolutiva  se  presenta  por  lo 
regular  dentro  de  los  dos  primeros  años  después  que  la  prueba  de 
la  tuberculina  se  vuelve  positiva.  Tales  divergencias  sirven  para 
confirmar  lo  que  han  observado  muchas  autoridades,  que  la  tuber- 
culosis se  manifiesta  de  diferente  modo  en  distintos  paises  y épocas. 

ESTUDIOS  EN  SERES  HUMANOS 

La  vacunación  oral  de  niños  recién  nacidos  se  llevó  a cabo  ex- 
tensamente en  Francia,  y en  1927  Calmette  y sus  discípulos  pre- 
sentaron estadísticas  para  probar  que  la  vacuna  no  sólo  reducía 
la  mortalidad  por  tuberculosis,  sino  que  también  reducía  la  morta- 
lidad general  en  los  niños  vacunados.  Desgraciadamente,  estas  in- 
vestigaciones en  niños  no  estaban  bien  fiscalizadas.  Calmette  com- 
paraba la  mortalidad  entre  los  niños  vacunados  con  la  mortalidad 
entre  los  niños  que  asistían  a un  dispensario  público.  Los  dos  gru- 
pos no  eran  comparables,  como  demostraron  después  otros  investi- 
gadores. Muchos  de  los  casos  observados  se  habían  perdido  de  vista 
antes  de  terminarse  la  investigación  y apenas  se  habían  hecho  au- 
topsias entre  los  niños  fallecidos. 

Hacia  fines  de  1926,  Park  y Keretszturi  empezaron  la  vacuna- 
ción con  BCG  de  un  número  de  niños  recien-nacidos  en  los  hospi- 
tales de  maternidad  de  la  ciudad  de  New  York.  Si  el  historial  de  la 
familia  revelaba  antecedentes  de  tuberculosis,  se  le  pedía  a la  ma- 
dre que  permitiese  la  vacunación  de  su  hijo.  Los  que  rehusaban 
se  mantenían  en  observación,  y eran  usados  como  testigos. 

Las  primeras  estadísticas  obtenidas  de  este  estudio,  al  cerrarse 
el  primer  año  de  observación,  eran  sumamente  optimistas.  La  mor- 
talidad por  tuberculosis  había  sido  1.1%  entre  los  niños  vacunados 
y de  8.6%  entre  los  testigos.  Sin  embargo,  luego  se  comprobó  que 
el  número  de  niños  expuestos  al  contagio  en  el  hogar  era  mucho 
mayor  entre  los  testigos  (49%)  que  entre  los  vacunados  (18%). 
Además,  se  halló  que  las  madres  de  los  niños  vacunados  eran  más 
inteligentes  y protegían  mejor  a sus  hijos  del  contagio,  que  las 
madres  que  habían  rehusado  la  vacunación.' 

M.  I.  Levine  y Margaret  F.  SacketC’  publicaron  en  1946  los 
resultados  de  estos  estudios  con  BCG  en  la  ciudad  de  New  York, 
cubriendo  el  período  desde  diciembre  de  1926  hasta  enero  de  1944. 
El  total  de  niños  vacunados  en  estos  17  años  fué  de  1011,  con  1073 
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testigos.  Todos  los  niños  procedían  de  hogares  donde  había  histo- 
rial de  tuberculosis.  La  vacuna  se  administró  por  la  boca  durante 
los  primeros  dos  años,  y luego  por  vía  intradérmica,  a dosis  de 
0.15  mgs.  La  prueba  de  la  tuberculina  se  volvió  positiva  dentro  de 
los  primeros  meses  en  un  50%  de  los  vacunados  por  la  vía  oral, 
y en  un  85%^  de  los  que  se  vacunaron  por  la  vía  intradérmica. 

En  el  período  de  seis  años  desde  diciembre  de  1926  hasta  ene- 
ro de  1933,  se  vacunaron  445,  con  545  testigos.  3 de  los  vacunados 
y 8 de  los  testigos  murieron  de  tuberculosis.  Estos  resultados, 
desde  luego,  favorecían  la  vacunación.  En  enero  de  1933  cambiaron 
el  método  de  seleccionar  los  casos  que  habrían  de  ser  vacunados, 
y empezaron  a vacunarlos  alternadamente.  Así  continuaron  hasta 
enero  de  1944.  En  este  período  de  once  años  los  resultados  de  la 
vacunación  fueron  como  sigue:  De  566  niños  vacunados  con  BCG, 
8 murieron  de  tuberculosis.  Entre  528  no  vacunados,  el  número  de 
muertes  por  tuberculosis  fué  exactamente  igual.  Los  autores  de  es- 
te trabajo  llegan  a la  siguiente  conclusión:  “Como  medida  sanita- 
ria, la  vacunación  sistemática  con  BCG  de  los  niños  procedentes  de 
hogares  tuberculosos,  resulta  menos  ventajosa  que  la  separación 
de  los  tuberculosos  del  hogar.” 

En  este  mismo  trabajo,  Levine  y Sackett  especifican  las  cir- 
cunstancias que  deben  tenerse  en  cuenta  al  hacer  un  estudio  de 
esta  clase.  Anotan  las  siguientes: 

1 —  Condiciones  del  medio  ambiente  (inteligencia  y cooperación 
de  los  padres,  diferencias  en  las  viviendas,  etc). 

2 —  La  exposición  al  contagio  (frecuencia  e intensidad  de  esta 
exposición,  cantidad  de  expectoración  del  enfermo,  cantidad  de  ba- 
cilos en  la  expectoración,  etc.). 

3 —  Edad.  ' 

4 —  Diferencias  raciales. 

5 —  Exactitud  de  los  diagnósticos,  especialmente  en  casos  de 
muerte. 

6 —  Igualdad  de  atención  al  grupo  vacunado  y a los  testigos. 

Los  autores  hacen  una  relación  de  47  estudios  sobre  BCG  pu- 
blicados en  diversas  partes  del  mundo  hasta  el  año  1946,  y con- 
cluyen que  ninguno  de  ellos  llena  los  requisitos  de  un  estudio  bien 
fiscalizado.  “En  algunos  estudios  — dicen — se  comparó  el  índice  de 
la  mortalidad  general  con  la  del  grupo  vacunado.  En  otros  se  usó 
un  grupo  de  distinta  edad  como  testigo.  En  algunos,  la  mortalidad 
tuberculosa  de  los  niños  vacunados  se  comparó  con  la  mortalidad  tu- 
berculosa de  años  anteriores  ...  en  otros,  el  grupo  de  los  no  va- 
cunados era  observado  con  menos  cuidado  que  el  grupo  de  los  va- 
cunados. En  un  estudio,  sólo  los  vacunados  fueron  separados  del 
foco  de  contagio.  En  muchos  se  omitieron  los  testigos  por  com- 
pleto”. 
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Entre  los  estudios  favorables  a la  vacuna  BCG,  los  más  nota- 
bles son  los  practicados  en  los  países  escandinavos,  especialmente 
los  de  Heimbeck,  y los  de  Aronson  entre  los  indios  americanos. 
Rosenthal  en  Chicago,  y Ferguson  en  Canada  han  hecho  también 
estudios  de  bastante  interés. 

Los  trabajos  de  Heimbeck  entre  las  estudiantes  enfermeras 
del  Hospital  Ulleval,  en  Oslo,  Noruega,  son  de  los  más  conocidos  y 
citados.  Heimbeck®  halló  que  las  estudiantes  enfermeras  que  da- 
ban una  prueba  de  tuberculina  negativa  al  ingresar  en  este  hos- 
pital, donde  había  una  sala  de  enfermos  tuberculosos,  contraían 
tuberculosis  con  mayor  frecuencia  que  las  que  daban  resultado  po- 
sitivo a la  prueba  de  la  tuberculina.  A base  de  esta  evidencia  em- 
pezó en  1926  a aplicar  la  vacuna  BCG  por  vía  intradérmica  a to- 
das las  estudiantes  enfermeras  que  daban  negativo  a la  prueba  de 
la  tuberculina.  Las  que  rehusaban  aplicarse  la  vacuna  eran  usadas 
como  testigos.  El  primer  año,  de  45  que  dieron  negativo  a la  prue- 
ba de  la  tuberculina  y fueron  vacunados  con  BCG,  ninguna  desarro- 
lló tuberculosis,  mientras  que  de  12  con  tuberculina  negativa  que 
rehusaron  aplicarse  el  BCG,  4 desarrollaron  tuberculosis.  Estas  ob- 
servaciones las  continuó  año  tras  año  en  todas  las  clases,  hasta  el 
1936.  A base  de  estos  estudios,  Heimbeck  calcula  que  la  vacunación 
con  BCG  reduce  la  frecuencia  de  la  tuberculosis  entre  las  enfer- 
meras con  tuberculina  negativa,  a una  quinta  parte.  Estas  estadís- 
ticas de  Heimbeck  han  sido  censuradas  por  otros  investigadores, 
especialmente  por  G.  S.  Wilson'  y J.  A.  Myers,  pero  aún  así  cons- 
tituyen la  base  principal  que  dió  lugar  a la  vacunación  con  BCG 
en  los  países  escandinavos. 

De  todos  los  trabajos  publicados  hasta  la  fecha,  el  de  Joseph 
U.  Aronson®  es  sin  duda  el  que  mayor  prestigio  ha  dado  a la  vacu- 
na BCG  en  esta  parte  del  mundo.  Este  estudio  se  empezó  en  1935 
entre  los  indios  de  un  número  de  poblados  en  distintos  estados  de 
la  Unión  y en  Alaska.  Se  llevó  a cabo  bajo  los  auspicios  de  la  Di- 
visión de  Asuntos  Indios  del  Departamento  de  lo  Interior  en  Es- 
tados Unidos,  con  la  cooperación  del  Instituto  Phipps  de  la  Univer- 
sidad de  Pennsylvania.  El  período  de  observación,  desde  el  princi- 
pio de  la  vacunación  hasta  la  publicación  del  últ’mo  informe,  era 
de  nueve  a once  años.  Al  cabo  de  este  tiempo,  de  1551  niños  vacu- 
nados con  BCG,  55  habían  muerto  y 6 de  éstos  habían  fallecido  a 
consecuencia  de  la  tuberculosis.  De  1457  no  vacunados,  109  habían 
muerto,  y 53  de  ellos  habían  sido  víctimas  de  la  tuberculosis.  Es 
decir,  el  número  de  muertes  por  tuberculosis  entre  los  no  vacuna- 
dos fué  cerca  de  nueve  veces  mayor  que  entre  los  que  recibieron  la 
vacuna  BCG. 

De  123  recién-nacidos  vacunados  y observados  durante  siete  a 
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ocho  años,  siete  murieron,  ninguno  de  tuberculosis.  De  139  recien 
nacidos  que  no  se  vacunaron,  15  murieron,  4 de  ellos  de  tuberculosis. 

Los  estudios  radiográficos  demostraron  lesiones  tuberculosas 
en  43  de  los  vacunados  y en  213  de  los  no  vacunados,  o sea,  cinco 
veces  más  tuberculosis  demostrable  por  los  Rayos-X  entre  los  no 
vacunados,  que  entre  los  que  recibieron  la  vacuna  BCG. 

Un  aspecto  interesante  de  este  estudio  es  la  menor  mortalidad 
ocurrida  por  causas  ajenas  a la  tuberculosis,  entre  los  vacunados. 
A primera  vista  tal  resultado  parecería  confirmar  la  contención 
de  Calmette,  de  que  la  vacunación  con  BCG  hace  bajar  la  mortalidad 
general  entre  los  vacunados.  El  dato  en  sí,  desde  luego,  no  consti- 
tuye suficiente  prueba. 

Sol  Roy  Rosenthal,  de  Chicago,  y sus  colaboradores,  han  he- 
cho interesantes  estudios  de  vacunación  con  BCG  entre  los  recien- 
nacidos,  y algunos  de  los  vacunados  llevan  ya  13  años  bajo  obser- 
vación. En  1948,  Rosenthal,  Leslie  y Loewinsohn”  informaron  el 
resultado  de  diez  años  de  observación  en  un  grupo  de  recien-naci- 
dos  vacunados  con  BCG  por  el  método  de  punción  múltiple  de  Rosen- 
thal. En  un  grupo  de  2,381  recien-nacidos  de  los  arrabales  de  Chica- 
go, 11  de  los  vacunados  y 39  de  los  testigos  contrajeron  tuberculo- 
sis. Hubo  una  muerte  por  tuberculosis  entre  los  vacunados  y siete 
entre  los  testigos.  Estos  niños  no  vivían  con  enfermos  tuberculo- 
sos. En  otro  grupo  de  1159  que  tenían  contacto  con  enfermos  tu- 
berculosos, hubo  más  de  cinco  veces  más  tuberculosis  entre  los  tes- 
tigos que  entre  los  vacunados. 

R.  G.  Ferguson  y A.  B.  Simes^®  publicaron  recientemente  sus 
estudios  entre  los  indios  de  Saskatchewan  en  Canadá.  Vacunaron 
306  con  BCG,  y 303  sirvieron  de  testigos.  Hubo  seis  casos  de  tuber- 
culosis entre  los  vacunados  y 29  entre  los  no  vacunados.  Hubo  dos 
muertes  por  tuberculosis  entre  los  vacunados  y nueve  entre  los  no 
vacunados.  Este  es  uno  de  los  pocos  estudios  en  que  se  ha  hecho 
un  número  considerable  de  autopsias.  El  64%  de  los  fallecidos  va- 
cunados y el  25%  de  los  no  vacunados  que  fallecieron,  fueron  au- 
topsiados. 

EFECTOS  DE  LA  VACUNACION  SOBRE  LOS  INDICES  DE 
MORTALIDAD  TUBERCULOSA. 

i'ío  existen  estadísticas  confiables  sobre  el  efecto  de  la  vacu- 
na BCG  en  los  índices  de  mortalidad  por  tuberculosis.  C.  b’'.  Sams, 
en  un  informe  preliminar  sobre  la  vacunación  con  BCG  en  el  Ja- 
pón,” nos  dice  que  hasta  mayo  de  1949,  31,000,000  de  personas 
han  sido  vacunadas  con  BCG  en  aquel  país.  La  mortalidad  por  tu- 
berculosis venía  aumentando  desde  1932,  hasta  alcanzar  un  índice 
de  280  por  100,000  de  población  en  1945.  En  1948,  este  índice  ha- 
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bía  bajado  a 181.  El  análisis  de  las  muertes  por  edades,  según  Sarns, 
indica  que  toda  la  reducción  ocurrió  entre  los  grupos  inmunizados. 
En  éstos  la  mortalidad  se  redujo  en  un  88%.  Tales  resultados,  si 
se  confirman  a través  de  los  años,  constituirían  un  argumento  po- 
deroso a favor  de  la  vacunación  en  masa  con  BCG.  Sin  embargo, 
la  confirmación  de  estos  datos  requiere  estudios  estadísticos  su- 
mamente cuidadosos.  Son  muchos  los  factores  que  pueden  interve- 
nir en  una  reducción  de  mortalidad  tal  como  la  ocurrida  en  el  Japón. 
En  primer  lugar,  esta  reducción  fué  parte  de  un  notable  descenso  en 
la  mortalidad  general,  la  cual  bajó  de  29.2  por  1000  de  población  en 
1945,  a 11.9  en  1948,  o sea  un  descenso  de  59%  en  tres  años.  Las  mis- 
mas causas  que  produjeron  esta  baja  en  la  mortalidad  general  tienen 
que  haber  afectado  considerablemente  la  mortalidad  por  tubercu- 
losis. Otro  dato  interesante  es  que,  aún  cuando  la  vacunación  con 
BCG  había  empezado  en  una  escala  considerable  desde  el  año  1944, 
la  campaña  verdaderamente  intensa  de  vacunación  bajo  los  aus- 
picios del  ejército  de  ocupación  americano  no  empezó  hasta  octubre 
de  1946.  La  baja  grande  de  mortalidad  ocurrió  inmediatamente 
después,  en  el  año  1947,  en  que  bajó  de  260  a 189.  Habiéndose  lle- 
vado a cabo  un  programa  de  vacunación  verdaderamente  enorme 
en  1947  y 1948,  era  de  esperarse  (si  la  baja  de  1947  se  debió  en- 
teramente a la  vacunación)  que  la  reducción  en  la  mortalidad  por 
tuberculosis  fuese  aún  más  notable  en  1948.  No  resultó  así.  La 
reducción  de  1947  a 1948  fué  de  solo  8 puntos,  es  decir,  de  189  a 
181.  Otros  factores  que  hay  que  tener  en  cuenta,  al  evaluar  el  efec- 
to que  pueda  haber  tenido  la  vacunación  en  este  descenso  de  mor- 
talidad, son  las  medidas  de  otra  índole,  como  el  programa  de  hos- 
pitalización, que  está  llevando  a cabo  en  el  Japón  el  ejército  ame- 
r'cano,  para  combatir  la  tuberculosis.  En  1945  los  hospitales  de  tu- 
berculosis del  Japón  estaban  destruidos  o habían  dejado  de  fun- 
cionar. Desde  entonces  hasta  1949,  el  gobierno  americano  había 
establecido  143  sanatorios,  con  una  capacidad  total  de  33,000  camas 
y había  habilitado  6,334  camas  adicionales  para  tuberculosos  en 
hospitales  generales.  En  el  curso  del  año  1949  se  pensaba  añadir 

13.000  camas  más. 

En  Francia,  la  mortalidad  por  tuberculosis,  que  era  de  121  por 

100.000  de  población  en  1939,  subió  durante  la  guerra  hasta  un  in- 
duce máximo  de  159  en  1941,  y se  mantuvo  alta  hasta  1944.  En 
1945  había  bajado  a 121,  y en  1947  era  de  76,  lo  cual  constituye  el 
índice  más  bajo  registrado  en  Francia  hasta  esa  fecha.  ¿Qué  parte 
de  este  descenso  en  mortalidad  se  debió  a la  vacunación  con  BCG? 
Nadie  puede  decirlo.  El  BCG  .se  viene  usando  en  Francia  desde  1922, 
pero  la  mortalidad  i)or  tuberculosis  en  ese  país  .se  había  mante- 
nido relativamente  alta  hasta  ahora,  aún  en  los  años  de  prosperi- 
dad anteriores  al  1939. 
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La  primera  guerra  mundial  nos  enseñó  que  los  grandes  de- 
sastres en  Europa  ocasionan  súbitos  aumentos  en  los  índices  de 
mortalidad  tuberculosa,  que  luego  bajan  a los  niveles  anteriores 
al  establecerse  la  normalidad.  En  todos  los  países  devastados  por 
esta  última  guerra  se  repitió  el  aumento  de  mortalidad  tuberculosa, 
que  fué  mayor  allí  donde  la  destrucción  y las  privaciones  alcan- 
zaron mayor  intensidad.  En  los  países  que  usualmente  tienen  ba- 
ja mortalidad,  los  índices  están  bajando  con  mayor  rapidez  que 
en  aquellos  otros  donde  las  condiciones  normales  de  vida  de  la 
población  han  sido  siempre  precarias  y donde  la  mortalidad  tu- 
berculosa ha  sido  siempre  relativamente  alta. 

La  siguiente  tabla  nos  da  una  idea  de  los  índ’ces  que  han 
prevalecido  en  Europa  desde  1939  hasta  1947'-: 

xdORTALIDAD  POR  TUBERCULOSIS  EN  EUROPA 
(Por  100,000  de  población) 


1939 

1940 

1941 

1942 

1943 

1944 

1945 

1946 

1947 

Inglaterra 
y Gales 

62 

68 

69 

62 

62 

58 

56 

53 

55 

Noruega 

86 

82 

80 

73 

69 

74 

65 

65 

Suecia 

7.5 

71 

75 

68 

68 

67 

59 

51 

51 

Dinamarca 

34 

35 

35 

35 

34 

33 

33 

32 

30 

Holanda 

41 

44 

59 

61 

70 

75 

86 

47 

37 

Suiza 

80 

78 

79 

83 

76 

81 

83 

75 

67 

Bélgica 

68 

69 

98 

95 

82 

82 

78 

66 

64 

Francia 

121 

137 

159 

154 

152 

148 

121 

87 

76 

Portugal 

143 

153 

160 

160 

152 

145 

152 

157 

153 

España 

122 

113 

126 

122 

113 

112 

112 

68 

70 

Italia 

76 

74 

81 

102 







83 



Alemania 

61 

68 

72 

76 

70 







56 

Austria 

101 









118 

151 

101 

84 

Hungría 

138 

133 

138 

153 

143 
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106 

Bulgaria 

162 

170 

161 

167 

160 

148 

160 

161 



Rumania 

162 

177 

181 

191 

164 





184 



Chekoeslo- 

vakia 

124 

135 

141 

156 

148 

84 

Finlandia 

196 

211 

196 

219 

192 

192 

151 

153 

143 

En  la  anterior  tabla  llaman  la  atención  los  índices  constante- 
mente altos  de  Bulgaria,  Rumania,  Finlandia  y Portugal ; los  ín- 
dices altos,  pero  con  tendencia  a bajar,  de  Hungría,  Chekoeslovakia 
y Francia;  los  índices  moderados  de  España  e Italia  y por  último 
los  índices  bajos  de  todos  los  países  al  norte  de  Franc’a.  Entre 
éstos,  Holanda  fué  el  que  tuvo  un  aumento  mayor  en  la  mortalidad 
por  tuberculosis  (de  41  en  1939  a 86  en  1945)  y también  el  que 
con  mayor  rapidez  se  repuso.  Dinamarca  es  notable  porque  man- 
tuvo a través  de  la  guerra  la  baja  mortalidad  que  tenía  desde  antes 
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(también  es  verdad  que  en  Dinamarca  apenas  hubo  destrucción). 
Alemania,  que  sufrió  enorme  destrucción,  se  ha  repuesto  con  asom- 
brosa rapidez.  No  se  sabe,  desde  luego,  el  curso  que  ha  de  seguir 
la  mortalidad  tuberculosa  en  estos  paises  durante  los  próximos 
años;  pero,  teniendo  en  cuenta  la  experiencia  de  la  primera  guerra 
mundial,  debemos  esperar  que  con  o sin  BCG,  en  los  paises  del 
norte  siga  bajando  la  mortalidad,  y que  en  países  como  Bul- 
garia, Rumania  y Portugal  se  mantengan  relativamente  altos 
los  índices  hasta  tanto  mejoren  considerablemente  las  condiciones 
de  vida  de  la  población.  En  todos  estos  países  la  Organización 
Mundial  de  Salud  se  propone  hacer  vacunaciones  en  masa  con  BCG. 
Queda  por  averiguar  si  estas  vacunaciones  extensas  pueden  reducir 
considerablemente  la  mortalidad  por  tuberculosis  en  aquellos  países 
donde  las  normas  de  vida  han  de  seguir  siendo  bajas,  y donde  no 
se  esperan  grandes  adelantos  en  la  utilización  de  otros  recursos  para 
combatir  la  enfermedad. 

El  caso  de  Portugal  nos  demuestra  que  el  factor  determinan- 
te de  mayor  importancia  en  la  mortalidad  tuberculosa  es  la  preva- 
lencia a través  de  los  años  de  bajas  normas  de  vida  en  la  población. 
En  Portugal,  país  muy  pobre,  no  es  necesario  que  haya  guerra 
para  que  la  mortalidad  tuberculosa  se  mantenga  alta.  En  Alema- 
nia, Inglaterra,  Holanda  y Noruega,  donde  las  normas  de  vida  de 
la  población  han  sido  siempre  altas,  la  guerra  ocasiona  un  aumento 
en  la  mortalidad;  pero  este  aumento  es  pasajero,  y no  persiste  mu- 
chos años  después  del  desastre. 

En  Sur  América  se  ha  usado  extensamente  el  BCG,  pero  no  hay 
datos  fidedignos  sobre  el  efecto  que  esta  medida  haya  podido  tener 
en  la  mortalidad  tuberculosa.  En  primer  lugar,  las  estadísticas 
demográficas  en  casi  todos  los  países  de  la  América  latina  son  su- 
mamente deficientes.  Luego,  no  se  han  hecho  estudios  bien  fis- 
calizados en  grande  escala.  Orrego  Puelma,’^  quien  ha  hecho  un 
acopio  de  datos  sobre  la  tuberculosis  en  Sur  América,  nos  dice  que 
en  Perú  se  viene  aplicando  el  BCG  desde  1933  por  el  Departamento 
de  Tuberculosis  del  Servicio  de  Salud  Pública  de  aquella  nación, 
pero  no  le  fué  posible  conseguir  datos  sobre  los  resultados  del  pro- 
grama. Nos  da  las  cifras  sobre  la  mortalidad  tuberculosa  de  1945 
en  algunas  de  las  principales  ciudades.  Las  más  altas  son  las  de 
Tacna,  Callao  y Moliendo,  con  índices  de  625,  483,  y 449  por  100,000, 
respectivamente,  y las  más  bajas  son  Cuzco  y Puno,  con  264  y 244. 
Lima  tuvo  357.  Estos  datos  parecen  indicar  un  problema  de  tuber- 
culosis mucho  más  serio  que  el  que  tenemos  en  Puerto  Rico. 

En  Brazil,  de  acuerdo  con  el  autor  antes  citado,  la  vacunación 
con  BCG  se  viene  usando  desde  el  año  1937.  Ya  para  1944  se  ha- 
bían vacunado  en  Río  de  Janeiro  161,663  recien-nacidos,  de  los 
cuales  cerca  del  26  % estaban  siendo  fiscalizados.  El  número  total 


122 


J.  ROnniGUEZ-PAf^TOR 


de  vacunados  en  todo  el  país  era  de  350,000,  aproximadamente.  Los 
resultados  de  la  vacunación  no  se  han  publicado.  La  mortalidad 
tuberculosa  del  Brazil  en  1947  se  estimaba  que  era  alrededor  de 
250  por  100,000. 

P.  Cantonnet  Blanch  y sus  colaboradores"  de  la  Comisión 
Uruguaya  para  el  Estudio  del  BCG,  informaron  en  el  Congreso 
Panamericano  de  la  Tuberculosis,  celebrado  en  la  Habana  en  1945, 
que  en  un  grupo  de  103,000  bebés  vacunados  con  BCG  en  Uruguay 
desde  1930,  la  mortalidad  entre  los  no  vacunados  y los  vacunados 
había  sido  casi  la  misma  {7%  en  los  vacunados  y 5.2%  en  los  no  va- 
cunados). Sin  embargo,  Fernando  Gómez,  citado  por  Orrego  Puel- 
ma,  encuentra  que,  en  un  grupo  de  15,700  vacunados  sometidos  a 
estudio,  tanto  la  morbilidad  como  la  mortalidad  se  redujeron  a una 
cuarta  parte  entre  los  vacunados,  en  comparación  con  los  testigos. 
La  mortalidad  tuberculosa  del  Uruguay  es  de  las  más  bajas  de 
Sur  América  (109.3  de  1940  a 1943),  y la  campaña  antituberculosa 
de  las  mejores. 

La  mortalidad  tuberculosa  de  Chile  se  calcula  en  260  por 
100,000.  Orrego  Puelma  nos  dice  que  esta  mortalidad  se  ha  man- 
tenido constante  desde  1903.  Para  15,000  muertes  anuales  hay 
sólo  3,600  camas  disponibles. 

INOCUIDAD  DE  LA  VACUNA 

La  vacuna  BCG  se  considera  inocua.  Por  lo  menos  no  hay 
prueba  de  que  no  lo  sea.  Sin  embargo,  algunos  autores  norteame- 
ricanos, aún  cuando  aceptan  la  inocuidad  de  la  vacuna,  preferirían 
que  hubiese  disponible  algún  agente  inmunizante  que  no  contuviera 
gérmenes  vivos.  A este  respecto  conviene  citar  las  observaciones 
que  hace  Arnold  R.  Rich,  en  su  clásica  obra,  “La  patogénesis  de  la 
Tuberculosis”,  edición  de  1944.  Dice  Rich’-'’’  que  en  vista  de  que 
existe  evidencia  sugestiva,  aunque  incompleta,  de  que  la  vacuna- 
ción con  BCG  confiere  cierta  protección  al  ser  humano  contra  la 
tuberculosis,  parece  conveniente  vacunar  a los  infantes  y perso- 
nas de  mayor  edad  que  viven  continuamente  expuestos  al  contagio 
familiar  y de  otra  procedencia,  porque  el  peligro  de  sucumbir  a 
la  tuberculosis  en  tales  condiciones  es  lo  bastante  grande  para  con- 
trabalancear completamente  la  posibilidad,  todavía  no  probada, 
de  que  en  el  ser  humano  la  vacuna  pueda  dar  lugar  a la  tuberculosis 
evolutiva.  Esta  posibilidad,  aunque  remota,  debe  tenerse  en  cuen- 
ta, dice  Rich,  ya  que  entre  los  animales  de  laboratorio  se  encuen- 
tra alguno  que  otro  que  desarrolla  tuberculosis  evolutiva  al  inyec- 
tádsele el  BCG.  Esto  se  debe  a la  baja  resistencia  del  animal,  y 
no  al  aumento  de  virulencia  en  el  BCG.  Es  concebible  que  algo  pa- 
recido pueda  ocurrir  en  el  ser  humano,  y mientras  queden  dudas 
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scbre  este  punto  no  debe  procederse  a la  vacunación  en  masa  de  los 
iniantes.  Añade  Rich  que  sería  mucho  mejor  si  pudiéramos  es- 
tablecer un  grado  de  protección  comparable  al  que  confiere  el  BCG, 
mediante  el  uso  de  vacunas  de  gérmenes  muertos,  o por  un  antígeno 
nmunizante  específico  que  pudiera  aislarse  del  bacilo.  Dice  que 
no  hay  duda  alguna  oe  que  ios  baci.os  maiaaos  estimulan  el  desarro- 
llo de  cierta  resistencia  a ia  tuberculosis  en  los  animales  de  la- 
boratorio. En  su  propia  experiencia,  esta  resistencia  puede  com- 
pararse favorablemente  con  la  que  se  obtiene  por  la  vacunación 
con  BCG. 

K.  A.  Jensen^"  de  la  Universidad  de  Copenhagen,  en  Dinamar- 
ca, af.rma  a base  de  su  propia  experiencia,  que  las  distintas  cepas 
del  bacilo  Calmette-Guerin  que  se  están  usando  para  hacer  la  va- 
cuna varían  mucho  en  virulencia.  Algunas  son  tan  virulentas  que 
hay  peligro  de  que  puedan  hacer  daño  permanente,  mientras  que 
otras  resultan  ser  de  tan  baja  virulencia  que  no  ofrecen  protección 
alguna.  Jensen  habla  en  su  artículo  de  una  cepa  de  BCG  obtenida 
ael  Instituto  Pasteur  en  1927,  que  fué  usada  en  Dinamarca  por 
un  número  de  años.  Dice  que  estos  bacilos  Calmette-Guerin,  ape- 
sar de  cultivarse  de  acuerdo  con  las  direcc'ones  de  Calmette,  se 
volvieron  tan  virulentos  que  hubo  que  dejar  de  usarlos  en  seres  hu- 
manos, y fué  necesario,  en  el  año  1931,  conseguir  otra  cepa  de  ba- 
cilos más  benigna  para  hacer  la  vacuna.  Jensen  recomienda  que 
ia  virulencia  de  los  bacilos  que  se  usen  en  la  preparación  de  la  vacu- 
na Se  someta  a pruebas  constantes  mediante  inoculaciones  intra- 
cutáneas  en  cobayos.  La  vacuna  debe  usarse  fresca,  preferible- 
mente no  más  de  cinco  días  después  de  su  preparación. 

Este  artículo  de  Jensen  apareció  originalmente  en  una  revista 
escandinava  y fué  resumido  por  J.  Burns  Amberson  en  “The  Year 
Book  of  Medicine”  del  año  1947.  Al  final  del  resumen  del  artículo, 
Amberson*'  comenta  que  aunque  en  la  práctica  la  vacuna  BCG  ha 
resultado  ser  inocua,  el  estudio  de  Jensen  demuestra  que  hay  va- 
r aciones  en  la  virulencia  y en  las  propiedades  inmunizantes  de  esta 
vacuna,  que  es  un  cultivo  de  gérmenes  vivos.  Añade  que  hay  ra- 
zón para  desear  que  pueda  haber  un  agente  inmunizante  libre  de 
gérmenes  vivos,  y recomienda  seguir  haciendo  investigaciones  en 
este  sentido. 

Dubos***  nos  advierte  que  el  estado  fisiológico  del  animal  vacu- 
nado tiene  mucho  que  ver  con  la  manera  como  responde  a la 
vacunación.  En  su  laboratorio  se  ha  hallado  que  varias  cepas  de 
BCG  son  capaces  de  producir  tuberculosis  pulmonar  grave,  y a ve- 
ces la  muerte,  cuando  se  inyectan  en  suficientes  cantidades  en  re- 
toñes mantenidos  con  dietas  deficientes.  Añade  que  es  concebible 
que  muchas  clases  de  seres  humanos  de  los  que  están  más  expues- 
tos al  contagio  tuberculoso  sean  los  que  menos  respondan  a la  in- 
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munización  artificial,  por  la  pobreza  fisiológica  qua  traen  consigo  -la 
miseria  y el  hambie. 

Myers''*  no  está  convencido  todavía  de  que  la  vacuna  BCG  sea 
inocua.  Nos  recuerda  que  los  antecesores  de  los  organismos  que 
componen  la  vacuna  eran  virulentos,  y añade  que  no  hay  prueba 
cíe  que,  con  suficiente  tiempo  en  tejidos  humanos,  los  descendientes 
de  estos  organismos  aviruiencos  uel  presente  no  puedan  recobrar 
jU  virulencia.  Nos  dice  además  que  todavía  no  se  ha  hecho  estudio 
alguno  que  haya  durado  suficiente  tiempo  para  determinar  cóm.o 
afectaría  el  BCG  a un  número  cons  derable  de  individuos  obser- 
vados desde  la  infancia,  a través  del  curso  de  sus  vidas. 

A pesar  de  las  anteriores  reservas,  la  inocuidad  de  la  vacuna 
BCG,  como  ya  hemos  dicho,  ha  sido  generalmente  aceptada. 

No  hemos  de  entrar  en  los  detalles  del  bien  conocido  incidente 
de  Lübeck,  excepto  para  repetir  lo  que  ya  se  sabe  generalmente; 
que  esta  lamentable  tragedia,  en  que  murieron  75  niños,  fué  debida 
a una  contaminación  accidental  de  la  vacuna  con  gérmenes  de  tu- 
berculosis virulentos.  Las  extensas  investigaciones  que  se  hicie- 
ron para  determ  nar  las  causas  del  desastre,  comprobaron  sin  lugar 
a dudas  que  las  muertes  ocurridas  no  fueron  causadas  por  la  vacuna, 
sino  por  los  gérmenes  virulentos  con  que  esta  había  sido  mezclada, 
por  incalificable  descuido  ae  los  encargados  de  prepararla.  Hoy  día, 
para  evitar  esta  clase  de  accidentes,  la  vacuna  Calmette  se  prepara 
en  laboratorios  especiales,  donde  no  se  cultiva  otra  clase  de  gérme- 
nes. 


OPINIONES  SOBRE  EA  VACUNACION 

El  Servicio  Federal  de  Salud  Pública  de  Estados  Unidos  ha 
celebrado  dos  conferencias  sobre  BCG,  a las  cuales  han  asistido  por 
invitación  algunos  de  los  tisiólogos  más  connotados  de  Estados  Un  - 
Cios.  La  primera  de  estas  conferencias  se  celebró  en  la  ciudad  de 
\ /'ashington,  en  septiembre  de  1946.  La  segunda  fué  en  New  York, 
en  marzo  de  1948.  Comentando  la  primera  conferencia,  J.  Arthur 
Myers,-'*  quién  fué  uno  de  los  participantes,  nos  dice  que  allí  se  hizo 
un  repaso  de  la  literatura  mund  al  sobre  BCG,  hallándose  que,  en- 
tie  todos  los  informes  publicados,  “no  había  uno  sólo  en  que  el  es- 
udio  hubiera  estado  debidamente  fiscalizado  o se  hubiera  seguirlo 
’•'''v  suficiente  tiempo  para  justificar  conclusiones  finales  sobre 
la  eficacia  del  BCG”.  “Al  leerse  a la  ligera”,  añade  Myers,  “algu- 
nos de  los  informes,  como  los  de  Kolm,  de  Dinamarca,  Heimbeck, 
de  Noruega,  Ferguson  del  Canadá,  Aronson  y Rosenthal  de  Esta- 
dos Unidos,  parecían  algo  alentadores.  Sin  embargo,  al  analizarse 
con  cuidado,  las  normas  de  diagnóstico  empleadas  son  inferiores  a 
las  que  exigen  la  mayor  parte  de  los  especialistas  en  fisiología. 
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Además,  en  ningún  caso  hubo  una  fiscalización  adecuada  para 
asegurar  un  medio  ambiente  igual  entre  los  vacunados  y los  no  va- 
cunados. . . Finalmente,  se  llegó  a conclusiones  a base  de  observa- 
ciones de  insuficiente  duración”. 

El  Dr.  Francis  J.  Weber, anterior  jefe  de  la  División  de  Con- 
trol de  Tuberculosas  en  el  Servicio  Federal  de  Salud  Pública,  comen- 
tando los  acuerdos  de  la  segunda  conferencia,  nos  dice  lo  siguiente : 
“Al  considerar  el  presente  status  del  BCG,  la  conferencia  de  New 
York  reconoció  que  hay  miuchos  problemas  fundamentales  que  aún 
no  se  han  resuelto  sobre  la  técnica  de  la  vacunación  y sobre  la  va- 
cuna misma.  Por  lo  tanto,  el  Comité  de  Especialistas  recomenoó 
que  todo  el  problema  del  BCG  siga  recibiendo  atención  en  forma 
de  investigaciones  y estudios  críticos,  y que  su  aplicación  en  este 
país  se  limite  a ciertos  grupos  y circunstancias”. 

El  Dr.  Carroll  E.  Palmer--  del  Servicio  Federal  de  Salud  Pú- 
blica, dice  que  no  existe  una  prueba  estrictamente  científica  de 
la  efectividad  de  la  vacuna  BCG  en  el  control  de  la  tuberculosis 
humana,  a pesar  de  que  millones  de  personas  han  recibido  el  BCG 
durante  los  últimos  20  años,  y a pesar  de  la  muy  sugestiva  eviden- 
cia de  unos  pocos  estudios  en  pequeña  escala.  Añade  que,  si  no 
se  fiscalizan  con  mayor  cuidado  los  estudios  que  se  hagan  en  el 
futuro,  la  actual  situación  de  incertidumbre  seguirá  igual  dentro 
de  20  años. 

En  junio  del  año  1948  se  celebró,  en  París  y Lille,  la  primera 
conferencia  internacional  sobre  BCG,  a la  cual  asistieron  unos  300 
delegados  de  distintas  partes  del  mundo.  En  la  última  sesión  de  la 
conferencia  se  adoptaron  las  siguientes  resoluciones:-^ 

1 —  Que  la  experiencia  de  más  de  10  millones  de  vacunacione.-i 
hechas  en  todo  el  mundo  durante  veinticinco  años  confirma  la 
completa  inocuidad  de  la  vacunación  con  BCG  en  el  hombre. 

2 —  Que  la  vacunación  con  BCG  es  el  método  más  eficaz  de 
evitar  la  tuberculosis. 

3 —  Que  la  cepa  de  BCG  (Calmette-Guerin)  que  se  usa  en  todos 
los  países  se  deriva  del  Instituto  Pasteur  de  París. 

4 —  Que  la  técnica  de  cult  vo  desarrollada  en  el  Instituto  Pas- 
teur asegura  la  viabilidad  y fijeza  del  bacilo. 

5 —  Que  la  Conferencia  aprueba  todos  ios  métodos  de  vacuna- 
ción con  BCG  que  produzcan  una  alergia  segura  y prolongada. 

6 —  Que  la  Conferencia  recomienda  la  vacunación  por  la  piel, 
sin  excluir  la  administración  oral  de  la  vacuna. 

7 —  Que  aunque  la  vacunación  de  los  recien-nacidos  es  de  pri- 
mera importancia,  la  vacunación  de  nmos  de  mayor  edad,  adoles- 
centes y adultos  jóvenes  que  no  reaccionen  a la  tuberculina  es  de 
gran  importancia,  especialmente  para  los  más  propensos  a la  enfer- 
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medad,  como  los  aprendices,  estudiantes,  trabajadores  de  salud  pú- 
blica, reclutas,  etc. 

8 —  Que  la  Conferencia  recomienda  la  re-vacunación  de  aque- 
llas personas  vacunadas  cuya  reacción  tuberculínica  se  ha  vuelto 
negativa. 

9 —  Que  la  Conferencia  considera  que  es  de  gran  urgencia  di- 
fundir todo  lo  más  posible  la  vacunación  con  BCG. 

10 —  Que  la  Conferencia  recomienda  que  se  mantengan  todos 
los  demás  métodos  profilácticos  en  la  lucha  contra  la  tuberculosis. 

Las  anteriorto  i ^soiuciojies  repiesentan  el  consenso  de  opinión 
entre  los  más  entusiastas  defensores  del  BCG.  Las  declaración p‘^ 
que  siguen,  adoptadas  por  la  “American  Trudeau  Society”,  secc  ón 
médica  de  la  Asociación  Nacional  de  Tuberculosis,  sintetizan  la 
opinión  de  los  tisiólogos  americanos,  una  opinión  más  conservadora 
y cautelosa.  Estas  declaraciones,  aprobadas  en  mayo  de  1949,  son 
como  sigue: 

1 —  La  vacuna  BCG,  debidamente  preparada  y adm'nistrada. 
puede  considerarse  inocua. 

2 —  La  protección  que  ofrece  la  vacuna  no  es  en  modo  alguno 
completa,  ni  permanente.  No  es  posible  predecir  en  un  caso  de- 
terminado su  duración  o alcance. 

3 —  Es  necesario  hacer  nuevos  estudios  sobre  el  problema  de 
la  inmunización  artificial  contra  la  tuberculosis.  Estos  estudios 
deben  dirigirse  a mejorar  el  agente  inmunizante,  a desarrollar  nor- 
mas para  la  vacunación,  a aecerminar  con  mayor  precisión  qué 
grupos  poblacionales  deben  vacunarse  y a desarrollar  técnicas  ade- 
cuadas para  la  recopilación  de  las  estadísticas  relacionadas  con  la 
vacunación  de  grandes  masas  de  población. 

4 —  Se  recomienda  que  se  vacunen  los  siguientes  grupos:  los 
médicos,  estudiantes  de  medicina  y enfermeras  expuestos  a la  tu- 
berculosis; el  personal  de  hospitales  y laboratorios  cuyo  trabajo  los 
exponga  al  contacto  con  el  bacilo  de  la  tuberculosis;  individuos 
que  se  hallan  expueslos  inevitablemente  al  contagio  tuberculoso  en 
el  hogar;  pacientes  y empleados  de  los  bospAales  de  psiquiatría, 
prisiones  y otras  instituciones  donde  se  sabe  que  abunda  la  tu- 
berculosis; los  niños  y ciertos  adultos  de  baja  resistencia  que  viven 
en  comunidades  donde  la  mortalidad  tuberculosa  es  muy  alta. 

5 —  Se  recomienda  que  se  perfeccionen  los  métodos  para  la 
producción  de  la  vacuna  BCG,  y que  se  permita  la  producción  de 
esta  vacuna  por  firmas  comerciales,  una  vez  que  se  hayan  esta- 
blecido las  debidas  garantías  para  asegurar  un  producto  satisfac- 
torio. 

6 —  Teniendo  en  cuenta  que  la  vacuna  BCG  sólo  ofrece  una  pro- 
tección incompleta,  los  medios  más  efectivos  de  controlar  la  tuber- 
culosis en  la  población  general  s’guen  siendo: 
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a — El  mejoramiento  de  las  condiciones  de  vida  y ae  la  salud 
general. 

b — La  reducción  de  la  infección  tuberculosa  mediante  la  bús- 
queda de  casos  de  la  enfermedad  y la  utilización  de  otras 
medidas  de  salud  pública. 

c — El  pronto  y adecuado  tratamiento  de  los  que  padecen  la 
enfermedad. 

7 — La  vacunación  con  BCG  no  debe  considerarse  como  un  sus- 
tituto para  las  medidas  higiénicas  o de  salud  pública.  La  vacu- 
nación debe  considerarse  solamente  como  uno  de  los  muchos  pro- 
cedimientos a ser  usados  en  la  lucha  antituberculosa. 

Estas  sabias  y prudentes  recomendaciones  de  la  American  Tru- 
deau Society  debieran  ser  adoptadas  en  todos  aquellos  sitios  donde 
se  proyecte  usar  la  vacuna  BCG  en  la  campaña  antituberculosa. 

LA  VACUNA  Y LA  CAMPAÑA  ANTITUBERCULOSA 

Desgraciadamente,  la  aplicación  de  esta  vacuna  en  muchos  paí- 
ses se  ha  caracterizado  por  un  descuido  casi  absoluto  de  la  investi- 
gación científica  como  parte  del’proced  miento.  Se  ha  procedido  des- 
de el  principio  como  si  la  vacuna  fuese  un  recurso  de  eficacia  cientí- 
ficamente comprobada,  y se  ha  api  cado  prematuramente  a millones 
de  personas  sin  llevar  a cabo  estudios  estadísticos  que  permitan  ha- 
cer una  evaluación  de  su  verdadeia  efectividad  como  medida  de  sa- 
lud pública.  En  algunos  países  el  entusiasmo  prematuro  por  la  vacu- 
na BCG  trajo  consigo  el  descuido  de  los  métodos  de  reconocida  y 
fundamental  importancia  en  la  lucha  antituberculosa.  En  tales 
sitios  la  vacunación  no  se  ha  usado  como  una  medida  adicional  en 
la  campaña,  sino  como  un  sustituto  de  otros  medios  de  lucha. 

En  muy  pocos  países  donde  se  ha  aplicado  el  BCG  en  grande 
escala  se  han  hecho  estudios  epidemiológicos  adecuados  para  deter- 
minar previamente  la  verdadera  frecuencia  de  la  tuberculosis  en 
los  distintos  grupos  poblacionales,  en  las  distintas  regiones  y ca- 
pas sociales  del  país.  Tratándose  de  un  procedimiento  nuevo  de 
lucha  antituberculosa,  parecería  prudente  ante  todo  establecer  su 
eficacia  mediante  estudios  completos,  y parte  de  esos  estudios  de- 
ben hacerse  antes  de  iniciarse  la  vacunación.  Si  se  desconoce  la 
verdadera  frecuencia  de  la  tuberculosis  en  un  sector  determinado 
antes  de  empezarse  a vacunar,  ¿cómo  ha  de  apreciarse  el  aumento 
o descenso  de  la  morbilidad  después  que  se  vacune? 

Los  propagandistas  del  BCG  predican  que  dar  negativo  a la 
prueba  de  la  tuberculina,  en  cualquier  parte  del  mundo  y en  cual- 
quier circunstancia,  es  peligroso.  Tal  actitud,  de  difundirse,  no  po- 
dría conducir  a otra  cosa  que  a la  tuberculización  sistemática  de 
toda  la  raza  humana  mediante  la  inyección  de  gérmenes  atenuados 
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a todos  los  que  hayan  escapado  la  infección  natural.  Queda  por  ver 
si  tal  medida  seria  prudente  en  todos  los  sitios  y en  todas  las  cir- 
cunstancias. Los  que  hacen  propaganda  a favor  del  BCG,  al  decirle 
al  público  que  es  peligroso  no  reaccionar  a la  tuberculina,  le  dicen  o 
sugieren  que  reaccionar  a la  tuberculina  es  estar  protegido  contra  la 
tuberculosis.  Estas  dos  afirmaciones  son  ciertas  a medias  solamen- 
te. Tal  clase  de  propaganda  confunde  y desorienta  al  público. 

El  temor  que  abrigan  los  defensores  del  BCG,  y sobre  tod  . 
ciertas  autoridades  escandinavas,  de  que  pueda  desatarse  una  epi- 
demia de  tuberculosis  entre  los  que  no  reaccionen  a la  tuberculi- 
..a,  en  aquellos  países  donde  el  porcentaje  de  individuos  infecta- 
dos es  muy  bajo,  no  parece  justificable.  La  experiencia  mundial 
nos  enseña  que,  en  los  países  civilizados  con  cifras  bajas  de  in- 
' ícción  tuberculosa,  la  resistencia  natural  de  la  población  es  bas- 
tante más  alta  que  en  aquellos  otros  donde  la  tuberculización  en- 
tre los  adultos  es  casi  universal.  En  la  ciudad  de  New  York,  y en 
otras  ciudades  de  Estados  Unidos,  han  convivido,  desde  hace  mu- 
chos años,  grupos  poblacionales  intensamente  tuberculizados  y de 
alta  mortalidad  tuberculosa,  al  lado  de  otros  con  bajo  índice  de 
infección  tuberculosa  y baja  mortalidad.  Esto,  lejos  de  dar  lugar 
a epidemias  en  los  grupos  de  menor  infección,  no  ha  impedido  que 
la  mortalidad  tuberculosa  siga  bajando  rápidamente  en  estos  gru- 
pos. En  el  período  de  25  años  comprendido  entre  1922  y 1947,  el 
índice  de  mortalidad  por  tuberculosis  entre  la  gente  blanca  de  la 
ciudad  de  New  York  bajó  de  91  a 31,  una  reducción  de  66%.  En- 
tre la  gente  de  color  bajó  de  285  a 163,  una  reducción  de  43%.  En 
el  quinquenio  de  1943  a 1947,  el  índ  ce  de  mortalidad  tuberculosa 
en  varios  distritos  sanitarios  de  la  ciudad  de  New  York  registró 
estas  variaciones-"’:  En  Central  Harlem,  donde  reside  la  gente  do 
color,  fué  de  172.  En  los  distritos  vecinos  de  Riverside,  Washington 
Heights  y Mott  Haven,  donde  predomina  la  población  blanca,  los 
índices  respectivos  fueron  de  48,  43  y 46.  Aquí  puede  verse  cómo 
la  resistencia  natural  y los  altos  niveles  de  vida  ofrecen  una  pro- 
tección bastante  eficaz  contra  la  enfermedad,  aún  en  grupos  pobla- 
cionales donde  la  reacción  tuberculínica  positiva  es  relativamente 
infrecuente. 

El  peligro  de  que  la  extensa  aplicación  de  la  vacuna  BCG  en 
un  país  determinado  pueda  conducir  al  descuido  de  los  aspectos 
fundamentales  de  la  lucha  antituberculosa,  nos  parece  digno  de  seria 
consideración.  Los  entusiastas  propagandistas  del  BCG  no  reco- 
nocen que  haya  medida  alguna  de  mayor  importancia  en  la  lucha 
antituberculosa  que  la  vacunación.  Para  ellos,  todo  otro  recurso  es 
de  secundaria  importancia.  Esta  actitud  puede  traer  por  resulta- 
do la  pérdida  de  interés,  por  parte  del  gobierno  y del  público,  en  la 
campaña  antituberculosa  tal  como  se  lleva  a cabo  hoy  en  día.  Si  la 
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vacunación  es  un  método  seguro  y barato  de  combatir  la  tubercu- 
losis, ¿a  qué  emplear  millones  de  dólares  en  costosas  instituciones, 
orno  los  hospitales  y dispensarios?  Esta  es  la  pregunta  que  se  ha- 
rán los  oficiales  aei  gobierno  y el  público,  y la  respuesta  la  darán 
en  la  mutilación  de  todo  presupuesto  para  el  control  de  la  tuber- 
culosis. Con  el  tiempo  la  cam.paña  antituberculosa  en  ciertos  sitios 
se  limitará  a la  vacunación.  Los  enfermos  quedarán  abandonados, 
los  casos  nuevos  no  recibirán  atención,  y lo  que  se  gane  por  un 
lado  con  la  vacuna  se  perderá  con  creces  al  permitirse  la  libre  di- 
seminación del  contag  o.  En  tales  condiciones  no  pueden  esperarse 
grandes  reducciones  en  la  morbilidad  y mortalidad  por  tubercu- 
losis. 

En  las  regiones  donde  se  use  sistemáticamente  la  vacunación 
en  masa  con  BCG,  llegará  el  dia  en  que  la  población  entera  reaccio- 
nará a la  tuberculina.  Al  ocurrir  esto,  la  prueba  de  la  tuberculina 
perderá  su  utilidad  como  medida  de  d agnóstico,  como  medio  de  lo- 
calizar los  focos  de  contagio  y como  recurso  para  evaluar  la  efi- 
cacia de  las  campañas  antituberculosas.  Será  una  pérdida  sensible, 
que  difícilmente  podrá  reemplazarse.  Se  nos  dirá  que,  si  la  vacuna 
BCG  es  realmente  efectiva,  la  pérdida  de  la  prueba  de  la  tubercu- 
lina como  recurso  de  diagnóstico  y de  evaluac  ón  epidemiológica 
no  será  un  precio  demasiado  caro.  Esto  es  cierto;  pero  falta  ave- 
riguar si  vale  la  pena  arriesgarse  a semejante  pérdida  allí  donde 
el  uso  de  la  vacuna  no  es  estrictamente  necesario  para  conseguir  el 
control  efectivo  de  la  enfermedad. 

Mediar-*^  duda  que  la  vacunación  artificial  pueda  producir  re- 
sultados superiores  a los  que  produce  la  vacunación  natural  con 
pequeñas  cantidades  de  bacilos  de  tuberculosis.  Y esta  vacunación 
natural,  añade,  no  ha  podido  controlar  la  tuberculosis.  Cree  que  la 
vacunación  de  niños  y adultos  jóvenes  en  los  Estados  Unidos  no 
disminuiría  grandemente  la  frecuencia  de  la  enfermedad,  teniendo 
en  cuenta  que  el  70%  de  todos  los  que  murieron  de  tuberculosis 
en  Estados  Unidos  en  1947  eran  personas  de  más  de  35  años  de 
edad,  y que  el  problema  mayor  lo  constituyen  los  adultos  de  más 
de  40  años  con  tuberculosis  debida  a re'nfección.  A menos  que  se 
controlen  los  focos  de  contagio  que  ocurren  a esas  edades,  dice,  no 
podrá  resolverse  el  problema,  aún  cuando  se  hagan  vacunaciones 
en  masa  entre  la  gente  joven. 

En  países  como  Puerto  Rico,  donde  el  porcentaje  de  tubercu- 
lización entre  los  adolescentes  y adultos  jóvenes  es  sumamente  alto, 
la  vacunación  con  BCG  tiene  que  ocupar  necesaiúamente  un  lugar 
de  secundaria  importancia  entre  las  medidas  de  lucha  antituber- 
culosa, porque  aún  siendo  efectiva,  su  protección  no  alcanza  a la 
mayor  parte  de  la  poblac'ón. 

En  1934  aplicamos  la  prueba  intradérmica  de  la  tuberculina 
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a 4,025  personas  de  distintas  edades  en  Barrio  Obrero  y Bayamón 
y obtuvimos  los  siguientes  resultados:-^ 


Edad 

No.  de  i)er sanas 

Porcentaje  de  reacciones 
positivas  a la  tuhereulijia 

De  menos  de  un  año 

109 

22 

De  uno  a 4 años 

492 

38 

De  5 a 9 años 

640 

66.6 

De  10  a 14  años 

565 

82 

De  15  a 19  años 

486 

90.6 

De  20  a 29  años 

706 

94.5 

De  30  a 39  años 

430 

98.3 

De  40  años  o más 

597 

96 

Como  se  verá  por  esta  tabla,  más  del  90  9c  de  la  población 
urbana  reaccionaba  a la  tuberculina  después  de  los  15  años  de  edad. 
Desde  entonces,  la  frecuencia  de  la  reacción  tuberculínica  ha  baja- 
do, pero  estudios  recientes  demuestran  que  todavía  es  muy  alta,  es- 
pecialmente de  los  diez  años  en  adelante.  Esto  quiere  decir  que  la 
mayor  parte  de  los  adolescentes  y adultos  jóvenes,  que  son  los  que 
mayor  protección  necesitan  contra  la  tuberculosis,  no  podrán  apli- 
carse la  vacuna  BCG  en  nuestro  país.  En  este  grupo  de  los  que 
reacc'onan  a la  tuberculina  es  que  están  los  más  castigados  por  el 
contagio,  los  que  han  vivido  en  contacto  íntimo  con  enfermos  ba- 
cilíferos. 

Durante  el  año  fiscal  1935-36,  se  encontraron,  en  las  unidades 
de  salud  pública  del  Departamento  de  Salud,  506  casos  de  tubercu- 
losis en  un  grupo  de  5,055  personas  que  vivían  o habían  vivido  con 
enfermos  tuberculosos.-®  Esto  representa  un  diez  por  ciento  de 
enfermos  tuberculosos  en  ese  grupo,  una  proporción  extraordinaria 
que  equivale  a cinco  o seis  veces  lo  que  se  hubiera  encontrado  en 
la  población  general  en  aquella  época.  Otros  estudios  similares, 
hechos  en  distintas  partes  de  la  isla  y en  distintas  épocas,  siempre 
revelaron  una  frecuencia  mucho  mayor  de  tuberculosis  entre  los 
que  vivían  o habían  vivido  con  enfermos  tuberculosos,  que  entre  la 
población  general.  Tales  hallazgos  indican  que  el  haber  ingerido 
gérmenes  de  tuberculosis  envuelve  considerables  riesgos,  y no  he- 
mos de  creer  que  esos  riesgos  se  limitan  a los  dos  o tres  primeros 
años  después  de  la  infección  primaria.  Por  el  contrario,  la  experien- 
cia clínica  nos  enseña  que  la  enfermedad  se  manifiesta  en  muchos 
casos  después  de  largos  años  de  haber  cesado  todo  contacto  con  el 
foco  de  contagio  original.  Ciertamente  es  muy  aventurado  afir- 
mar que  todo  el  que  ha  ingerido  bacilos  y por  lo  tanto  reacciona  a la 
tuberculina,  está  ya  protegido  contra  la  tuberculosis.  Sostener  tal 
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creencia  equivale  a ponerse  una  venda  delante  de  los  ojos  y negar- 
se a ver  el  problema  de  la  tuberculosis  en  toda  su  magnitud. 

Creemos  que  la  medida  principal  en  nuestra  campaña  antitu- 
berculosa debe  ser  el  aislamiento  de  los  focos  de  contagio,  para  que 
la  mayoría  que  reacciona  a la  tuberculina  y la  minoría  que  no  reac- 
ciona estén  igualmente  protegidas.  Mientras  no  haya  prueba  con- 
cluyente en  sentido  contrario,  el  aislamiento  de  los  focos  de  con- 
tagio debe  considerarse  entre  nosotros  como  medida  profiláctica 
superior  a la  vacunación  con  BCG,  porque  esta  última  medida,  aún 
siendo  efectiva,  dejaría  sin  protección  a los  que  reaccionan  a la 
tubercul  na,  que  son  la  gran  mayoría  de  los  habitantes  del  país. 
Esto,  desde  luego,  no  habrá  de  ser  obstáculo  para  que  se  utilíce  la 
vacunación  como  medida  adicional  en  la  campaña. 

Puede  ser  que  de  aquí  a diez  o quince  años,  los  estudios  que 
se  realizan,  especialmente  la  enorme  experiencia  del  Japón,  nos 
ofrezcan  evidencia  fidedigna  del  valor  de  la  vacunación  con  BCG 
como  medida  de  salud  pública.  Si  se  probara,  fuera  de  toda  duda 
razonable,  que  la  vacuna  BCG  reduce  definitivamente  los  índices 
de  morbilidad  y mortalidad  tuberculosa  en  las  regiones  o países 
donde  se  use  extensamente,  la  vacunación  con  BCG  vendría  a ser 
una  medida  de  fundamental  importancia  en  toda  lucha  antituber- 
culosa. Si,  por  otra  parte,  los  estudios  bien  fiscalizados  demostra- 
ran que  la  vacuna  BCG,  aún  cuando  reduce  la  frecuencia  de  la 
tuberculosis  en  ciertos  grupos,  no  afecta  grandemente  los  índices 
de  morbilidad  y mortalidad  en  la  población  general,  este  sistema 
de  vacunación  vendría  a ser  considerado  como  una  medida  de  se- 
cundaria importancia,  a ser  usada  solamente  allí  donde  no  existen 
las  facilidades  para  poner  en  práctica  las  medidas  usuales  de  lucha 
antituberculosa.  En  tal  caso  el  uso  de  la  vacuna  se  limitaría  a de- 
terminados grupos,  y se  descartarían  las  vacunaciones  en  masa. 

Nadie  puede  predecir  a ciencia  cierta  el  lugar  que  habrá  de 
ocupar  la  vacunación  con  BCG  en  la  lucha  antituberculosa  de  aquí 
a veinte  o veinticinco  años.  Son  tantos  los  factores  que  pueden  in- 
fluir en  los  índices  de  mortalidad  tuberculosa  y tan  rápidos  los 
progresos  que  se  han  hecho  en  el  tratamiento  de  la  enfermedad  en 
los  últimos  años,  que  bien  podrían  surgir  circunstancias  que  hi- 
cieran innecesaria  la  vacunación  en  grande  escala.  Por  otra  parte, 
la  vacunación  con  bacilos  matados  por  el  calor  o por  agentes  quí- 
micos, que  según  algunos  investigadores  estimula  en  los  animales 
de  laboratorio  una  protección  contra  la  tuberculosis  comparable  a 
la  que  se  obtiene  con  el  BCG,  pudiera  resultar,  después  de  adecua- 
dos estudios  en  seres  humanos,  preferible  a la  vacunación  con  gér- 
menes atenuados. 
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CONCLUSION 

En  los  actuales  momentos  la  vacuna  BCG  constituye  un  arma 
más  en  la  lucha  antituberculosa,  que  usada  con  discreción,  puede 
ser  de  gran  utilidad  en  determinadas  circunstancias,  pero  que  no 
debe  utilizarse  caprichosamente  como  panacea  del  problema  de  la 
tuberculosis,  so  pena  de  desacreditarla  y echar  a perder  de  paso 
las  conquistas  que  se  han  hecho  en  el  campo  de  la  salud  pública 
en  los  últimos  cincuenta  años.  Mientras  se  aclaran  los  muchos  pun- 
tos que  quedan  por  aclarar  en  cuanto  a la  eficacia  de  este  sistema 
de  vacunación,  nos  parece  que  debemos  asumir  una  actitud  con- 
servadora, limitando  el  uso  de  la  vacuna  a determinados  grupos 
poblacionales  y a circunstancias  de  emergencia.  Nuestros  esfuer- 
zos en  la  lucha  antituberculosa  deben  seguir  orientándose  princi- 
palmente hacia  la  eliminación  de  todo  foco  de  contagio,  por  los 
bien  conocidos  y probados  métodos  que  han  hecho  bajar  la  mor- 
talidad tuberculosa  en  los  países  más  civilizados  del  mundo. 
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AGENESIS  CONGENITA  DEL  PENE  CON  OTRAS 
ANOMALIAS 

PRESENTACION  DE  UN  CASO* * 

LORENZO  A.  BALASQUIDE,  M.D.  y O.  COSTA  MANDRY,  M.D, 


Clínica  Dr.  Pila,  Ponce,  Puerto  R:co 


I.  INTRODUCCION 

Entre  las  anomalías  congén'tas  del  recién  nacido  la  agénesis 
del  pene  es,  quizás  la  más  rara.  Puede  confundirse  con  la  anoma- 
lía denominada  “pene  oculto”,  condición  muy  rara  también,  en  que 
el  pene  se  esconde  dentro  de  los  tejidos  del  escroto,  en  el  perineo, 
en  el  vientre  o en  los  muslos. 

Lowsley  en  su  libro  “Cl'nical  Urology”  (1944),  considera  la 
agénesis  del  pene  entre  las  anomalías  congénitas  más  raras  e in- 
dica que  la  condición  se  ha  informado  ocho  (8)  veces  solamente 
en  la  literatura  médica. 

Eisendrath  en  su  libro  de  texto  de  Urología  (4ta.  Edición) 
manifiesta  que  son  pocos  los  casos  de  agénesis  del  pene  informados 
y que  estos  están  acompañados  de  otros  órganos  genitales  exter- 
nos normiales,  que  el  escroto  aparecía  bien  desarrollado  y los  tes- 
tículos en  su  posición  escrotal  normal. 

Brennemann  en  su  libro  de  texto  “Practice  of  Pediatrics”  in- 
dica que  hay  informados  10  casos  de  agénesis  del  pene  en  la  lite- 
ratura médica.  En  estos  casos  el  resto  del  sistema  uro-genital  usual- 
mente es  anormal. 

Presentamos  un  caso  de  agénesis  del  pene  estudiado  por  nos- 
otros y el  primero  que  ocurre  en  el  servic  e de  Obstetricia  de  la 
Clínica  Pila  en  Ponce,  Puerto  Rico. 

II.  HISTORIAL  DEL  CASO 

ixeonato  (8.  C.  C.)  nacido  a las  8:45  A.  M.  del  día  12  de  fe- 
brero de  1949  que  murió  a las  11:45  A.  M.  del  mismo  día.  El  par- 
to fué  espontáneo,  aunque  la  posición  fetal  era  de  vértice  posterior 

Deseamos  expresar  nuestro  sincero  reconocimiento  al  Dr.  Enrique  Koppish, 
Jefe  dei  Departamento  de  Anatomopatologia  de  la  Escuela-  de  Medicina  Tropical, 
por  su  valiosa  cooperación  en  revisar  el  estudio  ma-croscópico  y microscópico 
de  este  caso  con  nosotros. 

* Trabajo  presentado  en  la  Asamblea  Anual  de  la.  Asociación  Médica  del  Dis- 
trito de  Aguadilla  — Julio  1949. 

Conferencia  Clínico-Patológica  — Clínica  Pila,  Diciembre  1,  1949. 
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derecho.  La  madre  tuvo  un  embarazo  normal.  Serología,  Kahn  y 
Kline  fueron  negativos,  sangre  tipo  O,  Rh  positivo.  No  hay  his- 
toria durante  el  embarazo  de  enfermedad  infecciosa  aguda,  ni  de 
tratamiento  radiológico.  Tampoco  hay  historia  de  anomalías  con- 
génitas  en  la  familia  de  la  madre  o del  padre. 

El  niño  nació  en  estado  de  apnea.  La  respiración  incial  fué 
tardía  y laboriosa,  el  llanto  muy  débil.  Después  de  ensayar  los  mé- 
todos usuales  de  resucitación  se  logró  establecer  la  función  respi- 
ratoria. Esta  parecía  más  bien  del  tipo  pre-natal.  Dos  horas  más 
tarde  la  respiración  del  bebé  volvió  a empeorar.  Sobrevino  una  cia- 
nosis pronunciada  y apesar  de  todos  los  esfuerzos  el  infante  murió 
debido  a un  colapso  respiratorio.  El  corazón  continuó  latiendo  al- 
rededor de  diez  minutos  después  de  haber  cesado  definitivamente 
las  respiraciones. 

El  examen  físico  demostró  un  estado  normal  de  nutrición  en 
el  bebé.  Había  un  “caput”  de  tamaño  moderado  sobre  el  occipucio. 
Se  observó  una  aparente  agénesis  del  pene.  El  escroto  era  normal, 
el  testículo  derecho  un  poco  más  pequeño  que  el  izquierdo.  Se  ob- 
servó pasar  meconio.  El  recién  nacido  presentaba  talipes  equino- 
varus  bilateral  (pie  zambo) . 

La  impresión  clínica  fué  que  el  niño  había  muerto  a consecuen- 
cia de  una  atelectasia  pulmonar  congénita  y de  que  el  caso  presen- 
taba indudablemente  otras  anomalías  esotéricas  que  era  necesario 
investigar.  Con  ese  motivo  conseguimos  permiso  para  practicar  la 
autopsia. 


III.  HALLAZGOS  DE  LA  AUTOPSIA 


Nombre  — 

Servicio  — Obstetricia 

Admisión  — Nacido  a las  8:45  A.M.  en  febrero  12  de  1949. 
Muerte  — A las  11:45  A.M.  del  día  12  de  febrero  de  1949. 
Autopsia  — Febrero  12  de  1949  a las  2:00  P.M. 

E.xamen  exterior  del  cuerpo 

Neonato  bien  desarrollado  que  presenta  cianosis  general,  más 
pronunciada  en  la  cabeza,  tórax  y extremidades  superiores.  Pesa 
2.95  Kg.  (6  libras  8 onzas)  y mide  58.5  cm.  (23  pulgadas)  de  lar- 
go. La  circunferencia  de  la  cabeza  y del  tórax  es  respectivamente 
de  31  (12.2  pulgadas)  y 32.5  (12.5  pulgadas)  cms. 

Presenta  pie  zambo  (Talipes  equino  varus)  bilateral. 

En  la  superficie  del  cuerpo  no  se  nota  abultamiento  anormal 
alguno  o anomalías. 

Se  observa  una  ausencia  total  del  pene.  El  escroto  está  situado 
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en  su  posición  normal  y contiene  dos  testículos,  uno  a cada  lado, 
el  derecho  ligeramente  más  pequeño  que  el  izquierdo. 

El  ano  aparece  imperfecto,  en  forma  de  una  cisura  linear  que 
mide  1.5  cm.  de  largo  y de  0.3  a 0.5  de  ancho.  No  se  observan  plie- 
gues anales.  Al  tacto  no  se  nota  la  acción  del  esfincter  anal  y los 
tejidos  que  circundan  la  cisura  son  blandos. 

Entre  el  ano  y el  escroto  a una  distancia  de  1 cm.  de  la  cisui’a 
anal,  se  observa  un  área  circular,  arrugada,  que  mide  4 mm,  en 
diámetro.  No  hay  apertura  alguna  en  esta  área  de  pliegues  que  sólo 
afecta  el  tejido  más  superficial. 

Cavidad  Pleural 

Los  pulmones  aparecen  colapsados  excepto  el  lóbulo  superior 
derecho  que  presenta  varias  ampollas  gaseosas.  Hay  bridas  fibro- 
sas en  ambos  lados  que  se  extienden  desde  la  pleura  parietal  a los 
pulmones. 

Cavidad  pericardíaca 
Normal 

Cavidad  abdominal 
Normal 

Cavidad  craneal 

No  se  exploró. 

Corazón 

Pesa  16  gramos.  El  foramen  oval  (apertura  de  Botal)  apa- 
rece cubierto  por  un  velo  membranoso  pero  permite  el  paso  de  una 
sonda  pequeña  entre  sus  labios.  Las  coronarias  aparecen  normal. 
La  pared  del  ventrículo  derecho  mide  0.4  cm.,  la  del  izquierdo 
0.2.  La  circunferencia  de  la  base  de  las  válvulas  es  como  sigue: 
Tricúspide  1.75,  pulmonar  0.9,  mitral  1.5  y aórtica  1.0  cms. 

El  estudio  microscópico  no  revela  cambio  patológico  alguno. 

Vasos 

No  hay  anormalidad  en  los  grandes  vasos  torácicos.  El  canal 
arterial  (arterioso  o conducto  de  Botal)  y el  canal  venoso  (conducto 
Arancis)  aparecen  normal.  La  vena  umbilical  y las  dos  arterias  um- 
bilicales no  demuestran  anormalidad  alguna. 

El  estudio  microscópico  no  revela  cambio  histológico  alguno. 
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Pulmones 

El  derecho  pesa  12  gramos,  y el  izquierdo  10. 

Los  lóbulos  medio  e inferior  del  pulmón  derecho  demuestran 
atelectasia.  El  lóbulo  superior  presenta  numerosas  bullas  (ampo- 
llas o vesículas)  gaseosas  que  miden  en  total  2 cms. 

El  pulmón  izquierdo  demuestra  atelectasia. 

Examen  microscópico 

La  mayor  parte  de  las  vesículas  pulmonares  están  colapsadas 
y la  pared  alveolar  en  contacto  una  con  otra.  En  algunos  sitios  se 
observan  dilataciones  de  las  vesículas  pulmonares  y en  el  tejido 
intralobular.  Hay  congest  ón  capilar  y hemorragia  en  el  tejido  co- 
nectivo y la  pleura. 

Se  encuentran  macrófagos  repletos  de  una  substancia  granu- 
lar de  color  atabacado  regados  en  diversas  partes  de  la  sección. 

Bazo 

Pesa  10  gramos  y mide  3x3x1  cms.  Al  corte  la  pulpa  es  roja. 
Examen  microscópico 

Los  cuerpos  de  Malpighi  aparecen  normal.  Los  sinusoides  es- 
tán dilatados  y llenos  con  eritrocitos  maduros  e inmaduros  indican- 
do una  pronunciada  eritropoyesis  intra-sinusoidal. 

Hay  congestión  vascular.  En  muchos  sitios  se  encuentran  cé- 
lulas reticulares  con  partículas  de  hemosiderina. 

Páncreas 

Pesa  5 gramos.  Aparentemente  normal. 

El  examen  microscópico  no  revela  cambios  histológicos. 

Hígado 

Pesa  lio  gramos.  Mide  10  x 5 x 2.5  cms.  El  parénquima  apa- 
rece de  un  color  amarillento.  La  vesícula  biliar  aparenta  un  estado 
normal. 

El  examen  microscópico  sólo  revela  una  pronunciada  eri- 
tropoyesis intrasinusoidal. 

Glándulas  adrenales  o suprarrenales 

De  aspecto  voluminoso,  pesa  cada  una  aproximadamente  5 gra- 
mos y mide  3.5  x 1 x 0.8  cms. 

El  examen  microscópico  no  revela  cambios  histológicos. 
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Sistema  urogenital 
Riñón 

Cada  uno  pesa  alrededor  de  1 gramo  y mide  1.5  x 0.8  x 0.6. 
Se  notan  hipoplásticos.  Al  corte  no  se  observan  las  estrías  carac- 
terísticas. 

Ambas  pelvis  renales  se  encuentran  dilatadas. 

Examen  Microscópico 

El  tejido  renal  es  muy  rudimental.  Hay  preponderancia  de  te- 
jido fibrótico.  Se  distinguen  algunas  estructuras  tubulares  solas 
o en  grupos  y alguno  que  otro  glomérulo  muy  rudimental. 

Se  observan  dos  islotes  de  cartílago  ectópico  en  la  substancia 
renal.  La  pelvis  renal  está  en  estado  normal  de  desarrollo. 

Ureteres 

Ambos  ureteres  están  dilatados  y miden  en  diámetro  de  0.7  a 
0.9  cms.  Se  encuentran  distendidos  por  un  líquido  viscoso  de  co- 
lor amarillento. 

La  extremidad  inferior  de  ambos  descarga  en  la  vejiga  (ve- 
sícula) urinaria,  en  su  posición  normal. 

Vejiga  urinaria 

Es  piriforme  con  pared  hipertrof  ada.  Mide  6 cms.  de  largo.  La 
cavidad  mide  alrededor  de  0.7  cms.  y la  pared  0.9  cms.  La  mucosa 
de  la  vejiga  presenta  arrugas  y trabéculas. 

La  uretra  posterior  (prostática)  parece  normal  excepto  en  su 
terminación,  que  está  obliterada  completamente  por  una  membra- 
na adherida  a la  pared  del  recto. 

En  la  parte  superior  de  la  vejiga  se  observa  el  rudimento  del 
uraco  que  mide  0.9  cm.  de  largo  y termina  en  punta  y de  diámetro 
de  0.6  cms. 

La  luz  en  la  parte  adyacente  a la  vejiga  es  de  0.2  cms. 
Examen  microscópico 

La  pared  vesical  refleja  hipertrofia  pronunciada  debido  a au- 
mento del  estroma  e hiperplasia  de  las  fibras  musculares.  El  tejido 
subepitelíal  revela  edema. 

La  sección  del  uraco  revela  aumento  en  el  tejido  conectivo  ad- 
yacente al  epitelio  transicional. 

Próstata 

Aparentemente  normal. 
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Testículos 

Aparentemente  normal. 

Sistema  Gastrointestinal 

Aparentemente  normal,  excepto  la  extremidad  terminal  del 
recto  que  aparece  dilatada  y la  pared  está  adherida  a la  extremi- 
dad terminal  de  la  uretra  posterior  (pi’ostática.) 

Timo 

Pesa  8 gramos  y mide  6x1x1  cm.  Aparece  normal. 

El  examen  microscópico  revela  una  estructura  normal  para 
la  edad. 


IV.  ILUSTRACION 

Presentamos  una  fotografía  de  los  órganos  uro-genitales  in- 
ternos y del  recto. 
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Nótese  que  hemos  marcado  con  un  estilete  y con  alambres 
los  distintos  órganos  con  luz. 

La  siguiente  clave  indica  los  diversos  órganos  y estructuras; 

1.  Glándula  adrenal 

2.  Riñón 

3.  Pelvis  renal 

4.  Ureter 

5.  Descarga  del  ureter  en  la  vejiga 

6.  Vejiga  urinaria 

7.  Uraco 

8.  Membrana  que  obstruye  la  terminación  de  la  uretra 
posterior. 

9.  Terminación  del  recto 

10.  Arteria*' 


V.  COMENTARIOS 

Hay  ciertas  consideraciones  referentes  al  tema  que  nos  ocupa, 
que  son  de  gran  importancia  para  el  médico  de  asistencia  porque 
pueden  ayudar  a esclarecer  las  dudas  y a desvanecer  la  ignorancia 
que  con  relación  a este  asunto  tiene  la  mayoría  de  los  padres  que 
sufren  la  desafortunada  experiencia  de  tener  hijos  con  anomalías 
congénitas. 

En  primer  lugar  conviene  que  el  médico  de  asistencia  esté  bien 
informado  respecto  de  las  preguntas  que  estos  padres  suelen  hacer ; 
la  causa  que  prbdujo  la  anomalía  y si  podrán  engendrar  hijos  sanos 
en  futuros  intentos  de  reproducción. 

Las  anomalías  congénitas  pueden  ser  producidas  por  factores 
genéticos  o por  causas  llamadas  ambientales.  La  incidencia  de  las 
anomalías  congénitas  a consecuencia  de  factores  ambientales  es  ex- 
tremadamente pequeña  cuando  la  comparamos  con  las  que  se  de- 
ben a causas  genéticas.  No  obstante  esa  realidad,  cuando  conside- 
ramos el  agente  productor  de  alguna  anomalía  congénita,  debemos 
tener  siempre  en  cuenta  el  hecho  de  que  algunas  malformaciones 
congénitas  se  deben  a factores  ambientales. 

En  la  actualidad  hay  varios  de  los  llamados  factores  ambien- 
tales que  afectan  el  embarazo.  Estos  son  (1)  la  irradiación  roent- 
genológica  de  la  pelvis  materna  y (2)  ciertas  enfermedades  infeccio- 
sas en  la  madre,  durante  el  embarazo;  la  rubella  o sarampión  ale- 
mán, las  enfermedades  producidas  por  virus  y según  alguno  que 
otro  autor,  la  mononucleosis  infecciosa.  Por  ello  si  alguno  de  estos 
dos  factores  concurren  con  la  gestación,  las  probabilidades  son  de 
que  tales  agentes  pueden  ser  responsables  de  las  citadas  anomalías. 


Revelado  por  el  examen  microscópico. 
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siempre  y cuando  que  éstas  sean  similares  a las  que  producen  esos 
factores. 

Por  otra  parte  conviene  advertir,  que  aunque  la  madre  haya 
sido  irradiada  intensamente  o haya  padecido  de  rubella  u otras 
enfermedades  durante  el  embarazo,  cabe  la  posibilidad  de  que  el 
defecto  en  el  hijo  sea  de  origen  genético,  aunque  esta  última  po- 
sibilidad es  menos  frecuente  que  la  de  que  el  defecto  se  deba  a la 
irradiación  o a ciertas  infecciones. 

Aclarado  el  punto  de  que  la  anomalía  se  debe  a uno  o a otro 
de  los  factores  ambientales  mencionados,  surge  en  el  acto  el  pro- 
blema del  riesgo  que  pueda  tener  cualquier  futuro  descendiente  con 
motivo  a la  irradiación  o de  la  enfermedad.  Sabemos  con  bastante 
certeza  que  si  la  anomalía  es  motivada  por  la  irradiación  no  debe 
existir  temor  alguno  por  el  desarrollo  normal  del  hijo,  después  de 
la  exposición  radiológica.  Por  lo  menos  hasta  ahora  no  existe  evi- 
dencia clínica  que  pruebe  que  la  irradiación  del  ovario  humano  in- 
fluye en  el  curso  y normalidad  del  desarrollo  de  la  prole  que  se 
concibe  después  del  referido  tratamiento. 

Es  muy  poco  lo  que  sabemos  en  relación  con  el  efecto  que  un 
ataque  de  rubella  u otras  enfermedades  infecciosas  pueda  tener  en 
el  desarrollo  de  la  prole  que  se  concibe  después  de  sufrida  la  enfer- 
medad. Esto  se  debe  mayormente  a que  no  se  ha  observado  un  nú- 
mero substancioso  de  mujeres  en  tales  condiciones.  Existen  infor- 
mes de  algunos  casos  de  mujeres  que  tuvieron  hijos  con  anomalías 
congénitas  a consecuencia  de  haber  padecido  de  rubella  durante 
el  embarazo  que  luego  tuvieron  descendencia  sana  y bien  desarro- 
llada, en  gestaciones  subsiguientes.  Pero  no  es  menos  cierto  que  ta- 
les casos  son  tan  raros  que  no  es  posible  todavía  llegar  a una  con- 
clusión definitiva,  sobre  todo  si  recordamos  el  caso  de  Hale'  que  se 
refiere  a un  caso  de  malformación  congénita  en  el  hijo  de  una  ma- 
dre que  padeció  un  ataque  de  rubella  seis  semanas  antes  de  la  con- 
cepción. Por  los  mot’vos  que  preceden  consideramos  más  prudente 
considerar  que  no  se  puede  afirmar  todavía  de  una  manera  inequí- 
voca que  un  ataque  de  rubella  en  la  madre  no  puede  producir  ano- 
malías congénitas  en  los  niños  que  nacen  después  de  ésta  haber  su- 
frido la  enfermedad.  Conviene  advertir  que  la  mayoría  de  las  ob- 
servaciones indican  que  es  improbable  que  un  ataque  de  rubella  an- 
tes de  la  concepc'ón  pueda  afectar  al  desarrollo  de  la  prole. 

Debemos  recordar  que  anomalías  congénitas  idénticas  o sim  - 
lares  a las  que  observamos  en  los  niños  nacidos  de  madres  que  pa- 
decieron de  rubella  durante  la  gestación  han  sido  informados  por 
observadores  competentes  en  la  prole  de  embarazadas  afectadas  de 
parotiditis  epidémica  y de  varicelas,  aunque  el  número  de  casos 
es  tan  pequeño  que  no  puede  afirmarse  que  la  evidencia  a la  ma- 
no compruebe  que  existe  relación  de  causa  y de  efecto  entre  la 
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enfermedad  de  la  madre  y la  anomalía  del  niño.  Puede  ser  que  fu- 
turas observaciones  demuestren  que  en  efecto  la  rubella  no  es  la 
única  enfermedad  infecciosa  aguda  que  puede  alterar  el  desarrollo 
normal  del  feto.  Hasta  tanto  el  acopio  de  evidencia  no  sea  conclu- 
yente y se  aclaren  las  anomalías  congénitas  sin  que  la  madre  sufra 
enfermedad  infecciosa  alguna,  tenemos  que  considerar  que  el  sa- 
rampión alemán  es  una  de  las  enfermedades  de  naturaleza  aguda 
que  produce  anomalías  en  el  desarrollo  del  feto. 

Si  la  madre  de  un  niño  con  anomalías  congénitas  no  padeció 
de  rubella  ni  rec  bió  irradiación  pélvica  alguna  durante  la  gestación 
es  de  suponer  que  las  anomalías  son  de  origen  genético.  ¿Cuáles 
son  las  oportunidades  de  que  la  descendencia  futura  resulte  también 
defectuosa?  La  verdad  es  que  el  riesgo  es  grande.  El  niño  que 
nace  con  tales  antecedentes  tiene  de  20  a 25  veces  más  oportuni- 
dad de  nacer  defectuoso  que  otro  de  padres  cuya  prole  es  normal. 
Conviene  agregar  que  el  riesgo  crece  en  relación  con  la  edad  de  la 
madre.  Se  ha  comprobado  que  éste  aumenta  progresivamente  cada 
año  después  que  la  madre  cumple  los  treinta  y el  aumento  sucede 
a tan  rápido  ritmo  que  el  riesgo  es  por  lo  menos  tres  veces  mayor 
si  la  concepc'ón  ocurre  a los  cuarenta  años  de  los  que  sería  si  ésta 
tuviera  efecto  a los  treinta. 

Si  los  padres  de  un  niño  con  anomalías  congénitas  de  origen 
genético  continúan  reproduciendo,  sobre  todo  si  han  pasado  de  los 
treinta  años,  las  posibilidades  son  de  que  tendrán  hijos  defectuosos. 
De  ahí  que  es  nuestro  deber  exponer  con  entera  claridad  los  ries- 
gos a que  están  sujetos  tales  matrimon'os. 

No  olvidemos  que  es  de  vital  importancia  aconsejar  a los  pa- 
dres que  han  tenido  hijos  defectuosos  debido  a causas  ambientales 
respecto  de  las  posibilidades  de  futuras  concepciones.  Debemos  te- 
ner siempre  en  cuenta  que  dichos  padres  corren  además  del  riesgo 
ya  señalado,  el  riesgo  promedio  por  factores  genét’cos  en  los  padres 
normales.  Quiere  decir  que  el  hecho  de  que  un  matrimonio  haya  te- 
nido un  hijo  defectuoso  debido  a causas  ambientales  no  le  excluye  de 
la  probabilidad  de  tener  otro  con  anomalías  a consecuencia  de  fac- 
tores genéticos.  Recordemos  siempre  que,  por  lo  menos,  el  riesgo 
que  corre  todo  matrimonio  de  tener  hijos  con  anomalías  congáni- 
tas  se  ha  calculado  en  uno  por  200.  Con  los  datos  que  anteceden  se 
esta  en  mejores  condiciones  de  aconsejar  a los  padres  que  han  su- 
frido la  triste  experiencia  de  tener  hijos  defectuosos,  respecto  de  las 
naturales  dudas  y de  los  exiguos  conocimientos  que  generalmente 
tienen  en  relación  con  la  futura  gravedad  de  estos  problemas. 
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VI  RESUMEN 

Infante  nacido  después  de  un  embarazo  y parto  normales.  Sub- 
sistió durante  tres  horas  solamente.  Presentaba  múltiples  defectos 
congénitos  incompatibles  con  la  vida,  y que  afectaban  principalmen- 
te el  sistema  génitourinario  y la  porción  terminal  del  recto. 

No  se  encontró  evidencia  sugestiva  alguna  de  tejido  penil  en 
ninguna  de  las  secciones  de  tejido  examinadas,  microscópicamente. 

El  resumen  de  los  hallazgos  al  examen  exterior  del  cadáver 
y el  estudio  macroscópico  y microscópico  de  los  órganos  y tejidos 
revela  los  hallazgos  anatomopatológicos  que  siguen: 

1.  Agénesis  del  pene  y de  la  uretra  anterior  (membranosa  y es- 
ponjosa o penil). 

2.  Obliteración  congénita  por  un  pliegue  membranoso  en  la  parte 
terminal  de  la  uretra  posterior  (prostática) . 

?:.  Hipoplasia  renal,  bilateral.  Islotes  de  cartílago  ectópico  en 
el  riñón  derecho. 

4.  Hidroneforisis  bilateral. 

5.  Hidroureter,  bilateral. 

6.  Hipertrofia  de  la  pared  vesical. 

7.  Dilatación  de  la  porción  terminal  del  recto. 

Ano  imperfecto 

8.  Atelectasia  del  pulmón  izquierdo  y de  los  lóbulos  medio,  e in- 
ferior del  pulmón  derecho. 

Enfisema  del  lóbulo  superior  del  pulmón  derecho. 

9.  Talipes  equino  varus  (pie  zambo). 

10.  Bridas  fibróticas  en  la  pleura,  bilateral. 
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PRESENTACION  DE  CASOS  PERSONALES* 
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E¡n  esta  comunicación  se  recogen  datos,  observaciones  y re 
saltados  puramente  personales.  Por  ello  se  omite  deliberadamente 
toda  revisión  histórica.  Por  idéntico  motivo  dejan  de  exponerse 
detalles  de  técnica  que  pueden  encontrarse  en  las  publicaciones  fun- 
damentales sobre  la  cuestión. 

Pero  parece  oportuno  el  referir  la  historia  personal  del  comu- 
nicante en  relación  con  el  problema. 

Durante  cerca  de  20  años  de  vida  profesional  hemos  dedicado 
preferente  atención  a las  cuestiones  relacionadas  con  la  otología 
funcional,  especialmente  durante  la  última  década,  trabajando  co- 
mo laberintólogo  en  el  Servicio  de  Neurología  del  Profesor  Barcia 
Goyanes,  en  el  Hospital  Provincial  de  Valencia  (Sección  de  Neuro- 
logía del  Instituto  Cajal  del  Consejo  Superior  de  Investigaciones 
Científicas).  En  este  ambiente  tuvimos  oportunidad  de  familiari- 
zarnos con  los  métodos  neuroquirúrgicos,  con  los  que  tanta  seme- 
janza presenta  la  técnica  otoquirúrgica  moderna,  instaurada  por 
Lempert. 

Con  este  bagaje  iniciamos  los  trabajos  sobre  cof ocirugía  en 
1945,  trabajando  exclusivamente  en  el  cadáver  durante  un  año.  En 
agosto  de  1946,  practicamos  la  primera  fenestración  en  el  vivo,  em- 
pleando la  técnica  del  tapón  cartilaginoso  de  Lempert.  Otro  caso, 
con  idéntica  técnica,  fué  operado  en  noviembre.  En  ambos  el  re- 
sultado fué  nulo.  Aunque  se  trataba  de  casos  muy  malos,  comen- 
zamos a sospechar  que  el  famoso  taponcito  de  cartílago  no  estaba 
libre  de  responsabilidad. 

En  nuestro  tercer  caso  el  infausto  “mobile  cartilaginous  stople” 
fué  suprimido,  y se  adoptaron,  en  cuanto  nos  fué  posible,  con  los 
medios  entonces  disponibles,  las  normas  de  Shambaugh,  de  Chi- 
cago, aunque  con  algunas  modalidades  de  las  que  luego  hablaremos. 

Las  ganancias  logradas  en  estas  dos  pacientes  — que  serán 
ahora  presentadas  en  persona — fueron  tan  patentes  que  habríamos 
estado  seguros  de  encontrarnos  en  el  buen  camino  si  no  hubiésemos 
asistido,  por  aquellas  fechas  al  desencadenamiento  de  una  campaña 
detractora  que,  invadiendo  todo  el  ámbito  español,  atribuía  a otros 
ensayos,  coíncídentes  con  los  nuestros,  un  elevado  porcentaje  de  fra- 
casos y accidentes,  y a las  estadísticas  publicadas  en  Norteamérica 
el  carácter  de  un  genuino  “bluff”  comercial. 


* (Comunicación  presentada,  a la»  Academia  Médico-Quirúrgica  Española  de 
Madrid,  el  16  de  Mayo  de  1949). 
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Aquellos  dos  primeros  casos  favorables  representaban  bien 
poco  para  ser  opuestos  a tanta  desorientación.  Por  otra  parte, 
su  escasa  observación  postoperatoria  no  ofrecía  una  garantía  seria 
respecto  a la  posible  contingencia  de  un  cierre  tardío.  Por  lo  que 
atañe  a la  autenticidad  de  los  datos  publicados  por  los  cirujanos 
norteamericanos  carecíamos  de  información  directa. 

Todo  el  problema  quedaba  encerrado  en  este  interrogante. 
¿Eran  o no  dignos  de  crédito  los  resultados  publicados  en  los  Esta- 
dos Unidos?  Careciendo  de  una  respuesta  categórica  suspendimos 
la  cirugía  en,  el  vivo  a principios  de  1947  y no  la  reanudamos  hasta 
octubre  del  mismo  año.  Continuamos,  entretanto,  el  adiestramiento 
sobre  el  cadáver,  y aprovechamos  este  paréntesis  para  preparar  y 
realizar  el  viaje  a Norteamérica,  meca  de  la  moderna  fenestración. 

Visitamos  en  los  Estados  Unidos  las  dos  Clínicas  más  caracteri- 
zadas. En  New-York  admiramos  el  maravilloso  trabajo  de  orfe- 
brería ejecutado  por  la  fresa  eléctrica  en  manos  de  Lempert.  Con 
Shambaugh,  en  Chicago,  aprendimos  los  delicados  artificios  de  su 
técnica  y fuimos  testigos  de  la  probidad  y rigor  científico  con  que 
son  recogidos  y archivados  los  protocolos  en  aquella  clínica.  Pos- 
teriormente, en  Pittsburgh,  con  Day,  un  otólogo  no  completamen- 
te polarizado  en  cofocirugía,  adquirimos  la  firme  convicción  de  que 
las  dificultades  de  la  nueva  técnica  podían  ser  superadas  sin  aban- 
donar totalmente  las  polifacéticas  actividades  que  impone  el  ejer- 
cicio de  nuestra  especialidad  en  España. 

Las  impresiones  de  este  viaje  fueron  detenidamente  expuestas 
en  el  número  de  Octubre  de  1947  de  Revista  Española  de  Oto-Neuro- 
Oftalmología,  y pueden  resumirse  así: 

Los  resultados  eran  magníficos.  La  técnica,  pulida  y ma- 
dura. La  estadística  de  Shambaugh,  nuestro  maestro,  era  r gurosa 
y seria. 

2^  Nosotros  podríamos  acercarnos,  más  o menos,  a estos  resul- 
tados, según  el  grado  de  perfección  técnica  que  lográsemos  alcan- 
zar y el  cuidado  puesto  en  la  selección  de  los  pacientes. 

Con  esta  convicción,  y contando  ya  con  un  correcto  utillaje, 
nos  pusimos  a trabajar  a nuestro  regreso  a Valencia,  persuadidos 
de  que  nuestro  camino  era  el  verdadero. 

Tropezamos  todavía  con  obstáculos  de  consideración.  Unos, 
reales.  Otros,  acumulados  artificiosamente  alrededor  del  problerx'a. 
La  onda  detractora  alcanzaba  entonces  su  acmé.  Pero  ya  no  podí.i 
modificar  nuestra  opinión. 

^ ^ # 

Sometemos  hoy  a la  consideración  de  esta  Academia  los  re- 
sultados obtenidos  en  nuestros  20  operados  más  antiguos.  Limi- 
taremos nuestros  comentarios  a este  primer  lote,  porque  es  archi- 
conocido  que  en  esta  cirugía  los  resultados  a corto  plazo  no  cuentan 
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para  nada.  El  más  reciente  de  los  casos  de  este  lote  se  halla  en  la 
actualidad  en  el  onceavo  mes  de  postoperatorio.  Casi  todos  han  cum- 
plido ampliamente  el  año  desde  la  operación  y los  dos  más  anti- 
guos llevan  operados  dos  años  y medio.  La  técnica,  en  todos  estos 
casos,  se  inspiró  en  las  normas  establecidas  por  Shambaugh,  con 
la  adición  de  algunas  aportaciones  personales. 

Los  resultados  en  este  lote  de  20  operados,  con  larga  obser- 
vación, han  sido  los  siguientes: 

16  casos  (80%)  mantienen  una  ganancia  que  es,  en  el  que 
menos,  de  20  decibelios,  y,  en  el  que  más,  de  46. 

3 casos  (15%)  no  mejoraron.  (Casos  C de  la  clasificación  de 
Shambaugh,  que  ya  habían  sido  previamente  informados  de  sus 
escasas  probabilidades. 

1 caso  (5%)  perdió  su  ganancia  primitiva  por  cierre.  (Esto 
paciente  ha  sido  posteriormente  recuperado  mediante  una  segunda 
intervención  en  el  oido  opuesto.) 

No  se  ha  registrado  ningún  empeoramiento  por  laberintitis. 

Tampoco  ha  sido  ocasionada  ninguna  agresión  del  facial.  (Una 
paresia  iniciada  en  el  quinto  día  regresó  totalmente  en  el  curso  de 
la  tercera  semana.) 

No  hemos  de  insistir  sobre  la  patogenia  de  la  sordera  otoes- 


FIG.  1 

OIDO  NORMAL.  Las  ondas  sono- 
ras alcanzan  la  membrana  timpá- 
nica. La  cadena  osicular  empuja  la 
platina  del  estribo  y desplaza  la 
perilinfa,  que  encontrará  un  escape 
pasivo  merced  a la  elasticidad  de 
la  membrana  de  la  ventana  redon- 
da. Los  movimientos  de  la  perilin- 
fa, al  deformar  la  membrana  basi- 
lar, excitan  el  órgano 
de  Corti. 


FIG.  2 

OIDO  OTOESCLEROSO.  El  foco 
osteodistrófico  bloquea  la  ventana 
oval  y fija  el  estribo.  Las  ondas 
sonoras  pueden  llegar  aiin  a la  ven 
tana  redonda,  a.  través  del  aire  del 
oido  medio,  pero  allí  encuentran 
una  perilinfa  que,  — sin  el  concur- 
so de  una  segunda  ventana,  que  ac- 
túe pasivamente. — se  halla  blo- 
queada dentro  de  la  cápsula  labe- 
ríntica, y carente  de  la-  libertad  de 
movimientos  necesarios  para  la  co- 
rrecta, excitación  del  órgano 
sensorial. 
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OIDO  FENESTRADO.  Han  sido  resecados  el  yunque  y la 
cabeza  del  martillo.  El  colgajo  timpanomeatal  forma  una 
cubierta  etastica  sobre  la  nueva  ventana  labrada  en  la 
ciipula  quirútyica  del  vestíbulo.  Restablecido  el  libre  jue- 
go de  vaivén  de  las  dos  ventanas,  queda  asegurada  la  mo- 
vilidad de  la  perilinfa,  y la  excitación  de  las  terminacio- 
nes nerviosas  del  oido  interno,  de  un  modo  semejante  a-1 
normal. 


clerosa  y del  mecanismo  por  el  cual  la  fenestración  restablece  la 
audición.  S.'n  embargo,  con  la  ayuda  de  unas  proyecciones,  recor- 
daremos que  la  nueva  ventana  devuelve  la  movilidad  a los  líquidos 
laberínticos,  lo  que  es  necesario  para  una  normal  función.  (Fig.  1, 
2 y 3.) 

Hemos  prometido  pasar  por  alto  descripciones  técnicas  ya  co- 
nocidas. La  única  excepción  que  hacemos  es  para  proyectar  unos 
dibujos  que  muestran  nuestro  personal  proceder  para  la  incisión 
cutánea  y para  el  tallado  y disposición  de  los  colgajos.  (Fig.  4, 
5,  6 y 7).  Puede  verse,  igualmente,  el  tipo  de  autoseparador  tri- 
valvo que  hemos  hecho  construir  para  una  mejor  exposición  del 
campo,  (ihg.  8). 

De  los  16  casos  mejorados  por  la  fenestración,  se  presentan 
esta  noche,  en  persona,  10.  Todos  ellos,  menos  uno,  que  se  exhibq 
hoy  por  primera  vez,  lo  habían  sido  ya  en  el  Instituto  Médico  Va- 
lenciano (24-Feb-49)  o en  la  Academia  de  Ciencias  Médicas  de  Bar- 
celona (2-Marzo-49) . Los  diez  han  sido  puestos  esta  mañana  a dis- 
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FIG.  6 FIG.  7 


posición  de  los  Servicios  de  Otología  de  la  Facultad  de  Medicina, 
del  Hospital  General  y del  Hospital  de  la  Princesa,  en  donde  han 
sido  libremente  explorados  por  los  otólogos  que  lo  han  deseado.  De 
este  modo  los  datos  expuestos  por  el  comunicante  podrán  ser  dis- 
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FIG.  8 


cutidos  con  plena  información,  ún'ca  manera  de  que  el  problema 
quede  definitivamente  aclarado. 

Los  casos  no  han  sido  elegidos  entre  los  mejores  para  un  des-- 
file,  o “parada”,  sensacional.  Su  concurrencia  ha  estado  condicio-» 
nada  por  las  posibilidades  de  desplazamiento  desde  su  residencia 
habitual, 

Pero  hemos  procurado  que  representasen  variados  exponentes 
de  lo  que  esta  cirugía  puede  lograr  en  la  actualidad,  y que  nos  brin- 
dasen ocasión  de  comentar  algunas  importantes  observaciones  clí- 
nicas y f.'siopatológicas  recogidas  en  el  curso  postoperatorio. 
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La  operada  R.  M.,  (Audiograma  n®  1),  que,  presentamos  en 
1 rimer  lugar,  es  el  único  caso  de  este  lote  en  el  que,  habiéndose 
obtenido  una  ganancia  substanc'al,  en  ningún  momento  ha  presen- 
tado positivo  el  signo  de  la  fístula.  A pesar  de  este  parado.] ico  re- 
sultado tenemos  la  seguridad  absoluta  de  que  la  nueva  ventana  es 
permeable  a las  ondas  sonoras  por  el  rotundo  cambio  en  el  rendi- 
miento social,  por  sus  31  decibelios  de  ganancia  audiométrica,  pol- 
la ampliación  del  límite  inferior,  que  ha  pasado  de  128  v.d.  a 24 
v.d.,  y,  sobre  todo,  por  un  signo  directo,  que  no  es  otro  que  la  po- 
sitivación  de  la  prueba  de  Gellé.  A este  signo,  puesto  por  nosotros 
al  servicio  de  esta  discriminación,  le  denominamos  signo  acústico 
de  la  fístula  para  diferenciarlo  del  signo  vestibular  clásico. 


128  25«  f)12  1024  2048  4096  8192 


Audiograma  No.  1.  — Enferma  R.  M. 
Operada  julio  7,  1948. 


El  paciente  F.H.,  (audiograma  n^  2),  — caso  C de  la  clasifica- 
ción de  Shambaugh — fué,  desde  el  principio,  un  candidato  a la  fC’ 
nestración  bilateral.  El  oído  peor  (izquierdo)  mostraba  85  decibe^ 
lios  de  pérd’da  en  las  frecuencias  de  la  conversación,  (97’9 7c  de 
pérdida  con  arreglo  a las  tablas  del  Council  on  Physical  Therapy). 
Nos  decidimos  a operarle  este  oído,  cediendo  a su  reiterada  insis- 
tencia, cuando  nos  prometió  formalmente  que  si  lográbamos  situar 
el  umbral  postoperatorio  por  encima  de  los  63  decibelios  que  pre- 
sentaba en  el  lado  derecho,  se  sometería  un  año  más  tarde  a la  fe- 
nestración  de  este  último,  en  el  que  existían  muchas  más  proba- 
bilidades de  alcanzar  una  audición  prácticamente  normal,  puesto 
que  se  trataba  de  un  caso  B de  Shambaugh.  A punto  de  cumplirse 
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el  año  ele  la  primera  intervención,  ofrece  en  el  lado  operado  uno  de 
los  más  sutiles  signos  fistulares  que  hemos  tenido  ocasión  de  obser- 
var; un  umbral  de  47  decibelios,  con  38  de  ganancia,  lo  que  le  per- 
mite ya  una  vida  social  mucho  más  amplia.  Está  firmemente  dis- 
puesto a ser  operado  del  otro  lado.  Quede  nuestra  promesa  de  pro- 
curar ulterior  inform.ación  sobre  el  resultado  de  la  segunda  inter- 
vención. 


128  512  1024  2048  40.96  8192 


Los  casos  de  G.  I.  (audiograma  o'?  3),  y A.G.  (audiograma 
n9  4),  nos  van  a servir  para  destacar  la  importancia  de  la  gana- 
da a nivel  de  la  frecuencia  2048.  Las  dos  operadas  muestran  un 
rendimiento  social  prácticamente  normal.  Pero  si  afinamos  en  nues- 
tra exploración  fónica  veremos  que  la  primera,  — cuyo  umbral  post- 
operatorio solamente  alcanza  los  32  decibelios,  pero  mostrando  una 
subida  del  2048  hasta  los  15  decibelios—,  presenta  una  audición 
mucho  más  fina  que  la  enferma  A.G.,  en  la  que  se  ha  alcanzado  un 
umbral  de  29  decibelios,  pero  quedando  el  2048  en  los  42  decibelios. 
Esto  crea  una  cierta  indistinción  para  los  fonemas  agudos  que  per- 
turba ligeramente,  como  puede  observarse,  la  audición  para  la  voz 
cuchicheada. 

La  Srta.  M.  S.  (audiograma  n*!*  5),  es  un  caso  excelente.  Caso 
A de  Shambaugh.  25  años.  Buena  salud.  La  sordera  bilateral  y bas- 
tante simétrica  predomina  ligeramente  en  el  lado  izquierdo,  en  el 
que  se  observa  una  pérdida,  por  vía  aérea,  de  58  decibelios.  La  pér- 
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dida  por  vía  ósea  no  alcanza  los  30  decibelios  en  ninguna  de  las 
tres  frecuencias  del  lenguaje.  Conductos  auditivos  amplios,  recu- 
biertos de  piel  fina,  sin  cerumen.  Tímpanos  normales,  trompas  per- 
meables. Nada  patológico  en  vias  aéreas  altas.  Gellé  y Lewis,  ne- 
gativos. Triada  de  Bezold,  típica,  con  el  límite  inferior  en  las  96  v.d. 


ri8  256  512  1024  2048-  4096  8192 
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Audiograma  No.  5.  — Enferma  M.  S. 
Operada  en  marzo  3,  1948. 


Fenestración  del  oído  izquierdo  el  3-Marzo-48.  A los  14  meses 
mantiene  una  ganancia  de  33  decibelios,  con  un  umbral  de  25.  En 
el  postoperatorio  de  este  caso  surgió  un  accidente  imprevisto.  Uno 
de  los  días  que  acudió  al  consultor’o,  coincidió  su  salida  a la  calle 
con  la  explosión  de  más  de  un  centenar  de  tracas,  de  las  que  tra- 
dicionalmente se  queman  a mediodía,  durante  las  fiestas  de  las 
“Fallas”  de  San  José,  en  Valencia.  Percibió  inmediatamente  una 
desagradable  hiperacusia,  y a partir  de  aquel  momento  se  apreció 
un  descenso  de  la  ganancia  ya  iniciada,  acusándose  esta  caída  es- 
pec  almente  a nivel  del  4096,  como  es  clásico  en  los  traumas  acús- 
ticos. Afortunadamente,  todo  cedió  en  poco  tiempo,  y en  unas  cuan- 
tas semanas  se  alcanzó  la  magnífica  ganancia  que  puede  apreciarse 
en  el  audiograma.  Habían  transcurrido,  al  acaecer  el  trauma  acús- 
tico, 14  días  desde  la  fenestración,  y como  no  se  observó  nada  se- 
mejante en  otros  operados  de  más  tiempo,  que  soportaron  análo- 
ga prueba,  hay  que  suponer  que  en  los  primeros  días  del  postope- 
ratorio el  sistema  de  acomodación  funciona  defectuosamente  y con- 
viene estar  prevenidos  contra  posibles  análogos  accidentes. 
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La  operada  P.Ll.  (audiograma  n°  6),  es  un  testimonio  de  la 
variabilidad  que  se  observa  en  lo  que  se  refiere  a la  rapidez  en  al- 
canzar la  ganancia  máxima.  Es  lo  corriente  que  ésta  se  logre  nacia 
e!  final  del  primer  mea.  Pero,  a veces,  la  progresión  se  desarrolla 
más  lentamente.  En  este  caso,  al  dar  de  alta  a la  enferma,  a los 
dos  meses  de  operada,  mantenía  el  umbral  preoperatorio.  D mos 
e!  caso  por  fracasado.  Pero  a los  cuatro  meses,  rápidamente,  se  es- 
tableció la  ganancia.  En  la  actualidad,  transcurridos  los  16  meses, 
al  lado  de  un  fino  signo  fistular,  que  ya  mostraba  al  princip'o,  se 
observa  una  ganancia  de  20  decibelios,  con  un  umbral  de  80. 
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Aucliograma  No.  6.  — Enferma  P.  El. 
Operada  el  28  de  enero  de  1948. 


El  audiograma  siguiente  corresponde  a la  enferma  M.  P.  (au- 
diograma n^  7),  y muestra  una  hermosa  ganancia,  a pesar  de  que 
la  membrana  de  Shrapnell,  quizás  demasiado  tensa,  a causa  de  las 
grandes  dimensiones  transversales  del  ático,  perdió  vitalidad  en  el 
curso  postoperatorio,  y terminó  perforándose  en  la  porción  que, 
en  forma  de  toldo  horizontal,  saltaba  desde  el  ligamento  tímpano- 
maleolar  anterior  a la  eminencia  del  facial.  Esto  lleva  a suponer 
que  hay  algo  de  exageración  en  cuanto  viene  afirmándose  sobre 
la  necesidad  de  mantener  la  integridad  del  tímpano  para  lograr 
un  buen  resultado,  o que  hay  que  hacer,  a este  respecto,  una  cla- 
ra distinción  entre  las  perforaciones  de  la  “pars  tensa’’  y las  de  la 
membrana  de  Shrapnell. 
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Operada  el  21  de  enero  de  1948. 
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Operado  el  15  de  octubre  de  1947. 
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D.  C.  (audiograma  8),  es  im  paciente  que  exploramos  an- 
tes de  nuestro  viaje  a los  Estados  Unidos.  Tenía  una  sordera  bila- 
teral desde  10  años  antes.  A causa  de  ella  sufría  una  depresión  psí- 
quica de  caracteres  dramáticos.  Con  sus  27  años  no  oía  ya  ninguno 
de  los  sonidos  del  silbato  de  Galton  con  el  oído  peor.  En  aquellas 
fechas  no  poseíamos  aud  ómetro,  y,  aun  cuando  conservaba  una 
conducción  ósea  bastante  buena  de  los  diapasones  de  la  zona  del 
lenguaje,  le  aconsejamos  que  esperara  el  mom.ento  de  poder  ser 
estudiado  audiométricamente.  A primeros  de  octubre  de  1947  fué 
visto  de  nuevo.  El  audiograma  confirmó  una  buena  conducción 
ósea  en  las  frecuencias  conversacionales,  si  bien  a partir  del  204S 
caía  rápidamente  hacia  los  agudos. 

Fenestración,  el  15-Oct.-47.  A los  19  meses  conserva  su  ga- 
nanc  a de  34  decibelios,  con  un  umbral  de  29,  y puede  decirse  que 
ha  experimentado  una  verdadera  resurrección  psíquica.  En  la  zo- 
na aguda,  por  encima  del  2048,  ninguna  ganancia,  como  es  la  re- 
gla en  casos  semejantes. 
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Y,  finalmente,  presentaremos  a nuestras  dos  operadas  más 
antiguas,  I.  S.  y P.  C.  (audiogramas  nos.  9 y 10).  Hace  dos  años 
y medio  que  fueron  fenestradas.  Son  los  dos  casos  mejorados  an- 
tes de  nuestro  viaje  a Norteamérica.  En  el  utillaje  que  se  empleó, 
improvisado  por  nosotros,  no  había  ni  un  solo  instrumento  de  im- 
portación. Carecemos  de  aud  ograma  preoperatorio;  pero  la  bene- 
ficiosa acción  de  la  intervención  se  acusa  en  I.S.  por  un  umbral  ac- 
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xual  de  28  decibelios,  con  un  signo  fistular  tan  fino  que  basta  un 
ligero  contacto  con  la  “pars  tensa”  para  provocar  fuerte  nistagmus 
y una  violenta  desviación  de  la  cabeza.  En  el  caso  de  P.C.  sirve  de 
control  además  del  signo  de  la  fístula  pos'tivo,  la  comparación  con 
el  oído  no  operado,  ya  que  se  trataba  de  una  sordera  de  caracteres 
simétricos. 
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Audiograma  No.  10.  — Enferma  P.  C. 

Operada  en  diciembre  12,  1946. 

El  Único  caso  de  cierre,  entre  los  20  a que  se  refiere  esta  co- 
municación, es  el  de  la  operada  P.M.  A ella  corresponden  los  últi- 
mos audiogramas  que  proyectamos.  En  el  primero,  (audiegrama 
n9  11),  se  detallan  el  umbral  preoperatorio  de  65  decibelios,  la  ga- 
nancia primitiva  de  39,  hasta  alcanzar  un  umbral  de  26,  y la  caída 
después  del  cierre,  acaecido  a las  pocas  semanas,  en  el  curso  de  un 
violento  episodio  gripal.  Hace  un  mes  ha  sido  operada  del  otro  oído. 
El  audiograma  recién  obtenido,  (audiograma  n°  12)  muestra  que 
se  ha  logrado  un  umbral  de  21  decibelios. 

Acaso  parezca  sorprendente  que  esta  enferma  haya  estado 
dispuesta  a dejarse  operar  por  el  mismo  c’rujano  que  no  pudo  evi- 
tar el  cierre  de  la  primera  ventana.  Pero  se  hallará  la  explicación 
leyendo  la  nota  informativa  que  le  fué  entregada  antes  de  la  in- 
tervención, en  la  cual,  al  mismo  tiempo  que  era  instruida  en  todo 
lo  referente  a la  intervención,  y a las  probabilidades  de  éxito,  en 
su  caso,  se  le  advertía  claramente  “. . . a veces  la  mejoría  es  escasa 
o .solamente  temporal  . . .” 

Esta  sinceridad,  de  la  que  jamás  nos  hemos  arrepentido,  salvó 
a esta  enferma  de  caer  en  la  desconfianza  y en  la  desorientación. 
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Audiograma  No.  12.  — Enferma  P.  M. 
Operada  el  13  de  abril,  1949. 
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No  se  ha  pretendido,  con  la  presente  comunicación,  establecer 
unas  conclusiones  definitivas. 

Simplemente  se  han  presentado  unos  cuantos  operados  para 
que  sirvan  de  ejemplo  de  las  variadas  posibilidades  del  método.  To- 
dos ellos  oyen  mejor  que  antes  y mejor  que  con  el  oído  no  operado, 
habiéndose  fenestrado,  en  todos  los  casos,  el  oído  peor. 

No  se  han  observado  accidentes  irreversibles  del  nervio  facial. 

Ningún  caso  ha  resultado  empeorado  por  laberintitis. 

Se  ha  observado  un  solo  caso  de  cierre,  que  ha  sido  reciente- 
mente restaurado  mediante  la  fenestración  del  oído  opuesto. 

Todo  ello  es  un  claro  exponente  de  que  con  una  técnica  co- 
rrecta pueden  ser  sorteadas  las  dificultades  del  método  y reducidos 
sus  inconvenientes  y el  número  de  fracasos  a porcentajes  análogos 
a los  de  otras  intervenciones  cuya  práctica  nadie  discute. 

Podemos,  pues,  afirmar  que  la  sordera  otoesclerosa,  resisten- 
te a toda  actuación  terapéutica,  ha  encontrado  su  único  medio  de 
corrección  en  la  fenestración. 

Por  otra  parte,  el  minucioso  estudio  del  postoperatorio  pro- 
porciona un  importante  caudal  de  información  sobre  la  patogenia 
de  la  sordera  otoesclerosa  y del  mecanismo  de  su  restauración  qui- 
rúrgica. Creemos,  además,  que  la  fenestración,  junto  con  el  estudio 
del  fenómeno  microfónico  de  la  codea,  ha  de  aportar  en  los  próxi- 
mos años  un  progreso  substancial  a nuestros  conocimientos  sobre 
fisiología  de  la  audición,  renovando  muchos  conceptos  que  pare- 
cían definitivamente  adquiridos. 
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interés  de  las  sociedades  civilizadas  por  la  salud  del  niño  ha 
ido  aumentando  progresivamente  durante  los  últimos  años. 

La  última  guerra  mundial  acrecentó  más  este  nterés  al  des- 
cubrirse un  sinnúmero  de  defectos  físicos,  que  pudieron  haberse 
corregido  durante  los  años  infantiles,  entre  los  candidatos  del  ser- 
vicio selectivo  en  la  nación  en  general.  Pero  aún  mas  sorprendente 
fué  el  crecidísimo  número  de  individuos  exam  nados  por  los  médicos 
del  ejérc'to  algunos  que  presentaban  síntomas  francos  de  psiconeu- 
losis  y otros  que  padecían  de  desórdenes  de  la  personalidad  que  los 
hacía  inadaptables  a las  exigencias  de  la  vida  militar. 

Los  psiquiatras  están  unánimamente  de  acuerdo  en  que  son 
los  primeros  años  de  la  infancia  los  más  importantes  en  la  :‘nte- 
gración  de  la  personalidad  y en  la  posible  creación  de  problemas 
de  conducta  que  pueden  manifestarse  en  la  edad  adulta. 

Estas  razones  son  más  que  suficientes  para  que  se  le  dé  prio- 
ridad a los  niños  en  la  presentación  y solución  de  los  problemas 
de  salud  pública  en  Puerto  Rico. 

La  salud  del  niño  cobra  mayor  importancia  en  nuestro  am 
biente  cuando  recordamos  que  el  40*/^  de  nuestra  poblac’ón  lo  com- 
prende niños  menores  de  14  años  y que  a pesar  del  progreso  regis- 
trado en  nuestro  país  en  materia  de  salud  pública  nuestra  morta- 
lidad infantil  es  la  más  alta  de  todos  los  Estados  Unidos. 

Conscientes  de  esta  situación  y con  el  objeto  de  exponer  y 
buscar  posibles  soluciones  a los  problemas  que  afectan  nuestros 
niños,  la  Asociación  de  Salud  Pública  dedicó  su  octava  asamblea 
anual  a la  salud  del  nmo  puertorriqueño. 

La  presentación  de  los  distintos  trabajos  estuvo  a cargo  de 
un  grupo  de  pediatras,  nutricionistas,  educadores  y trabajadores 
soc’ales  y otras  personas  interesadas  en  la  materia.  Los  confereii- 
ciantes  expusieron  al  auditorio  brevemente,  pero  de  manera  muy 
objetiva  los  problemas  que  confrontan  los  niños  en  nuestro  medio. 

La  forma  difícil  y trágica,  en  algunos  casos,  en  que  crece  y 
vive  nuestra  población  infantil  fué  expuesta  admirablemente  por 
los  participantes. 

Se  plantearon  los  problemas  que  afectan  nuestros  niños  y se 
recomendaron  aquellas  soluciones  más  factibles  a los  mismos  den- 
tro de  las  limitaciones  económicas  que  imperan  en  nuestro  am- 
biente. 
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En  nuestra  opinión,  la  Octava  Asamblea  Anual  de  la  Asocia- 
ción de  Salud  Pública  escogió  un  tema  que  expuso  y discutió  ad- 
mirablemente. Toca  ahora  a nuestra  sociedad,  tanto  a las  institu- 
ciones gubernamentales  como  privadas,  hacer  el  mayor  esfuerzo 
posible  por  mejorar  las  situaciones  económ’cas,  sociales  e higiénicas 
de  los  niños  de  nuestro  país. 


EL  CASO  DEL  DOCTOR  HERMANN  SANDER 

Un  compañero  nuestro,  médico  general  y uno  de  tantos  que 
silenciosamente  vive  y practica  su  honorable  ministerio  en  el  ano- 
nimato de  un  pueblecito  de  los  Estados  Unidos,  recientemente  se 
ha  convertido  en  una  figura  internacional.  No  se  trata  de  un  des- 
cubrim’ento  de  algún  antibiótico  con  tales  o cuales  propiedades 
curativas,  ni  tampoco  de  un  agente  mortífero  para  incorporarse  a 
la  bomba  de  hidrógeno.  Nada  de  eso.  Nuestro  joven  galeno  fué  acu- 
sado de  haber  dado  muerte  a una  anciana  que  padecía  de  cáncer 
incurable.  Sí,  una  muerte  de  las  llamadas  piadosas  ocurrida  luego 
de  haberle  inyectado  aire  en  las  venas.  Algún  tiempo  después  de  la 
muerte  de  esta  señora  el  doctor  Sander  fué  procesado  acusándosele 
de  asesinato  por  el  ministerio  públ  co.  Pero  el  hecho  de  que  a un 
médico,  a un  ciudadano  casi  desconocido,  se  le  acusara  de  matar 
un  ser  humano  que  padecía  de  cáncer  no  era  de  por  sí  noticia  ni 
motivo  para  atraer  la  atención  del  mundo  civilizado.  No.  — Pero 
de  otra  parte  los  pr'ncipios  morales  y religiosos  suscitados  alrede- 
dor del  extraño  proceder  del  doctor  Sander  eran  más  hondos  y más 
trascendentales  que  las  cuestiones  legales  envueltas  en  el  delito 
com.etido.  ¿Había  cometido  el  tal  doctor  una  falta  o había  llevado 
a cabo  una  gran  obra  de  humanidad  enviando  a mejor  vida  a un 
ser  que  ya  estaba  a las  puertas  de  la  muerte?  El  ministerio  público 
cpinó  que  el  doctor  Sander  había  atentado  contra  la  sociedad  y que 
el  daño  tendría  que  ser  reparado,  sin  tener  en  cuenta  la  interpre- 
tación que  del  hecho  en  sí  hiciera  el  acusado,  esto  es  si  había  pro- 
cedido bien  o mal. 

Lejos  de  la  Sala  en  que  se  celebraba  el  juicio,  en  el  púlpito, 
y en  los  periódicos  de  Norte  América  y de  Europa,  el  aspecto  mo- 
ral de  la  muerte  piadosa  alcanzaba  gran  relieve  y publicidad.  Los 
partidarios  de  la  eutanasia  se  proclamaron  defensores  del  Dr.  San- 
der, alegando,  entre  otras  cosas,  que  una  v'da  debía  troncharse 
cuando  ésta  se  hacía  insufrible  para  el  sujeto,  para  sus  familiares 
y para  la  sociedad.  Se  alegaba,  además,  que  tal  proceder  es  un  acto 
de  caridad,  de  humana  justicia.  Aquellas  mentes  que  opinan  que  no 
existe  permanencia  en  el  orden  moral  de  las  cosas,  en  los  valores 
eternos,  y que  los  principios  de  ética  y de  moral  deben  ajustarse 
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siempre  a las  circunstancias  y a los  tiempos  en  que  vivimos,  levan- 
taron entonces  sus  voces  en  alto.  ¿Mas  qu'én  habria  de  decidir  las 
condiciones  propicias  para  matar  a un  ser  humano?  ¿El  médico,  el 
estado,  la  familia?  ¿Y  quién  otorgaría  el  derecho  de  destruir  una 
vida?  Pero  otras  voces  habíanse  ya  levantado  contra  la  eutanasia 
y su  llamada  muerte  piadosa.  Decía  el  periódico  católico  “Com- 
monwealth” : “Creemos  que  Dios  no  desea  prolongar  el  dolor  hu- 
mano ya  que  opinamos  que  no  fuera  El  quien  le  diera  origen.  Cree- 
mos además  que  es  la  voluntad  de  Dios  prolongar  la  existencia  de 
todo  ser  humano  ya  que  es  El  quien  la  da.”  O lo  que  es  lo  mismo, 
que  las  leyes  humanas  tan  solo  son  válidas  en  tanto  que  sirven  pa- 
ra llevar  a la  realidad  o suplementar  la  ley  divina;  y que  esa  ley, 
eterna  e inmutable,  nos  dice:  “No  matarás”.  Y para  terminar,  el 
propio  Dr.  Sander,  de  quien  se  esperaba  que  defendiera  la  teoría 
de  la  eutanasia  para  justificar  su  proceder,  sorprendió  al  mundo 
entero  cuando  declaró  que  él  no  había  dado  muerte  a la  señora 
Barroto  y que  nunca  tuvo  intención  de  hacerlo,  habiéndole  inyec- 
tado el  aire  en  las  venas  por  razones  que  no  podía  explicar,  pero  a 
sabiendas  de  que  ya  estaba  muerta  y que  por  lo  tanto  no  podía  ha- 
cerle daño. 

“Divinum  est  sedare  dolorem”  decían  nuestros  maestros  de  la 
ant'güedad.  Aliviemos  el  dolor  de  aquel  que  sufre,  pero  dejemos  a 
Dios  que  disponga  de  su  vida. 


NECROLOGIA 


DR.  JORGE  DEL  TORO 

El  domingo,  19  de  febrero  pasado,  falleció  en  su  residencia  en 
Santurce  el  prestigioso  médico  puertorriqueño,  doctor  Jorge  del 
Toro. 

El  doctor  Jorge  del  Toro  fué  un  hábil  cirujano  que  por  largos 
años  sirvió  a nuestro  pueblo;  entrenó  un  gran  número  de  médicos 
puertorriqueños  en  el  difíc  1 arte  de  la  cirugía  y participó  activa- 
mente en  prácticamente  todo  movimiento  de  carácter  cívico  orga- 
nizado en  nuestro  país. 

Nació  el  doctor  Toro  el  4 de  abril  de  1884  en  el  pueblo  de  Ca- 
bo Rojo;  cursó  su  instrucción  primaria  en  las  escuelas  públicas  de 
Mayagüez  y estudios  secundarios  en  el  Instituto  Munic  pal  de  Ma- 
yagüez,  fundado  en  dicha  ciudad  por  el  ilustre  educador  don  Euge- 
nio María  de  Mostos.  En  el  1900  sus  familiares  se  trasladaron  a 
San  Juan  y fué  admitido  al  tercer  año  de  la  clase  de  1902  de  la 
Escuela  Superior  Central.  Se  recibió  de  médico  en  la  Universidad 
de  Maryland  en  el  año  1906. 

A su  regreso  a nuestra  Isla  empezó  a trabajar  como  méd'co 
titular  en  la  ciudad  de  Mayagüez.  En  el  1907  pasó  a ocupar  una 
plaza  de  médico  titular  en  el  barrio  de  Puerta  de  Tierra,  en  San 
Juan,  con  servicio  de  una  sala  en  el  Hospital  Municipal.  Allí  sirvió 
como  ayudante  de  los  cirujanos  Rafael  Vélez  López,  Manuel  Figue- 
roa, William  F.  Lipp’tt,  y Stokes,  de  la  Marina  americana.  A fi- 
nes del  1907  fué  trasladado  a Santurce  y en  el  1909  empezó  como 
interno  en  el  nuevo  hospital  municipal,  llegando  a desempeñar  el 
cargo  de  jefe  del  Departamento  de  Cirugía. 

Los  detalles  de  sus  ejecutorias  son  demasiado  extensos  para 
esta  corta  biografía.  Podemos  decir,  sin  embargo,  que  siempre  se 
caracterizó  por  su  desprendimiento  y cualidades  de  civismo.  Siem- 
pre fué  de  temperamento  rebelde  contra  todo  lo  injusto  e inmoral. 
Su  característica  fué  siempre  la  de  ayudar  a sus  semejantes,  olvi- 
dando el  aprovechamiento  personal  y prestando  en  todo  momento 
sus  servicios  gratuitamente  cuando  ello  fué  necesario.  Por  espacio 
de  cinco  años  desempeñó,  absolutamente  gratis,  el  puesto  de  ciru- 
jano en  el  Hospital  de  la  Escuela  de  Medicina  Tropical. 

Entre  los  muchos  puestos  y actividades  en  que  sirvió  el  doc- 
tor Toro,  podemos  mencionar  los  siguientes;  Cirujano  del  Hospital 
Munic  pal  de  San  Juan,  Clínica  Miramar,  Clínica  Santurce,  Sana- 
torio de  la  Sociedad  Española  de  Auxilio  Mutuo  y Beneficencia; 
profesor  de  Cirugía  clínica  en  la  Universidad  de  Columbia  y Es- 
cuela de  Medicina  Tropical. 

Fué  m embro  y secretario  del  Tribunal  Examinador  de  Mé- 
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dicos;  miembro  de  la  Junta  de  Síndicos  de  la  Universidad  de  Puer- 
to Rico;  vicepresidente  de  la  Asamblea  Municipal  de  San  Juan;  se- 
cretario, presidente,  consejero  y delegado  a la  Asociación  Méd  ca 
Americana,  de  la  Asociación  Médica  de  Puerto  Rico;  Capitán  del 
Cuerpo  Médico  de  la  Guardia  Nacional  de  Puerto  Rico;  m embro 
de  la  Comisión  Conjunta  de  la  Universidad  de  Columbia  y el  Go- 
bierno de  Puerto  Rieo  que  trazó  los  planes  para  la  Escuela  de  Me- 
dicina Tropical;  pres’dente  de  la  Liga  Cívica  Puertorriqueña;  miem- 
bro del  Comité  Ejecutivo  de  la  P.R.R.A.  Fué  el  primero  en  Puerto 
Rico  en  dar  la  alarma  acerca  de  los  efectos  perjudiciales  del  ruido, 
dictando  una  conferencia  sobre  el  asunto  en  la  asamblea  anual  de 
la  Asociac'ón  Médica  de  Puerto  Rico  en  diciembre  de  1929. 

Desde  el  1924  fué  presidente  de  la  Asociación  Hospital  Betan- 
ces,  institución  a la  cual  dió  todo  su  empeño  y energías  defendien- 
do las  ventajas,  tanto  para  la  clase  médica  como  para  el  público 
en  general,  del  hospital  que  no  tenga  por  objeto  el  beneficio  pe- 
cuniario. 

A la  fecha  de  su  fallec’miento  el  doctor  Toro  formaba  parte 
de  las  facultades  médicas  del  Hospital  San  José,  Hospital  de  la 
Universidad,  Hospital  Presbiteriano,  Hospital  de  la  Capital  y otras 
instituciones  médicas  de  la  capital ; era  fellow  del  Colegio  Ameri- 
cano de  Cirujanos ; la  Asociación  Médica  Americana ; la  Asociación 
Americana  para  el  adelanto  de  la  Ciencia;  la  Asociación  Méd'ca  de 
Puerto  Rico,  y Delegado  general  de  la  UNFIA  para  Puerto  Rico. 


SECCION  ADMINISTRATIVA 


AVISOS 


Asociación  Medica  del  Distrito  de  Guayama: 

La  asamblea  anual  de  la  Asociación  Médica  del  Distrito  de  Guayama,  que 
preside  el  doctor  Juan  P.  Cardona,  se  celebrará  en  Salinas,  el  domingo  16  de 
abril. 

El  programa  a desarrollarse  durante  dicho  acto  circulará  oportunamente 
entre  los  miembros  de  la  matricula. 

Asociación  Medica  del  Distrito  de  Mayayüez: 

El  presidente  de  la  Asociación  Médica  del  Distrito  de  Mayagüez,  doctor 
A.  Pérez  Toledo,  nos  informa  que  la  asamblea  anual  de  su  distrito  tendrá  lugar 
en  la  ciudad  de  Mayagüez,  el  domingo,  30  de  abril. 

Se  suplica  a los  miembros  de  la  matrícula  hacer  los  arreglos  pertinentes 
de  manera  que  el  mayor  número  pueda  estar  presente  en  estas  reuniones  de 
distrito. 

Cursos  postyraduados'. 

El  Comité  Científico  de  la  Asociación  Médica,  que  preside  el  doctor  Ramón 
M.  Suárez,  viene  realizando  gestiones  para  continuar  a.  la  mayor  brevedad 
los  cursos  postgraduados  que  tanta  aceptación  tuvieron  por  parte  de  nuestra 
matrícula  el  pasado  año. 

Hasta  la,  fecha  ya  se  han  ultimado  los  arreglos  para  el  curso  en  urología 
que  habrá  de  dictar  el  doctor  C.  C.  Higgins  del  Departamento  de  Urología  de 
la  Clínica  de  Cleveland,  durante  el  mes  de  julio. 

El  Comité  Científico  espera,  sin  embargo,  poder  organizar  uno  o dos  cursos 
para  los  próximos  meses. 

El  curso  de  urología  comprenderá  los  siguientes  temas: 

Clinical  Significance  of  Hematuria 
Diagnosis  and  Treatment  of  Renal  Lithiasis 
Diagnosis  and  Treatment  of  Various  Types  of  Tumors  of  the 
Kidneys  and  Ureters 
Management  of  Urinary  Tract  Infections 
Diagnosis  and  Treatment  of  Carcinoma  of  the  Bladder 

Alecciones  de  Especialidades: 

Xos  place  informar  a continuación  los  nombres  de  los  compañeros  que 
integran  las  directivas  de  varias  de  las  secciones  de  especialistas  de  nuestra 
Asociación.  En  futuras  ediciones  continuaremos  esta  relación: 

Sección  de  Obstetricia  y Ginecología 

Presidente  Dr.  José  S.  Belaval 

1er.  vicepresidente  Dr.  M.  Soto  Rivera 

2do.  vicepresidente  Dr.  R.  A.  Vilar-Isern 

Secretaria  Dra.  María  A.  Parés 

Tesorero  Dr.  J.  García  Bird 
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■S’ecció/i  de  Psiiiuiutrhi  y Xeuroloyia 

Presidente  Dr.  José  D.  Jiménez 

Vicepresidente  Dr.  Rafael  Hernández 

Secretario-Tesorero  Dr.  José  R.  Mayiní 


Sección  de  OfUümoloyia  y OtoUtrinyoioyia 


Presidente  

Presidente  electo  y Tesorero 

Secretario  Oftalmología  

Secretario  Otolaringología  

Sección  de 

Presidente  

Secretario-Tesorero  

Vocales  


Dr.  Luis  J.  Fernández 
Dr.  N.  Quiñones  Jiménez 
Dr.  Ricardo  F.  Fernández 
Dr.  C.  E.  Muñoz  MacCormick 

Tisiologia 

Dr.  David  E.  García 
Dr.  Pedro  J.  Durand 
Dr.  E.  Martínez  Rivera 
Dr.  E.  Fernández  Cerra 
Dr.  Fernando  Padró 


CONGRESOS  MEDICOS  DEL  EXTRANJERO 
Cuarto  Congreso  Internacional  de  Obstetricia  y Ginecología: 

Del  14  al  19  de  mayo  próximo  se  celebrará  en  el  Hotel  Statler  de  la  ciudad 
de  Nueva  York,  el  Cuarto  Congreso  Internacional  de  Obstetricia  y Ginecología. 

El  presidente  del  Comité  Pro  Congreso  para  Puerto  Rico,  doctor  Jenaro 
Suárez,  ha  extendido  una  cordial  invitación  a los  médicos,  enfermeras  y tra 
bajadores  sociales  interesados  en  obstetricia,  ginecología,  salud  maternal  e hi- 
giene infantil,  para  que  se  matriculen  en  el  mismo. 

Los  médicos  interesados  en  asistir  a dicho  Congreso  deberán  remitir  su 
cuota  de  inscripción  de  DIEZ  dólares  ($10.00)  a la  siguiente  dirección. 

International  & Fourth  American  Congress 
on  Obstetrics  and  Gynecology 
161  East  Erie  Street 
Chicago  11,  Illinois 


Cuarto  Congreso  Peruano  de  Cirugía: 

Del  19  al  2.5  de  marzo  se  celebra  en  la  ciudad  de  Lima,  Perú,  el  Cuarto 
Congreso  Peruano  de  Cirugía.  El  temario  oficial  de  este  Congreso  incluye  las 
siguientes  materias:  Cirugía  de  la  Tiroides;  oclusión  intestinal  y tratamiento 
de  las  quemaduras. 

Primer  Congreso  Internacional  sobre  Enfermedades  del  Pecho: 

Del  17  al  20  de  septiembre  del  año  en  curso  se  celebrará  en  el  Instituto 
Cario  Forlaninl  de  Roma,  Italia,  el  Primer  Congreso  Internacional  sobre  En- 
fermedades del  Pecho. 
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Se  espera  que  asistan  a.  este  Congreso  connotados  especialistas  en  enfer- 
medades del  pecho  de  más  de  cincuenta  países  para  discutir  los  últimos  des- 
arrollos en  dicha  especialidad.  Durante  el  Congreso  se  celebrará  la  primera 
conferencia  internacional  sobre  rayos  X del  pecho,  y se  exhibirán  películas 
demostrativas  de  los  adelantos  alcanzados  en  las  técnicas  médico-quirúrgicas 
para  el  tratamiento  de  enfermedades  del  pecho. 

Los  compañeros  interesados  en  asistir  a este  Congreso  deben  dirigirse  a la 
siguiente  dirección; 

Council  on  International  Affairs 
American  College  of  Chest  Physicians 
500  North  Dearborn  Street 
Chicago  10,  Illinois 


MISCELANEAS 


Nuevos  micmhros  de  la  Asociación: 

Recientemente  han  sido  admitidos  a formar  parte  de  nuestra  Asociación  los 
siguientes  compañeros: 

Dr.  Manuel  Guzmán-Acosta,  de  Cayey 
Dr.  Karl  Horn,  de  Santurce 
Dr.  Luis  Ramos  González,  de  Juncos 
Dr.  Randolph  H.  McConnie,  de  Santurce 
Dr.  Edgardo  Yordán,  de  Juana  Díaz 
Dr.  Lyndon  E.  Lee,  Jr.,  de  Santurce 


Comités 


Continuaremos  publicando  una  relación  de  los  distintos  comités  de  nuestra 
Asociación  para  el  año  en  curso,  a saber; 

Junta  de  Auxilio  Médico  Mutuo:  Dr.  Manuel  Quevedo  Báez,  Presidente;  Dr. 
Rafael  Bernabé;  Dr.  E.  García  Cabrera;  Dr.  M.  Pavía  Fernández. 

Salud  Maternal  e Hujiene:  Dr.  Roberto  Aguayo,  Presidente;  Dr.  José  S.  Be- 
laval;  Dr.  José  H.  Vázquez;  Dra.  Catalina  Scarano;  Dr.  M.  Fernández  Fuster; 
Dra.  María  Amalia  Parés;  Dr.  A.  Diaz  Atiles;  Dr.  Angel  R.  Cestero;  Dr.  J 
Basora-Defilló;  Dr.  Fernando  A.  Battle;  Dra.  María  Mora  de  Nochera;  Dr.  Ra- 
fael Rivera.;  Dr.  José  Luis  Vila;  Dra.  Dolores  Pérez  Marchand;  Dr.  Lorenzo 
Balasquide. 

Investigaciones  Médicas:  Dr.  Eduardo  Montilla,  Presidente;  Dr.  Federico  Ve- 
lázquez;  Dr.  Ezequiel  Prieto;  Dr.  Antonio  Ortiz;  Dr.  Pablo  G.  Curbelo;  Dr. 
Félix  M.  Reyes;  Dr.  Arturo  L.  Carrión;  Dr.  Honorato  Estella;  Dr.  Andrés 
Franceschi;  Dr.  Luis  A.  Passalacqua;  Dr.  Alvaro  Santaella.;  Dr.  R.  C.  Ruiz 
Nazario;  Dr.  Ernesto  C.  Martínez;  Dr.  Manuel  Paniagua;  Dr.  Pedro  S.  Mala- 
ret;  Dr.  Carlos  E.  Timothée;  Dr.  J.  González-Giusti ; Dr.  .1.  Sánchez  Ferreri; 
Dr.  José  Chaves. 
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Historia:  Dr.  Eniiiiue  Cuchí  Coll,  Presidente;  Dr.  Salvador  Arana  Soto;  Dr. 
J.  L.  Montalvo  (luenard;  Dr.  J.  M.  Rivera  Otero;  P)r.  M.  Guzman  Rodriguez; 
Dr.  Ramón  Lavandero;  Dr.  Oscar  Costa-Mandry ; Dr.  Luis  Salivia;  Dr.  Juan 
Veve. 

S^eyuro  Contra  Malpractice:  Dr.  Héctor  A.  Bladuell,  Presidente;  Dr.  Leopoldo 
Figueroa;  Dr.  Jaime  F.  Pou;  Dr.  José  A.  Sein;  Dr.  A.  Ramón  Oiler;  Dr.  Luis 
L.  Biamón;  Dr  José  A.  Roure;  Dr.  J.  Garrido  Collazo;  Dr.  Rafael  Porrata 
Doria;  Dr.  Fernando  Vallecillo;  Dr.  R.  Ramirez  Santos. 


How  easy  it  is  to  overlook  this  simple 
fact,  that  Pet  Milk  is  milk  . . . good  milk  to 
drink  . . . and  its  usefulness  extends  far 
beyond  bottle-feeding  days. 

Physicians  think  of  Pet  Milk  first  in  terms 
of  infant  feeding.  Its  broad  background 
of  clinical  trial,  together  with  each 
doctor’s  successful  use  of  Pet  Milk  in 
both  difficult  and  normal  feeding  cases, 
has  built  this  lasting  recognition. 


Yet  in  ever  growing  numbers  children 
who  have  thrived  during  infancy  on 
Pet  Evaporated  Milk  continue  to  drink  this 
good  whole  milk  after  weaning.  The 
same  qualities  recommend  it  . . . its 
unfailing  sterility,  its  soft,  readily  digested 
curd,  its  economy  as  compared  to  other 
forms  of  milk.  Pet  Milk,  diluted  half 
and  half  with  water,  is  complete  in  all  the 
food  values  of  rich  whole  milk. 

Of  special  importance,  too,  is  the 
fortification  of  Pet  Milk  with  pure 
crystalline  vitamin  D in  the  approved 
amount,  which  provides  atitomatically 
during  growing  years  the  needed 
amount  of  this  sunshine  vitamin  for 
optimal  growth  and  dentition  long  after 
cod-liver  oil  days  are  past. 

So  when  mothers  ask  the  common 
question,  “When  do  I change  my  baby  to 
regular  milk.^,”  the  wisest  answer  is 
“Pet  Milk  is  milk.  There  is  no  better  — no 
more  wholesome  kind  of  milk  for  your 
child  through  all  his  growing  years.” 


Distribuidores:  B.  FERNANDEZ  & HNOS.,  SUCKS. 
1*.  ().  Box  3629  - San  .Juan,  Puerto  Rico 


Un  Adelanto  Importante  en  el  Tratamiento ! 
de  la  Anemia  Perniciosa  i 


COBIONE*. . . la  Vitamina  Bn  en  | 
forma  pura,  cristalina. . . i 

• eficaz  en  cantidades  de  j 

microgramos  || 

• no  produce  efectos  tóxicos  ! 
cuando  se  administra  en  do-  ¡ 
sis  indicadas 


*Cobione  es  la  marca 
registraua  ae  Merck  & 
Co..  Inc.  para  la  Vita- 
mina Bi2  Cristalina. 


Se  ha  establecido  definitivamente  las  i 
ventajas  de  la  Vitamina  B12  pura,  j: 
cristalina,  el  agente  contra  la  anemia  i 
perniciosa  recientemente  aislado  en  los  | 
Laboratorios  de  Investigación  de  ' 
Merck  & Co.,  Inc. 

Los  estudios  clínicos  demuestran  que  , 
el  Cobione  produce  un  ascenso  rápido  de 
los  reticulocitos,  seguido  de  un  aumento  ¡ 
igualmente  satisfactorio  de  glóbulos 
rojos.  Es  eficaz  en  el  tratamiento  de  la 
anemia  perniciosa,  incluyendo  sus  com- 
pücaciones  neurológicas,  cuando  aún  no 
se  han  producido  cambios  patológicos 
irreversibles.  El  Cobione  es  también 
eficaz  en  la  anemia  macrocítica  de  tipo 
nutritivo  y en  el  esprue  tropical  y no 
tropical. 

Gracias  a su  alta  potencia,  se  obtiene 
beneficios  terapéuticos  con  cantidades 
mínimas.  Parece  que  el  Cobione  no  pro- 
duce efecto  tóxico  alguno  cuando  se 
administra  en  las  dosis  indicadas. 

Se  envía  literatura  a solicitud 

COBIONE 


MARCA  REGISTRADA 


MERCK  OORTH  AMERICAl  INC. 

161  AVENUE  OF  THE  AMERICAS,  NEW  YORK  13,  N.  Y.,  U.  S.  A. 
Sucesores  de  P.  W.  R.  Export  Corporation  — 

Distribuidores-CESAR  CASTILLO,  INC.,  Calle  Tetuan  155,  San  Juan 


SL'BSiniARIl  nE 
EXPORTACIO.N  I)E 
MERCK  «Í  CO.,  IXC. 

Fabri- antes  tie 
Produelns  Quimteos 
R»h»«>,  N.J..L.S.* 


Hamb]ea,E.C:North  Carolina  M.J. 7:533  (Oct.)  1946. 


of  conjugated  estrogens, 
the  principal  one 
of  which  is 
estrone  sulfate.” 


In  treating  the  menopausal  syndrome 
with  “Premarin”  Perloff*  reports  that 
“Ninety-five  and  eight  tenths  per  cent 
of  patients  treated  with  3.75  mg. 
or  less  daily  obtained  complete  relief 
of  symptoms”;  also,  “General  tonic 
effects  were  noteworthy  and  the  greatest 
percentage  of  patients  who  expressed 
clear-cut  preferences  for  any  drug 
designated  ‘Premarin!  ” 

Thus,  the  sense  of  “well-being” 
usually  imparted  represents  a “plus”  in 
“Premarin”  therapy  which  not  only 
gratifies  the  patient  but  is  conducive  to 
a highly  satisfactory  patient-doctor 
relationship. 


^The  . . . estrogen 


preferred  by  us  is 
Tremarin,’  a mixture 


Four  potencies  of  “Premarin 
permit  flexibility  of  dosage:  2.5  mg., 
1.25  mg.,  0.625  mg.  and  0.3  mg.  tablets; 
also  in  liquid  form,  0.625  mg.  in 
each 4 cc.  (1  teaspoonful). 


ííiLíJ 


•Perloff,  W,  H.:  Am.  J.  Obst.  & Gynec.  58:684  (Oct.)  1949 


Aep»  While  sodium  estrone  sulfate  is  the  principal  estrogen  in 
“Premarinl’  other  equine  estrogens.. .estradiol,  equilin, 


^Qiidenin,  hippu1in...are  probably  also  present  in  varying 
w amounts  as  water-soluble  conjugates. 


Estrogenic  Substances  (water-soluble)  also  Anown  as  Conjugated  Estrogens  (equine) 


Ayerst,  McKenna  & Harrison  Limited 
22  East  40th  Street,  New  York  16,  N.  Y., 


Distribuidores  en  Puerto  Rico 
F.  PONT  FLORES  — San  Juan,  P.  R. 


a refreshing^ 
soothing 
(ollyrium 

FOR  OCULAR  IRRITATION 
DUE  TO  EYESTRAIN, 
OUST,  SMOKE  OR  GLARE 


Ocusol®  is  an  isotonic,  aqueous  solution  containing  boric  acid  U.S.P.  1.1%, 
sodium  borate  U.S.P.  0.5%,  berberine  sulfate  0.01%,  distilled  extract  of 
witch  hazel  N.  F.  2.6%,  camphor  U.  S.  P.  0.04%,  methylparaben  U. S.  P.  0.05%, 
rose  oil  0.01%,  glycerin  U.S.P.  1.3%,  NaCl  U.S.P.  0.38%  and  water  94.01%. 

Ocusol  is  harmless  to  the  eyes;  it  may  be  used  as  often  as  required.  Each 
package  contains  a sanitary,  plastic  eye  cup. 


THE  NORWICH  PHARMACAL  COMPANY 
Norwich,  New  York,  U.  S.  A. 


Distribuidores— CESAR  CASTILLO,  INC.,  Calle  Tetuan  155,  San  Juan 


iQUEMADURASi 

Rápido  restablecimiento  en  las  ' heridas 


ULCERAS  j 


El  único  tratamiento  fueron 
apósitos  de  Ungüento  de  Vitamina 
A & D White's  que  hizo  innece- 
saria la  dermopéndesis. 


Quemaduros  cíe  segundo  y tercer 
grado  que  comprenden  un  25% 
de  superficie  cutánea. 


Contribuye  o uno  pronta  cicatrización  y a la 
formación  epitelial,  con  satisfactorio  alivio  en 
los  casos  de  quemaduras,  heridas  de  lenta 
cicatrización,  úlceras  indolentes,  lesiones 
avulsivas,  heridas  postoperatorias,  fisuras  del 
pezón  y otros  muchos  estados  dermatológicos. 


JNGÜENTO  DE  VITAMINAS 


& 


WHITE’S 

para  cicatrizaciones  rápidas 


Vhite  Laboratories/  Inc./ Newark  7,  N.  J.,  E,  U.A.  • Fabricantes  de  Productos  Farmacéuticos 
Distribuidores;  FRANCISCO  N.  CASTAGNE-T 
San  Juan,  Puerto  Rico 


I 


C R E 

Analgesic  Calami 

Cremacal  provides  cooling,  analgesic 
relief  from  pain,  burning  and  pruritus. 
Its  greaseless,  water-miscible  base 
dries  promptly  to  form  a protective 
coating  over  the  irritated  area. 


Formula: 

Calamine 10% 

Glycerine 5% 

Benzocaine \% 

Phenol 0.5% 

Menthol 0.25% 

Special  water-miscible  base q.s. 


Flesh-tinted  with  inert  color- 
ing. Supplied  in  l-oz,  and 
2-oz.  tubes. 


NUMOTIZINE,  Inc. 

900  N.  Franklin  St.,  Chicago  10,  III. 


Distribuidores:  FRANCISCO  N.  CASTAGNBT 

San  Juan,  Puerto  Rico 


Ventajas  de  la  Avena  Qnaker 
eomo  Alimento  para  los  Niños 


indiscutible  que  el  niño  debe 
recibir  suficientes  cantidades 
de  carbohidratos,  grasa,  proteínas, 
minerales  y vitaminas  si  se  persi- 
gue su  desarrollo  normal  ...  y 
el  concepto  de  agregar  alimento 
sólido  a la  leche  materna  o a las 
fórmulas  de  la  leche  de  vaca,  no 
constituye  ninguna  innovación 
hoy  día.  En  efecto,  ahora  es  una 
práctica  bastante  corriente  entre 
los  pedíatras  de  muchas  partes, 
introducir  alimento  sólido  ade- 
cuado en  la  nutrición  de  los  bebés, 
empezando  con  frecuencia  a la 
edad  de  3 meses.  Esto  se  hace  con 
el  doble  interés  de  variar  los  re- 
quisitos nutritivos  y estimular 
desde  temprano  el  desarrollo  de 
los  buenos  hábitos  dietéticos. 
Entre  las  numerosas  ventajas  de 


AVENA 

QUAKER 

LA  MARAVILLA  ALIMENTICIA  DE  LA  NATURALEZA 


la  Avena  Quaker,  se  destaca  la 
abundancia  de  sus  elementos  ali- 
menticios vitales  requeridos  por 
el  infante. 

En  vitamina  Bi,  en  proteína,  en 
hierro  y en  energía  alimenticia, 
no  hay  ningún  otro  alimento 
dentro  de  su  clase  que  sobrepase 
a la  Avena  Quaker.  Además,  la 
Avena  Quaker  es  fácil  de  digerir  y 
deliciosa  al  paladar.  Debido  a su 
general  alcance,  economía  y cali- 
dad inalterable,  la  Avena  Quaker 

I 

puede  ser  clasificada  como  un 
valioso  suplemento  de  la  nutri- 
ción, digna  de  la  más  alta  con- 
sideración en  la  dieta  requerida 
por  los  niños. 


■1 
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A LOS  SEÑORES  MEDICOS 
DE  SAN  JUAN  Y SANTURCE 

Nos  permitimos  recordarles  que  en  caso  de  urgencia  los  señores 
médicos  que  necesiten  del  servicio  de  nuestras  farmacias  en  San  Juan 
o en  Santurce,  durante  las  altas  horas  de  la  noche,  pueden  llamar 
personalmente  a los  encargados  de  dichas  farmacias,  al  teléfono 
como  sigue: 

Para  servicios  en  San  Juan:  2-6544 

Para  servicios  en  Santurce:  2-7002  2-6831 

Los  señores  médicos  pueden  tener  la  seguridad  de  que  serán  in- 
mediatamente atendidos  en  dichos  casos  de  necesidad. 

No  se  atenderán,  sin  embargo,  llamadas  hechas  por  personas 
particulares  que  no  puedan  usar  el  debido  discernimiento  sobre  la 
urgencia  o necesidad  de  las  llamadas. 


FARMACIA  BLANCO,  INC. 

(San  Juan  — Santurce) 

V / 
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. . . toda  una  noche  de  sueño 

para  el  paciente  que  sufre  de . . . 

ASMA  BRONQUIAL  — FIEBRE  DE  HENO  — URTICARIA 

Los  síntoma-s  nocturnos  de  muchos  trastornos  alérgicos  se  controlan 

con  éxito  con: 

L U A S M I N 

CAPSULAS  y TABLETAS  CON  RECUBRIMIENTO  ENTERICO 
(para  acción  rápida)  (para  acción  retardada) 

Una  cápsula  de  LUASMIN,  administrada  cuando  se  requiera,  y suple- 
mentada  con  una  tableta  con  recubrimiento  entérico,  hará  posible  que 
casi  cualquier  paciente  pueda  gozar  de  los  beneficios  de  toda  una  noche 
de  sueño,  reduciendo  así  a su  mínimo  la  tendencia  a que  recurran  los 
^síntomas  el  día  siguiente. 

Cada  cápsula  o c^ida  tableta  con  recubrimiento  entérico  contiene: 
i Acetato  sódico  de  teofiiina  (3  granos)  192  mg. 

Sulfato  de  efedrina  (Vz  grano)  32  rag. 

Fenobarbital  sódico  (Vz  grano)  32  mg. 

También  hay  cápsulas  y tabletas  de  media  fórmula  para  niños  o psTa 
adultos  cuyos  síntomas  sean  leves. 

Sírvase  solicitar  literatura  descriptiva  y muestras  profesionales. 

BREWER  & CO.,  Worcester,  Mass.,  EE.UU. 

Químicos  Farmacéuticos  desde  1825 

^ 


THE  NEW  YORK  POLYCLINIC 

ESCUELA  DE  MEDICINA  Y HOSPITAL 
Organizada  en  1881 

La  Primera  Institución  Médica  de  América  para  Postgraduados 


PARA  ER  flRVJAXO  GEXEKAI. 

Curso  coinhínado  que  eampreiule : 
cirugía  g’eiieral,  í ¡rugía  trauinati- 
ea,  t ¡rugía  alxloininai,  gastroeiite- 
rológíea,  g¡iiei  ológit  a y urológíiu. 
Asísieiuáa  a eoiiie.  encías,  presen- 
cia a operaciones,  examen  prc- 
oi^eratorto  y post-operatorio  de 
enfermos  así  como  un  curso  ulte- 
rior en  las  salas.  Tatología,  radio- 
logía, fisioterapia.  Demostraciones 
en  el  cadáver  sobre  anatomía  qui- 
rúrgica, cirugía  torácica,  anestesia 
regional.  Cirugía  operatoria  y gi- 
necológica en  el  cadáver. 


OJOS,  OIDOS,  NARIZ  V 
<iAK(;  VNT A 

Curso  (ombinado  de  tres  meses 
consistente  de  asisteiuia  a clíni- 
cas, presencia  en  operaciones,  con- 
ferencias. demostración  de  casos 
y demostraciones  en  el  cadáver; 
operaciones  de  ojos,  oídos,  nariz  y 
garganta  en  el  cadáver;  demos- 
traciones clínicas  y en  el  cadáver 
sobre  broncoscopía.  cirugía  de  la 
laringe  y cirugía  facial;  refraccio- 
nes: radiología;  patología,  bacte- 
riología y embriología;  fisiología; 
neuro-anatomía ; anestesia ; medi- 
cina física;  alergia;  examen  pre- 
operatorio y post-operatorio  de 
))acientes  en  las  salas  3*  clíii¡c>as. 


CARA  KL  PRACTICO  GENERAI. 

lnstrucc¡c>n  intensa  en  aquellas 
asignaturas  que  son  de  interés 
primordial  para  el  medico  dedica- 
do a práctica  general,  consistiendo 
de  (‘linicas,  conferencias  y demos- 
traciones en  los  siguientes  depar- 
tamentos: medicina,  peiliatría,  car- 
diología, artritis,  enfermedades 
del  pecho,  gastroeiiterología,  dia- 
betes. alergia,  dermatología,  neu- 
rología, cirugía  menor,  ginecología 
clínica,  proctología,  enfermedades 
perivasciilarcs,  fracturas,  urología, 
otolaringología,  patología,  radiolo- 
gía. La  clase  deberá  asistir  a las 
conferencias  generales  3'  a las  de 
los  distintos  departamentos. 


OBSTETRICIA  Y GINECOLOGIA 

Cn  curso  completo.  En  Obstetri- 
cia: conferencias:  «Unica  prenatal; 
presencia  a partos  normales  3'  o- 
peratorios ; operatoria  obstétrica 
ímaniqí). 

En  Ginecología:  conferencias; 
exploración  clínica;  presencia  de 
operaciones;  examen  pre-operato- 
rio  de  pacientes:  clínica  post-ope- 
ratoria  de  las  pacientes  en  las  sa- 
las. 

Patología  obstétrica  3'  ginecoló- 
gica; anestesia  regional  (en  ca- 
dáver). Asistencia  conferencias  en 
Obstetricia  3'  Ginecología. 


PARA  INFORMES  DiRIGIRSE  A 

MEDICAL  EXECUTIVE  OFFICER:  345  Vie  st  SOth  St.,  New  York  City 


EL  HERALDO  MEDICO 

Revista  de  divulgación  médica 
Publicada  mensualmente  por  la 

ASOCIACION  MEDICA  DE  PUERTO  RICO 

Circulación:  5,000 

Aceptamos  anuncios.  Envíe  el  suyo  a: 

ASOCIACION  MEDICA  DE  PUERTO  RICO 
Apartado  3866 
Santurce,  P.  R. 
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Apartado  3866 
Santurce,  P.  R. 
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. about  50%  of  the  patients  who  consult  the 
general  practitioner  have  complaints  for  which 
there  is  no  discoverable  physical  or  organic  causd’^ 


Although  these  patients  have  no  apparent  organic 
basis  for  their  complaints,  they  are  ill  and  merit 
attention. 

In  functional  disorders,  response  to  stress  is 
effected  via  both  branches  of  the  autonomic 
nervous  system.  Therefore,  treatment  consists, 
where  possible,  in  removal  of  the  emotogenic 
factor  (practical  psychotherapy)  and  the  "partial 
blockade”  of  the  efferent  autonomic  pathways. 
The  family  physician  is  well-qualified  to  help 
these  patients;  his  advice  will  do  much  to  achieve 
the  desired  change  in  habits  and  to  avoid 
unhealthy  situations. 

Medical  treatment  is  also  essential.  Controlled 
sedation  of  the  entire  autonomic  nervous  system 
can  be  accomplished  by  simultaneous  administra- 
tion of  bellafoline  (cholinergic  inhibitor), 
ergotamine  tartrate  (adrenergic  inhibitor)  and 


phenobarbital  (central  sedative)  in  the  form  of 
Bellergal.  This  preparation  inhibits  autonomic 
impulses  without  completely  blocking  organ 
function. 

Karnosh  and  Zucker"  state  that,  "Probably  the  best 
medication  for  all  neurovegetative  disorders  is  a com- 
bination of:  (a)  bellafoline  . . . (b)  ergotamine  tartrate 
...(c)  phenobarbital... A good  commercial  preparation 
of  these  ingredients  is  a tablet  called  bellergal . . . The 
adult  dose  of  bellergal  is  3 or  4 tablets  daily.”® 


BIBLIOGRAPHY 

1.  WILLIAMS,  V.  P.:  New  England  J.  Med  2}6:  322,  1947. 

2.  KARNOSH,  L.  J.  and  ZUCKER,  E.  N.:  A Handbook  of 
Psychiatry,  St.  Louis,  Mosby,  1945. 


Sandoz 

^Pharmaceuticals 


DIVISION  OF  SANDOZ  CHEMICAL  WORKS,  INC. 
68  CHARLTON  STREET,  NEW  YORK  14,  NEW  YORK 


PATTERNED  AFTER  HUMAN  MILK 

S-M-A,  ready  to  feed,  has  the  same  percentage  of  protein,  fat,  carbohydrate, 
and  ash  as  human  milk. 

Amino  Acids— Content  of  essential  amino  acids  equals  or  exceeds  the  average 
values  for  human  milk. 

Carbohydrate  is  lactose,  favoring  correct  acidophilic  intestinal  flora. 

Fats— Index  of  unsaturafed  fatty  acids  is  standardized  at  the  top  of  the  range 
found  in  human  milk. 

Vitamins  (including  vitamin  c)— S-M-A  equals  or  exceeds  human  milk  in 
content  of  all  vitamins  for  which  minimum  daily  requirements  are  established. 


Minerals— S-M-A  exceeds  values  of  human  milk  for  calcium, 
phosphorus,  and  iron.  Both  S-M-A  and  human  milk  supply  an 
average  of  20  calories  per  ounce. 

S-M-A®  builds  husky  babies 


WYETH  INCOR 


Distribuidores:  FRANCISCO  N.  CASTAGNET 
San  Juan,  Puerto  Rico 


Concentrado  Hepático  Gástrico 


H¡o„o  materias  primas 

Complejo  de  Vitamina  B 

para  la  producción  de 

Glóbulos  Rojos 

. . . estas  substancias,  conocidas  como 
materias  primas  para  la  eritropoyesis, 
las  contienen  las  Cápsulas  de  ‘Lextron  F.  G.’  (Concentrado  Hepá- 
tico Gástrico  con  Gluconato  Ferroso  y Complejo  de  Vitamina  B, 
Lilly).  Las  iniciales  “F.  G.”  indican  gluconato  ferroso,  sal  de  hie- 
rro bien  tolerada  que  muchos  clínicos  prefieren.  Las  Cápsulas  de 
‘Lextron  F.  G.,’  administradas  de  conformidad  con  las  necesidades 
individuales,  proveen  las  substancias  esenciales  para  el  tratamien- 
to de  las  anemias  que  responden  al  hierro  o al  hígado. 


Estas  cápsulas  se  hallan  disponibles 
en  frascos  de  42,  84  y 500. 


Eli  Lilly  Pan-American  Corporation 


Indianapolis  6,  Indiana,  E.U.A. 
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Suscripción  Anual;  $4.00 


now,  instead  of  the  usual  25  or  50  mg.  dose  of  other  antihistaminics, 

Clilor-Trimetoii 

maleate 

in  a dose  of  2 to  4 mg.  effectively  controls  allergic  symptoms. 
The  unprecedented  clinical  effectiveness  of  this  greatly 

reduced  dose  practically  eliminates  undesirable  side  actions. 
This  much  desired  factor  will  result  in  your  receiving  a 
large  volume  of  unprecedented  prescription  demands 
for  Chlor-Trimeton. 


Packaging: 

Chlor-Trimeton  Maleate 
{ brand  of  chlorprophen- 
pyridamine  maleate)  Tab* 
lets:  4 mg.,  scored,  yellow, 
in  bottles  of  100  and  1000. 


For  antihistaminic  therapy,  physicians  will  prefer  the  advan. 
tages  of  Chlor-Trimeton  Maleate: 

Smaller  doses  — greater  antihistaminic  potency 
Outstanding  clinical  ej^cacy— symptomatic  relief  in  hay 
fever,  urticaria,  vasomotor  rhinitis,  and  other  allergic  indi- 
cations 

Fewest  side-effects— much  less  frequent  occurrence  of  drowsi- 
ness, dizziness,  nausea. 

•Chlor-Trimeton  trade-mark  of  Schering  Corporation 


Distribuidores — CESAR  CASTILLO,  INC.,  Calle  Tetuan  155,  San  Juan 


Amigen,  an  enzymic  digest  of  casein, 
eontains  all  llie  amino  acids  needed  for 
l)rotein  synthesis.  Supplied  in  solutions 
with  dextrose,  it  enables  the  physician  to 
provide  j)rotein  nutrients  parenterally: 

1. When  the  patient  is  unable  to  take 
food  by  moutli — as  in  esophafireal  stric- 
ture, carcinoma  of  the  e.sophagu.s,  stom- 
acli  or  colon,  intestinal  obstruction  or 
perforation,  diverticulitis,  pyloric  ste- 
nosis, severe  vomiting. 

2.  When  complete  rest  of  the  alimen- 
tary tract  is  desired — as  in  generalized 
peritonitis,  gastroenteritis,  severe  diar- 
rhea, bacillary  dysentery,  ulcerative  co- 
litis, convaiescence  from  gastrointesti- 
nal surgery,  perforating  wounds  of  the 
abdomen,  typhoid  fever. 

3.  When  parenteral  supplementation  of 
oral  food  intake  is  indicated — as  in  ad- 
vanced malnutrition,  .severe  burns,  pre- 
operative preparation,  nephrosis,  ne- 
phritis, pancreatic  fibrosis,  prematurity. 

^Ye  will  l)c  jtlea.sed  to  send  the  AMIGEN 
Handbook  for  Pliysicians  on  request. 


1 . New  air  filter  as- 
sures sterility  of  ingo- 
ing air. 

^.Plastic  dripmeter 
permits  ready  obser- 
vation of  rate  of  flow. 

3.  Tuhing  compressor 
effectively  regulates 
flow  of  .solution. 

4.  Plastic  tuhing  per- 
mits eonstant  oliserva- 
tion  of  infusion  fluid. 


5.  Plastic  needle  adapt- 
er simplifies  problems 
of  venipuncture. 

6.  Amiset  eliminates 
tlie  expense  and  labor 
required  to  clean  ordi- 
nary infusion  sets. 

7.  Amiset  is  promptly 
available  and  saves  stor- 
age space. 

8.  .Amiset  is  sferi/e  and 
jree  jrom  pyrogen. 


Mead  Johnson  & co. 

EVANSVILLE  2 I , I N D.,  U.  S.  A. 


A practical  aid  in  the 
irdtninislration  ef  Amigen  toMlans 

Sterile  i 

iffkieiht  I 

Convenient 


P.  O.  BOX  3081  — SAN  JUAN.  P.  R 


Hasta  los  pacientes  más  jovenes  aprecian  Pyridium* 


SATISFACTORIO 

ALIVIO 

mediante  analgesia 
urogenital 
eñcaz  e inocua 


Los  desagradables  síntomas  de  las  infecciones  de  las  vías 
urinarias  tales  como  las  micciones  frecuentes,  ardientes  y 
dolorosas  pueden  aliviarse  prontamente  en  un  gran  número 
de  pacientes  con  la  simple  administración  de  Pyridium 
por  vía  oral. 

Puede  decirse  que  el  Pyridium  no  es  tóxico  en  dosis  tera- 
péuticas y puede  administrarse  simultáneamente  con 
estreptomicina,  penicilina,  sulfonamidas  o cualquiera  otra 
medicación  específica. 

Con  este  analgésico  urinario,  sin  peligro  y fácil  de 
administrar,  el  médico  puede  a menudo  proporcionar  al 
paciente  alivio  casi  inmediato  de  los  desagradables  síntomas 
urinarios,  al  mismo  tiempo  que  emplea  otras  medidas 
terapéuticas  para  tratar  la  enfermedad  fundamental. 

Impresos  a solicitud 


PYRIDIUM* 

(Marca  de  la  Fenilazo-ílianiino-piridina  H(^l) 
^Mnrca  Heoiatrada 


"Pyridium  es  la  marca  registrada  de  la  Nepera  Chemical 
Co.  Inc.,  sucesora  de  la  Pyridium  Corporation,  para  su  marca 
de  Clorhidrato  de  fenilazo-diamino-piridina.  Merck  & Co., 
Inc.,  únicos  distribuidores  en  E.  U.  A." 


>IEKCK  (I>'OKTH  AMERICA)  INC. 

161  AVENUE  OF  THE  AMERICAS,  NEW  YORK  11,  N,  Y„  U.  S.  A. 
Sucesores  de  P.  W.  R.  Export  Corporation 


SUBStDIARIA  DE 
EXPORTACION  DE 
MERCK  & CO.,  INC. 
Fabricantes  de 
Productos  Químicos, 
Rahway,  N.  J.,  V,  S.  A, 


Distribuidores  en  Puerto  Rico:  César  Castilh  Inc.  — Tetuán  155,  San  Juan 


encourage 


Patient-Doelor  Cooperatíon 
WlcB  Calcium  Tlicrap)  is  Pi  escri 

Mental  anxiety,  when  induced  by  avcrskMl 
to  prescribed  therapy,  adds  to  the  patienCt 
physical  distress.  Objection  to  calciuni  . 
may  be  overcome  by  substituting  dosagg 
in  more  agreeable  form.  CALCICAPS... 
an  easy-to-swallow,  capsule -sbape4 
cablet ...  provide  suitaMe  supf^eoeat  for 
young  or  old,  where  diagnosis  reveals  a 
deficiency  in  calcium  and  phosphorus. 

Calciwafers  are  a pleasant  tasting 

w'afier  containing  double  the  potency  of 
CALCICAPS. 


Calcicaps  with  Iron  are  especially 

suitable  in  pregnancy,  when  the  need  for 
calcium,  phosphorus  and  iron  increases. 

Calcicaps,  Calciwafers  and 
Calcicaps  with  Iron  concaia  aa  a4)e- 

quatc  amoufU  oí  VITAMIN  D essential 
for  calcium  absorptiott. 

CAICIWAFERS  Each  wafer  contains: 
Dicalcium  Phosphate  380  mg. 

Calcium  Gluconate  380  mg. 

Vitamia  D 750  USP  Unit» 

Boms  of  50  tmd  250 
CAUICAPS  Each  Calcicap  coiifaiJM: 
Dicalcium  Phosphate  290  mg. 

Calcium  Glucoflaie  190  mg. 

Vitamin  D 375  USP  Units 

Boctics  of  loe  500 

(AICKAPS  with  IRMI  Each  Calcicap  wlib 
Iron  coocains: 


Dkaldum  Phosphaat 
Calcium  Gluconate 
Ferrous  Glucorucc 
Vitamin  D 


1S>0  mg. 

64  mg, 

)7S  USFUaitt 


Bonin  of  IM  mm)  S«« 


A«f  «let,  California 


JOAQUIN  BELENDEZ  SOLA,  INC. 
P.  O.  Box  1188  — San  Juan,  P.  R. 


FORTIFICADO 
CON  VITAMINAS 

Informes  profesionales  detallados,  junto  con  tablas 
de  alimentación,  pueden  oatenerse  escribiendo  a: 

THE  BORDEN  COMPANY 
3S0  Madison  Avenue/  Nueva  York  17,  N.  Y.,  E.  U.  A. 


Una  Base  Firme 


para  iiii 

Futuro  Consistente 


Los  primeros  meses  de  la  infanela  son  de  pri- 
mordial importancia  en  la  fundación  de  una 
Lase  saludahle  para  la  vida  floreciente  del  niño. 
Es  dnranle  este  período  cuando  se  requieren 
cantidades  mayores  de  proteína  para  formar 
nuevos  tejidos.  Y es  durante  este  tiempo  que 
los  bebés  necesitan  un  alimento  que  les  provea, 
a más  de  la  proteína  adecuada,  otros  elementos 
imprescindibles  para  un  crecimiento  sano.  La 
alimentación  con  DRYCO  (carbohidrato  aña- 
dido) se  aproxima  grandemente  a la  con  la 
leche  humana,  debido  a su  nutrición  balanceada 
y fácil  digestiltilidad. 

La  fórmula  DRYCO,  además  de  su  alto  con- 
tenido de  proteína,  ofrece  un  bajo  contenido 
de  grasa.  DRYCO,  con  carbohidrato  agregado, 
provee  las  calorías  que  se  requieren  normal- 
mente, disminuyendo  al  mismo  tiempo  la  posi- 
bilidad de  trastoniis  digestivos. 

Las  ventajas  adicionales  de  DRYCO  son  su 
contenido  adecuado  de  vitaminas  y minerales, 
carbohidrato  moderado  para  proporcionar  flexi- 
bilidad de  la  fórmula,  uniformidad  rígida  y 
seguridad  bacteriológica,  así  como  también  la 
fácil  preparación  de  su  fórmula. 


Distribuidores  para  Puerto  Rico: 

PLAZA  PROVISION  COMPANY,  Fortaleza  104,  San  Juan,  P.  R. 


" La  Lámpara  de  H 

J [JISEÑADA  por  B & L,  la  Lám- 
g para  de  Hendidura  de  Poser 
para  el  diagnóstico  diferencial 
en  la  patología  del  ojo,  presenta 
muchas  ventajas  en  biomicros- 
copia.  La  iluminación  brillante 
del  tipo  Koeppe  lleva  una  hendi- 
dura ajustable.  Un  microscopio 
gran  angular  y binocular  de  16x 
permite  abarcar  toda  la  córnea. 
Oculares  con  puntos  ópticos  lar- 
gos facilitan  el  examen  rápido 
del  campo  ancbo.  Ambos  brazos 
rotan  alrededor  del  ojo  del  pa- 
ciente como  centro.  Es,  pues, 


ndidura  de  Poser 

una  lámpara  indispensable  para 
el  oftalmólogo. 

H.  V.  GROSCH  CO. 

Calle  Comercio  402 
San  .luán.  Puerto  Rico 

BAUSCH  & LOMB 

Optical  Co.  - Rochester,  N.  Y., 
E.  U.  A. 

Fundada  en  1853 


INSTRUMENTOS 
OPTICOS 
BAUSCH  & LOMB 


A summary  of  all  published  reports  on  the  influence  of 
Erfron-Steroid  Complex,  Whittier,  in  Chronic  Arthritis,  reveals  that 
82.2%  of  all  patients  treated  showed  significant  improvement.* 

What  other  treatment  for  arthritis  can  approximate 
this  record? 

If  you  have  read  “A  Report  to  the  Medical  Profes- 
sion”, you  will  agree  that  the  preponderance  of  evidence 
is  overwhelmingly  in  favor  of  Ertron.  If  you  have 
not  received  this  important  publication,  a copy 
will  be  sent  you  on  request 

* Analysis  of  "A  Report  To  The  Medical  Profession  " — 30  Investigators  — 

852  Cases  Chronic  Arthritis — Studied  6 months  to  4 years. 

ERTRON 

STEROID  COMPLEX,  WHITTIER 

EI^TRON  Capsules:  Each  capsule  contains 
5 mg.  af  activation-products  biologically 
standardized  having  an  antirachitic  activity 
of  fifty  thousand  U.  S.  P.  units. 

Bottles  of  50  and  100  capsules. 

ERTRON  Parenteral:  Each  ampule  contains 
activation-products,  in  sesame  oil, 
biologically  standardized  having  an 
antirachitic  activity  of  five  hundred  thousand 
U.  S.  P.  units.  Packages  of  six  1 cc.  ampules. 


Distributors  in  Puerto  Rico: 

PELEGRINA  Y LLORENS 

P.  O.  Box  3631,  San  Juan 


ROTARY  MICROTOME 

for  Ultra-thin  Sectioning  4 


ELKCTRON  Mi(;i-oscoi)t!S  can  i)eiietrate 
only  the  thinnest,  most  tra-nsparent  of 
specimens — as  a result  sections  cut  with  or- 
dinary microtomes  (one  to  fifty  microns  in 
thickness)  are  unusable.  The  techniciue  de- 
veloped by  Drs.  Pease  and  Baker  and  des- 
cribed in  the  April  1948  issue  of  Proceed- 
in(/s  of  the  Society  for  Experimental  Biology 
and  Medicine,  and  also  the  Journal  of  Ap- 
plied Physics,  May,  1949,  permits  cutting  of 
suitable  ultra-thin  sections  with  the  Spencer 
No.  821  Thin  Sectioning  Precision  Rotary 
Microtome.  Using  this  technique,  actual  tis- 
sue. cancer  cells,  blood  cells,  bacteria,  etc., 
may  be  sectioned  for  examination  under  the 
electron  microscope.  This  opens  the  way  to 
further  scientific  and  medical  progress 
through  research. 

The  No.  821  Microtome  is  rigid,  precise. 


Spencer  Precision 
Rotary  Microtome 
No.  821 


and  identical  in  all  respects  to  the  well- 
known  Spencer  No.  820.  It  has,  however,  an 
extremely  accurate  adapter  which  changes  , 
the  angle  of  the  inclined  plane  to  feed  in 
increments  down  to  .05  microns.  Built  firm- 
ly into  the  base  casting,  this  feed  mecha- 
nism is  entirely  independent  of  the  vertical 
movement  of  the  specimen.  Three  object 
discs  are  regularly  supplied.  The  up-and- 
down  excursion  of  the  object  clamp  is  two 
inches.  This  permits  the  cutting  of  large 
serial  sections.  The  balance  wheel  may  be 
locked  by  means  of  a lever  when  the  object 
clamp  is  at  the  top  of  its  excursion  to  per- 
mit trimming  of  the  specimen. 


PUERTO  RICO  OPTICAL  COMPANY 


SAN  JUAN,  PUERTO  RICO 
Agentes  Exclusivos  de 


AMERICAN  OPTICAL  COMPANY 
Southbridge,  Mass. 


new  convenience  • new  flexibility  in  dosage 
new  all-around  usefulness 


3 new  water-soluble 
liquid  vitamin  preparations 


Poly-Vi-Sol 


Trl-Vi-Sol 


Ce-Vi-Sol 


Each  0.6  cc.  supplies: 

Each  0.6  cc.  supplies: 

Each  0.5  cc.  supplies: 

Vitamin  A 
Vitamin  D 
Ascorbic  Acid 
Thiamine 
Riboflavin 
Niacinamide 

5000  USP  units 
1000  USP  units 
50.0  mg. 

1.0  mg. 

0.8  mg. 

5.0  mg. 

Vitamin  A 
Vitamin  D 
Ascorbic  Acid 

5000  USP  units 
1000  USP  units 

50  mg. 

Ascorbic  Acid  50  mg. 

Each  of  tliese  preparations  is  ideally 
suited  for  routine  prophylactic  or  thera- 
peutic vitamin  supplementation  for  in- 
fants and  children  as  well  as  adults. 

Water-soluble, pleasant  tasting,  they  can 
be  stirred  into  the  infant’s  formula,  or  into 


fruit  juice,  milk,  cereals,  puddings,  etc.;  or 
incorporated  in  mixtures  for  tube  feeding. 

Each  is  scientifically  formulated  and 
ethically  marketed.  They  are  supplied  in 
15  and  50  cc.  liottles,  with  an  appropri- 
ately calibrated  dropper. 


M EAD  Johnson  & co.  e vansv'ili.  f,  2í,ind.,u.  s.a 


I 


I 


P.  0.  Box  3081  — San  Juan,  P.  R. 


SE  DIFUNDE  como  la  tiivta  ki\  un  secante 


Mayor  absorción 
en  las 
hipodermoclisis 
y mayor  campo 
de  anestesia  con 

HYDA8E 

MARCA 


lllALUliO^lDASA 

Las  soluciones  inyectadas  se  difunden  fácilmente  a 
través  de  los  tejidos  tratados  con  HYDASE. 

Se  puede  administrar  un  volumen  de  líquido  mayor 
con  más  rapidez  y seguridad. 

Evita  la  tumefacción  local  o el  dolor  causado  por 
la  distensión. 

HYDASE  es  también  un  valioso  coadyuvante  en  la 
anestesia  por  bloqueo  o por  infíltración. 

Presentación:  Ampollas  estériles  de  150  TRU  (uni- 
dades turbirreductoras)  de  la  hialuronidasa  más  pura 
disponible. 


HYDASE  es  un  producto 


® 


Distribuidores:  WYETH  INTERNATIONAL  LIMITED  — PHILADELPHIA,  U.  S.  A< 

FRANCISCO  N.  CASTAGNET 
San  Juan,  P.  R. 


Carnation  Helps  the  Doctor 
Eliminate  “Unknowns” 


I.  During  formula  days...  2.  After  formula...  3.  and  in  the  baby's  cup! 


Carnation  Milk... with  water  and  Carnation  diluted  with  an  equal  amount  there's  no  “strange  flavor”  to 

carbohydrates... is  the  safe,  time-tested  of  water  is  nourishing  whole  milk  that’s  complicate  the  changeover  from 

formula  every  doctor  knows.  completely  uniform  and  easier  to  digest.  bottle  feeding. 


There  are  enough  “unknowns”  in  the  life  of 
an  infant  for  the  doctor  to  worry  about.  And  that 
is  why  doctors,  for  50  years,  have  welcomed  the 
known  dependability  and  uniformity  of  Carnation 
Evaporated  Milk.  Carnation’s  "prescription  ac- 
curacy" in  producing  this  fine,  safe  milk  gives 
the  doctor  more  complete  control  over  the  health 
and  progress  of  the  child. 

And  when  the  doctor  decides  the  time  has  come 
for  baby  to  go  "off  formula”—  the  same,  time- 
tested  qualities  of  Carnation  Milk  are  so  very 
important.  Carnation  Milk  is  rich  whole  cow’s 
milk  — evaporated,  homogenized,  enriched  with 
vitamin  D,  pasteurized  and  sterilized  under  the 


most  rigid  controls  in  Carnation’s  own  plants. 
And  again,  when  the  child  is  ready  to  drink  from 
the  cup,  doctors  appreciate  the  very  same  year- 
in-year-out  uniformity— in  butterfat,  milk  solids, 
curd  tension,  viscosity,  for  example.  There  is  no 
"strange  flavor”  to  make  the  baby  resist  the 
change  to  cup  drinking  — no  other  "unknown 
factors”  which  might  cause  upsets. 

Yes,  from  the  first  formula  prescription... right 
on  through  a healthy  childhood  . . . there  is  no 
finer,  safer  milk  than  Carnation  Evaporated  Milk. 
Doctors  have  recommended  Carnation  by  name 
with  complete  confidence  for  more  than  half 
a century.  It’s  the  milk  every  doctor  knows. 


8 out  of  10  mothers  raising  their  children  on  Carnation 
report  that  it  was  recommended  by  their  doctor. 


I The  Milk  Every  Doctor  Knows 

I 


I 


Medicación  natural  antirraquítica 

El  Aceite  de  Hígado  de  Bacalao  Concentrado  de  Juaits  proporciona 
las  potentes  y naturales  vitaminas  antirraquíticas  A y D.  Dos  gotas 
equivalen  vitamínicamente  a una  cucharadita  (dosis  diaria  mínima 
según  la  F.E.U.)  de  aceite  de  hígado  de  bacalao,  312  unidades  de 
la  vitamina  D derivadas  exclusivamente  del  aceite  de  hígado  de 
bacalao,  3.120  unidades  de  la  vitamina  A obtenidas  de  un  concen- 
trado de  aceite  de  hígado  de  bacalao  normalizado  con  aceites  de 
pescado. 

Esta  medicación  es  económica  y eficaz.  En  dosis  mayores  para 
las  madres  el  Aceite  de  Hígado  de  Bacalao  Concentrado  de  Juaits 
se  ofrece  en  cápsulas.  Cada  una  equivale  en  potencia  vitamínica 
a 4 cucharaditas  ( 16  cc.)  de  aceite  de  hígado  de  bacalao.  También 
lo  hay  en  tabletas. 

Para  el  niño,  para  la  madre 

r ACEITE  DE  HIGADO  DE' BACALAO  CONCENTRADO 

V * 

White  Laboratories/  Inc./  Nev/crk  7,  N.  J.,  E.  U.A.  • Fabricantes  de  Productos  Farmacéuticos 


Distribuidores:  FRANCISCO  N.  CASTAGNET 
San  Juan,  Puerto  Rico 


for. effective  treatment  of 


hypertension 


VERUTAL 


tablets  (RAND) 

containing 
VERATRUM  VIRIDE 


VERUTAL  TABLETS  ( Rand ) combine 
^OUR  fherapeufically  effective  ^ 
drugs  in  a NEW  FORMULA  for  the 
treatment  of  ESSENTIAL  HYPERTENSION. 

:ACH  VERUTAL  TABLET  CONTAINS: 

^erafrum  Virlde 100  mg. 

dannitol  Hexanitrafe ^2  9"'- 

lufln .10  mg. 

’henobarbifal gr. 

'ROFESSIONAL  SAMPLES  AND  LITERATURE  UPON  REQUEST 

I 

p(t€^i:nv€M.cau,ilc€tl  ca*f  live* 

•ISTRIBUTOR:  A.  F.  LEGRAND-Apartado  3911,  Santurce,  P.  R.- ALBANY,  NEW  YORK 


I 

I 


ot'*'*' 

\ntravei 


b^nnI 


f: 


to  relieve  nausea  and  vomiting 
of  pregnancy  and  in  adoles- 
cent acne 


"••Ml 


pyrIbexih 


IPyridoxine  HCI  Thiomine  Ctiloride) 
Each  1 cc  contains: 

Vitamin  Bl  50  mg 

Vitamin  B6 50  mg 

VIALS  OF  10  ec 


IROBLEX 


for  use  in  hypochromic  and  nu 
tritional  anemias 


(Iron  - Liver  - B Complex) 
Each  cc  contains: 

Thiamine  HCl  (Bl)  100. 

Riboflavin  (B2)  0-^ 

Pyridoxine  HCl  (B6)  !• 

nicotinamide  50. 

IRON  CACODYLATE  10. 

LIVER  (10  U.S.P.  UNITS 

PER  CC)  0.; 

Phenol  (As  preservative)  0.5% 

VIALS  OF  10  cc 


Improved 


Formula 


NION  CORPORATION  los  angeles  38,  california 

JOAQUIN  BELENDEZ  SOLA,  INC. 

P.0,  BOX  1188,  SAN  JUAN,  PUERTO  RICO 


IN  THE  modern  day  infant  feeding  plan,  where  the  infant  is 
permitted  to  choose  what  he  likes  from  a group  of  foods 
offered,  Libby’s  Baby  Foods  prove  especially  advantageous. 
Through  Libby’s  exclusive  process  of  homogenization  cellu- 
lose cell  capsules  are  ruptured  and  all  fibrous  material  is 
reduced  to  microscopic  particles.  Hence  Libby’s  Baby  Foods 
are  satin-smooth  in  texture,  the  nutrients  are  dispersed  homo- 
geneously throughout  the  food  mass,  and  there  is  no  "sep- 
arating out’’  of  the  solids  from  the  liquid.  Libby’s  frequently 
have  been  fed  as  early  as  the  sixth  week  of  life,  conditioning 
the  infant  to  a wide  variety  of  foods. 

Biets  • Carrots  • Green  Beans  • Peas  • Spinach  • Squash  • Vegetable  Soap  • Mixed 
Vegetables  * Garden  Vegetables  • Liver  Soup  • Vegetables  with  Bacon  • Vegetables 
with  Beet  and  Barley  • Vegetables  with  Lamb  • Apples  and  Apricots  • Apples  and 
Prunes  • Apple  Sauce  • Apricot-Farina  • Peaches  • Peaches-Pears-Apricots  • Pears 
and  Pineapple  • Prunes  (with  Pineapple  Juice  and  Lemon  Juice)  • Custard  Pudding 

Libby,  M9Neill  & Libby  • Chicago  9,  Illinois 


Furacin  Soluble  Dressing  has  been  commended  by  several  clinicians.*  Furacin  is  also  being  «^«^uc^ssf  J 
to  treat  infected  edges  of  skin  grafts  and  to  prevent  infection  of  areas  remaining  uncovered 
Furacin  N.N.R.,  brand  of  nitrofurazone,  is  available  as  Furacin  Soluble  Dressing  and  as  Furacin  Solution,  hot 
containing  0 2 per  cent  Furacin.®  These  preparations  are  indicated  for  topical  application  m the  prophylaxis  and 
treatment  of  infections  of  wounds,  second  and  third  degree  burns,  cutaneous  ulcers,  pyodennas  and  skin  gra  . 

Literature  on  request.  EATON  LABORATORIES.  INtV NORWICH,. N.T. 

•Curtis'  L • Surg.  Clin.  N.  America  1466  (Dec.)  1947.  • Shipley  K K and  Dodd  M C.i  Surg.,  Gynec 
1947.^»Lsnyder,^._L.,  Kiehn,_C._L._Bnd_ChrÍ3topher8on,  J.  W.:  Mil.  Surgeon,  97.380,, 1946. 
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. En  el  Polo  Norte 
en  la  Selva  Tropical 


En  cualquier  clima,  bajo  las  condi- 
ciones más  variadas,  la  Leche  KLIM 
es  siempre  segura,  pura  y uniforme- 
mente nutritiva.  En  efecto,  KLIM 
ha  sido  usada  en  muchas  expedi- 
ciones al  Polo  jNortc  y al  Polo  Sur 
y bajo  el  sofocante  calor  de  las 
selvas  ecuatoriales.  Y siempre  la 
frescura  uniforme,  saljor  y calidad 
inmejora])les  de  esta  cremosa  leche 
en  polvo  permanecen  intactos  en  su 
lata  cerrada  al  vacío,  envasada  por 
medio  de  un  procedimiento  espe- 
cial. 

Considere  taml)ién.  Doctor,  otras 
grandes  ventajas  de  la  Leche  KLIM, 


tal  como  su  fácil  digestihilidad,  una 
de  las  razones  por  la  cual  muchos 
pedíatras  recomiendan  esta  leche 
superior  en  la  alimentación  de  los 
niños. 

Además  de  que  es  una  leche  ideal 
para  la  nutrición  de  los  niños  y para 
la  familia  en  general,  KLIM  es  un 
alimento  suave  pero  muy  vigori- 
zante para  los  ancianos  de  estóma- 
go delicado.  Esta  leche  tan  saluda- 
ble también  se  recomienda  en  las 
dietas  de  convalecientes  y frecuen- 
temente en  las  de  aquellos  que  pa- 
decen de  úlceras  pépticas. 

No  hay  mejor  leche  que  KLIM. 


KLIM 

LA  PREFERIDA  EN  TODO  EL  MUNDO 

Aos  complaceremos  en  suministrarle  informes  profesionales 
completos  sobre  la  Leche  KLIM.  Sólo  tiene  tpie  escribir  a; 

THE  BORDEN  COMPANY,  División  de  Exportación 
350  Madison  Avenue,  Nueva  York  17,  N.  Y.,  E.  U.  A. 


Distribuidores  para  Puerto  Rico: 

PLAZA  PROVISION  CO.MPANY,  Fortaleza  104,  San  Juan,  P.  R. 


y 


Sr.  Doctor,  he  aquí  más  datos  acerca  de 

BIOLAC...LA  FORMULA  QUE  OFRECELAS 
VENTAJAS  DE  LA  LECHE  MATERNA 


¡Suministra  los  requisitos 
nutritivos  esenciales! 

Bíolac  es  excelente  leche  en  polvo,  envasada  al 
vacío  y modificada  para  satisfacer  todas  las  necesi- 
dades nutritivas  de  la  criatura. 

¡Bíolac  ha  sido  enriquecido  con  minerales  y 
vitaminas  esenciales  para  el  crecimiento  y la  salud 
—es  un  alimento  equilibrado— que  se  prepara  sen- 
cillamente agregándolo  al  agua  pura!  Biolac  es 
elaborado  de  leche  obtenida  de  vacas  que  han  sido 
sometidas  a la  prueba  tuberculina,  y se  conserva 
sin  refrigeración. 

Los  médicos  prescriben  Bíolac  por  razones  como 
éstas : 

1 • Es  fácil  de  prescribir,  fácil  de  preparar.  Bíolac 
y agua  pura,  son  los  únicos  ingredientes  nece- 
sarios para  preparar  la  fórmula.  La  posibilidad 
de  cometer  errores  ha  sido  reducida  a un  mí- 
nimo . . . cada  lata  de  Bíolac  trae  la  cuchara 
que  se  necesita  para  medir. 


3.  La  grasa  y proteína  han  sido  ajustadas  para 
mayor  digestibilidad.  El  contenido  de  grasa  en 
Bíolac  ha  sido  reducido  y los  glóbulos  de  grasa 
han  sido  homogeneizados  para  facilitar  la  di- 
gestión y para  que  se  asemeje  más  a la  leche 
humana.  Las  diferencias  biológicas  entre  la 
proteína  de  la  leche  humana  y la  de  la  leche  de 
vaca  han  sido  compensadas  en  Bíolac.  La  pro- 
teína en  Bíolac  es  más  digestible  y menos  aler- 
génica  que  en  la  leche  corriente  de  vaca. 

4.  Modificado  y enriquecido  para  satisfacer  to- 
dos los  requisitos.  Lactosa,  el  azúcar  natural  de 
la  leche  de  pecho  que  ayuda  a utilizar  el  calcio, 
ha  sido  agregada  a Bíolac,  para  suplir  la  nece- 
sidad total  de  carbohidrato.  Además,  se  han 
aumentado  los  contenidos  de  hierro  y vitaminas 
A,  Bi  y D.  Se  han  provisto  todos  los  requisitos 
de  minerales  y vitaminas  con  excepción  de  la 
vitamina  C,  la  cual  debe  introducirse  en  el 
régimen  como  a la  segunda  semana. 

Bíolac,  el  alimento  equilibrado  que  tanto  gusta 
a los  niños,  es  un  alimento  ideal  que  usted 
puede  recomendar  con  entera  confianza. 


2.  Es  un  alimento  completo,  suple  nutrición 
equilibrada.  Bíolac  contiene  grasa,  proteína, 
azúcar,  calcio,  fósforo,  hierro  y vitaminas  A, 
Bi,  Bo  y D.  Está  equilibrado  para  que  satisfaga 
las  necesidades  del  organismo  de  la  criatura. 
(Nótese  que  ni  la  leche  humana  ni  Bíolac  su- 
plen cantidades  suficientes  de  vitamina  C,  por 
lo  tanto,  debe  ser  agregada  al  régimen). 

i- 
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Bíolac 

THE  BORDEN  COMPANY 

350  Madison  Ave.,  New  York  17,  N.Y. 

Bíolac  es  leche  pura  de  vaca, 
modificada.  Sencillamente  se 
mezcla  con  agua  pura  para  ob- 
tener una  fórmula  infantil 
equilibrada. 


Distribuidores  para  Puerto  Rico: 

PLAZA  PROVISION  COMPANY,  Fortaleza  104,  San  Juan,  P.  R. 


Simplicity 


IN  PENICILLIN  POWDER  INHALATION  THERAPY 


Disposable 
Easy  to  use 


Effective 


Economical 


Inhalations  draw 
container  A to  point  B. 
where  penicillin  powder 
enters  the  air  stream. 


After  treatment,  the  patient  throws  it  away. 

The  Dispolator  is  a complete  therapeutic  unit. 

The  patient  has  no  assembly  problems. 

Can  be  inhaled  through  mouth  or  nostrils. 

Maximum  concentration  of  penicillin  per  unit  area. 
Slower  absorption  for  longer  topical  action. 

Nothing  else  to  buy. 

Supplied  in  Packages  of  3. 

PENICILLIN  DISPOLATOR 

, SQUIBB  micro-pulverized  penicillin  inhaler  (DISPOSABLE) 
100,000  units  crystalline  penicillin  G sodium 

Squibb 


ESTADOS  CARENCIALES 


HIPOVITAMINICOS  B y C 


VITAMINOTERAPIA  ESPECIFICA 
POR  VIA  INYECTABLE  CON 


lyoim; 


Potente  fórmula  a base  del  Complejo  Vitamínico  B 
y Acido  Ascórbico  en  forma  deshidratada  por  el 
método  exclusivo  de  liofílización,  lo  que  asegura  la 
estabilidad  perfecta  de  dichos  elementos  con  re« 
tención  íntegra  de  su  efectividad  terapéutica. 

Posología:  Una  vócula  de  LYO  B-C  por  vía  intra- 
muscular o endovenosa. 

Rp.  "LYO  B-C" 


Vócula  de  5 cc.,  con  un  frasquito  de  agua  destilado.  ; 

PHILADELPHIA  1,  PA.,  E.  U.  A. 
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SHARP  & DÜHME  INTER-AMERICAN  CORP. 
Box  4203  — Santurce,  Puerto  Rico 
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Liver  Protein  Hydrolysate  supplying 

AMINO  ACIDS  for  ORAL  THERAPY 


Tlie  amino  acids  in  LEDINAC  Liver  Protein  Hydrolysate  Lederle 
provide  a rapidly  absorbable  supplement  which  tends  to  combat 
“protein  starvation”  in  patients  ami  secure  normal  nitrogen 
balance  in  the  tissues.  Amino  acids  furnish  one  of  the  best  means 
of  i)roviding  convalescent  patients  with  nitrogenous  foods. 


LEDINAC  Liver  Protein  Ilydroly.sate  Lederle  j)rovides  in  a 
j)alatal)le,  chocolate-flavored  form,  a rapidly  ab.sorbable  dietary 
supj)lement  that  does  not  tax  unduly  the  digestive  powers  of 
the  i)atient. 


LEDINAC  Liver  Protein  Hjulrolysate  Lederle  is  a source  not  only 
of  modified  protein  and  amino  acids,  but  ahso  of  vitamins,  minerals, 
and  carbohydrates.  It  is  derived  from  mammalian  liver  — the 
richest  nutritional  storehouse  in  the  body. 

*Keg.  U.  S.  Pat.  Off. 


FORMULA 

Liver  Protein  Digest 54.0% 

Maltose 38.5% 

Flavoring  Agents  (including 

chocolate  and  saccharin)  . . 7.5% 

Supplying:  Carbohydrate 32.5% 

Fat 3.5% 

Protein 50.0% 

Free  Amino  Nitrogen 1.0% 


including  the  amino  acids,  Arginine, 
Histidine,  Lysine,  Tryptophane,  Phenylala- 
nine, Methionine,  Threonine,  Leucine,  Iso- 
leucine, Valine,  and  Cystine. 


Each  30  Gm.  contains: 

Thiamine  Hydrochloride  (Bd  1.00  mg. 

Riboflavin  (B2) 2.00  mg. 

Niacinamide 6.60  mg. 

Pantothenic  Acid 2.30  mg. 

Pyridoxine  Hydro- 
chloride (B^l 0.24  mg. 

Biotin 2.70  gamma 

inositol 23.00  mg. 

Choline 120.00  mg. 

Calcium 106.00  mg. 

Phosphorus 297.00  mg. 

Iron 4.80  mg. 

Calories 103.8 


Packarjed  in  one-half  pound  jars 

LEUEKLIi:  LA»OH  ATOKI  IM  VI^^IOX 

AMERIC.AN  CY.ANA.MID  COMl’.WY  • .30  IU)(  KKFKbbEK  PLAZA,  NEW  YORK  20,  N Y. 


NEW 


^2^  ^^w/no/uo/i 


Wr/fe  for 
/iferofure 
one/  sample 


ÚNCHÚdIÍAÍOR 
mHAíÁnoH 
tOñ  SUBUÑÚUÁL  USE 


Isupreí,  the  new  potent  broncho- 
dilctor*  has  thiee  main  advantages 
over  epinephrine: 


L Usually  no  side  effects  on  heart 
and  central  nervous  system 

2.  frequently  effective  when  epi- 
nephrine and  o.'her  drugs  fail 

3.  Wide  margin  of  .Mfeiy 

*Chemkally:  ! -(3',4'-tímydroxy-ph6nyl.¡- 
i-isopropyhminoelhaiKil 

Rapid  ease  of  respiratory  distress, 
control  of  cough,  and  increase  in 
vital  capacity  are  usually  obtained 
with  Isuprel  by  inhalation  of  from 
5 to  15  whiffs,  or  by  the  sublingual 
use  of  1 to  V/i  tablets,  repeated 
every  three  to  four  hours  as  needed 
fnot  more  than  three  times  daily). 


i 


i 

i 

! 

Í 

i 


i 


i 

i 

¡ 


Isuprel,  trademark 
Bottles  of  W cc.  (5  mg./ccj 
for  uje  m ony 
commercial  nebulizer. 
Sublingual  tablets  of  10  mg., 
kettles  of  50. 


. NSW  Youk  13,'n.  y.  WiNDSoe,  Om. 
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DR.  ROBERTO  J.  JIMENEZ  LOPEZ 

Director  tie  Sanidad  y Beneficencia.  Gobierno  de  la  Capital 
Director  Médico,  Hospital  de  la  Capital 

16  de  julio  de  1947  — al  presente 

Asistente  del  Jefe,  Servicio  de  Cirugía 

17  de  marzo  de  1947  — al  presente 


Boletín 

DE  LA 

ASOCIACION  Medica  de  Puerto  Rico 


VoL  XLii  Abril.  i95o  No.  4 


CARBON  TETRACHLORIDE  POISONING 

A.  CASE  WITH  THE  LOWER  NEPHRON  SYNDROME  AND 
ELECTROCARDIOGRAPHIC  ALTERATIONS* 

R.  S.  DIAZ-RIVERA,  M.D.,  F.A.C.P. 

EMILIO  RAMIREZ,  M.D. 
and 

EDUARDO  R.  PONS,  M.D. 

^an  Juan,  P.  R. 

Carbon  tetrachloride  is  a powerful  protoplasmic  poison  which 
alters  cellular  function  either  transitorily  or  permanently,  de- 
¡jending,  among  other  factors,  on  the  amount  absorbed  and  the 
period  of  exposure.  It  may  lead  to  fatty  degeneration  and  central 
necrosis  of  the  liver  in  the  acute  phase  of  intoxication,  and  to 
hepatic  cirrhosis,  when  recovery  is  incomplete,  or  if  exposure  is 
prolonged.  It  acts  as  an  irritant  to  the  gastrointestinal  tract,  and 
as  a depressant  to  the  central  nervous  system.  It  may  alter  cardiac 
function  through  its  direct  effect  on  the  myocardium ; and  in- 
directly, by  depression  of  the  cardioregulatory  centers  in  the  base 
of  the  brain,  or  by  precipitating  peripheral  vascular  collapse 
through  depression  of  the  vasomotor  centers.^  The  kidney  is  highly 
susceptible  to  the  effect  of  the  poison  resulting  in  extensive  tubular 
damage. - 

In  view  of  the  paucity  of  reports  on  carbon  tetrachloride  poi- 
soning, and  the  lack  of  information  on  the  changes  in  the  electro- 
cardiogram in  this  condition,  we  are  prompted  to  report  on  a case 
with  extensive  renal  damage,  and  including  serial  electrocardiogra- 
phic studies  indicative  of  myocardial  damage. 


* TYom  the  Medical  Service  of  the  San  Juan  City  Hospital,  San  Juan,  P.  R 
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{'.  V.  1!.,  ii  3(1  year-old  Puerto  Uicaii  imilatto  niechanie,  was  admitted  to 
the  San  .luan  City  Hospital  on  April  11.  194!l,  statins  that  on  April  1.  he  ingested 
a mixture  of  1.2  ce  of  earhon  tetraehloride  and  0.4  ec  of  oil  of  chenopoditim  on 
an  empty  stomach.  (Misunderstanding  the  instructions  given  by  a nui-se,  he 
took  l.'j  gm.  of  magnesium  sulphate  one  half-hour  prior  to  the  ingestion  of  the 
\ermifuge).  Six  hours  after  the  ingestion  of  the  anthelmintic,  he  developed 
general  malaise,  dizziness,  headache,  pain  in  the  lumbar  region  and  legs, 
weakness,  nausea  and  vomiting  of  a yellow,  liquid  material,  and  greenish, 
watery  diarrhea.  Two  days  after  onset,  he  noticed  a progressive  limitation  in 
the  urinary  output  and  slight  edema  of  the  ankles.  On  the  fifth  day  of  illness 
he  developed  severe  dyspnea-;  on  the  eighth,  there  appeared  a severe,  stabbing, 
continuous  pain  in  the  right  upper  abdominal  quadrant,  and  lower  anterior 
chest,  aggravated  by  deep  breathing;  and  concomittantly,  a persistent  cough 
with  bloody  expectoration,  a low  grade  fever,  and  mild  chills. 

His  past  history  wa-s  essentially  non-contributory,  aside  from  asiduous 
alcohol  ingestion,  and  that  he  had  taken  approximately  4 ounces  of  rum  12 
hours  prior  to  the  medication. 

The  physical  examination  revealed  an  acutely  ill,  well  developed,  and 
obese  young  male,  in  marked  respiratory  distress,  with  a-  temperature  of 
!)9.2'’  H. ; a pulse  of  90,  and  respirations  of  36  per  minute;  and  a blood  pres- 
sure of  198  mm.  of  Hg.  systolic,  and  130  diastolic.  The  sclerae  were  slightly 
icteric,  and  there  were  extensive  hemorrhage  in  the  bulbar  conjunctivae.  The 
lip.j  were  cyanotic,  and  the  tongue,  coated  and  dry.  There  wa-s  impairment 
to  percussion  over  the  right  lower  chest  posteriorly,  and  numerous,  coarse, 
and  moist  rales  were  heard  throughout  both  lung  fields.  The  heart  was 
moderately  enlarged  to  the  left  and  downwards,  the  rhythm  was  regular,  with 
no  adventitious  sounds.  The  abdomina-1  wall  was  flaccid,  the  liver  smooth, 
very  tender,  and  enlarged  to  6 cm.  below  the  right  costal  margins.  There  was 
a slight  pretibial  edema. 

The  red  cell  and  hemoglobin  values  were  within  normal,  and  the  leukocyte 
count,  8,4.50  per  cu.  mm.  of  blood  with  83  per  cent  neutrophiles,  and  17  per 
cent  lymphocytes.  The  urine  showed  a specific  gravity  of  1.003,  2 + albumin, 
numerous  white  blood  cells,  6 to  8 red  blood  cells  per  field,  and  a “few” 
granular  and  hyalin  casts.  Serological  test  for  syphilis  was  negative.  The 
stools  were  negative  for  ova  of  intestinal  parasites,  and  positive  for  occult 
blood.  The  blood  non-protein  nitrogen  was  168;  urea-  nitrogen,  111.6;  crea- 
tinine, 15.3;  cholesterol,  162.5;  and  glucose,  95  mg.  per  100  cc.  on  April  12, 
1949  (11  da-ys  after  onset).  The  icterus  index  was  11  units,  and  the  Hanger 
test,  3 +,  on  the  same  day.  Roentgenologic  studies  on  April  14,  showed 
a moderate  enlargement  of  the  heart  shadow  in  its  transverse  diameter,  and 
considerable  chronic  passive  congestion  of  both  lung  fields.  On  April  13,  the 
blood  glucose  was  119  mg.  per  100  cc;  the  phenolsulfonphthalein  test,  1.25 
per  cent,  and  on  April  14,  the  icterus  index,  10.2  units;  the  total  serum 
proteins,  7.56,  with  4 gm.  of  albumin,  and  3.56  gm.  of  giobulin  (Table  1). 
Serial  electrocardiograms  taken  11,  13,  18,  25,  29,  40  and  51  days  after  onset 
showed  progressive  T wave,  and  S-T  segment  changes  indicative  of  myocardial 
damage.  These  alterations  were  reversible  (Figs.  1,  2,  3,  4). 

The  patient  received  1.2  mg.  of  digitoxin  on  the  day  of  admission,  and 
0.2  mg.  as  a daily  maintainance  dose;  12  tablets  of  brewer’s  yeast;  and  3 gm. 
of  methionine,  daily;  and  phenobarbital  in  proper  doses  for  the  control  of 
restlessness.  He  was  also  given  2,000  cc.  of  5 per  cent  dextrose  in  water, 
and  500  to  1,000  cc.  of  5 per  cent,  dextrose  in  physiologic  saline  solution, 
daily. 
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TABLE  I 


DATE 

N.F.N. 
(Ur.'  %) 

UREA 

CREATI- 

NINE 

fMr.o) 

DEX- 

TROSE 

(Me.  ‘’/O 

ICTERUS 
INDEX 
(Units ) 

CHOLES- 

TEROL 

HANGER 

TEST 

15* 

P.S.P. 

TEST 

30* 

Bronsulp 

TEST 

SERU1Í 

1 PROTEii 
(Grams) 

UREA 

4-12-49 

168 

111.6 

15.3 

95 

11 

162.5 

3+ 

1.2555 

- 

- 

- 

4-13-49 

— 

... 

- 

119 

10.2 

- 

... 

... 

- 

-- 

- 

4-H-49 

— 

... 

- 

... 

- 

- 

... 

... 

“ 

T-7.56 

A-4.00 

G-3.56 

- 

4-19-49 

120 

69.2 

4 

100 

9.6 

- 

Nep . 

... 

.. 

- 

4-23-49 

— 

... 

... 

... 

- 

" 

... 

4355 

- 

- 

- 

4-25-49 

43 

16.4 

1.4 

... 

5.8 

140 

... 

... 

- 

- 

- 

5-2-49 

- 

- 

- 

... 

... 

... 

... 

.... 

- 

“ 

6555 

5-4-49 

30 

13.5 

1.5 

... 

... 

... 

... 

... 

s;'. 

- 

- 

1 5-13-49 



28.8 

12.5 



1.2 

92 

5 

176 

Ner. 

45^ 

- 

T - 7.4 

A - 4.4 

G - 3.C 

- 

His  early  hospital  stay  was  very  stormy.  The  na-usea  and  vomiting 
persisted;  the  urinary  output  was  limited;  and  he  suffered  from  severe 
orthopnea,  which  has  only  slightly  relieved  by  oxygen  administered  through 
a nasal  catheter.  On  April  17  (17  days  after  onset)  a.  pericardial  friction  rub 
appeared,  which  persisted  for  4 days.  On  April  16,  he  had  spontaneous 
diuresis  of  2,400  cc.  and  afterwards,  the  daily  urinary  output  varied  from 
2,800  to  4,850  cc,  for  45  days.  The  blood  pressure  reached  normal  levels  50 
days  after  onset.  The  pulse  rate  remained  slightly  elevated  in  spite  of 
digitalis  medication,  hut  the  temperature  remained  normal  after  the  second 
hospital  day.  The  diarrhea  persisted  for  30  days  after  onset,  and  he  had  a 
31-pound  weight  loss  during  the  first  40  days  of  hospitalization.  Evident  im- 
provement in  the  clinical  picture,  and  blood  chemical  studies  was  observed 
after  the  initiation  of  diuresis,  but  recovery  was  delayed  tor  62  days  after 
the  intoxication.  The  patient  was  seen  9 months  after  discharge  from  the 
hospital,  and  was  found  to  be  in  a normal  state  of  health. 


COMMENT 

Although  the  toxic  effects  of  oil  of  chenopodium  on  the  brain, 
heart,  liver,  and  kidney  may  have  been  influential,  the  dominant 
alterations  presented  by  this  case  are  assigned  to  an  intoxication 
with  carbon  tetrachloride.'  Even  if  the  dose  of  the  drug  was  pro- 
pitious by  all  standards,  enough  was  absorbed  to  produce  serious 
clinical  manifestations.  This  was,  undoubtedly,  aided  by  the 
ingestion  of  alcohol  prior  to  medication,  since  it  is  known  that  the 
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marked  solubility  of  carbon  tetrachloride  in  alcohol,  increases  its 
absorption  from  the  small  intestine. 

The  clinical  i)icture  was  dominated  by  the  renal,  cardiovascular, 
and  hepatic  alterations.  The  clinical  manifestations  of  renal  damage 
can  be  ascribed  to  the  lower  nephron  syndrome.’*  The  oliguria  may 
have  been  due  to  a disturbance  in  renal  blood  flow,  and  decreased 
glomerular  filtration  rate,  resulting  from  peripheral  vascular  col- 
lapse, early  during  the  intoxication.  No  data  is  available  to  prove 
the  existence  of  early  circulatory  changes,  but  it  is  known  that  the 
;)oison  is  a potent  cardiac  and  vascular  depressant,  and  that  early 
reversible  shock  may  have  been  the  underlying  factor  in  the  early 
alterations  in  renal  function.  The  decreased  urinary  output  may 
have  resulted  from  a disturbed  function  from  tubular  obstruction, 
interfering  with  the  rate  of  urinary  flow,  but  this  is  considered 
as  improbable.  A disturbance  of  tubular  reabsorption  resulting 
from  tubular  damage  from  an  impaired  renal  circulation,  with  a 
loss  of  the  selective  reabsorption  ability  of  the  lower  nephron,  i.s 
considered  as  the  most  probable  mechanism  to  explain  the  alte- 
rations in  renal  f unction. The  early  pathologic  changes  in  the 
liver  may  have  been  influential  in  the  production  of  the  renal 
changes. •'*  Extensive  tubular  damage  through  a direct  effect  of 
the  poison  may  also  explain  the  whole  picture.  The  renal  distur- 
bance was  manifested  by  a quantitative  and  qualitative  alteration 
in  tubular  reabsorption.  The  almost  complete  I’eabsorption  of  the 
unaltered  glomerular  filtrate  led  to  oliguria  and  azotemia,  clinical 
evidence  to  explain  the  true  nature  of  the  renal  damage.  The  rapid 
clinical  improvement  ushered  by  the  increased  diuresis  was  eviden- 
ce in  favor  of  the  reversibility  of  the  pathologic  alterations  of  the 
lower  nephron.^ 

The  changes  in  the  liver  are  attributable  to  the  direct  effect 
of  the  poison,  bearing  close  similarity  to  that  of  phosphorus  and 
chloroform,”  and  to  passive  congestion  resulting  from  heart  failure. 
The  hepatotoxic  effects  of  the  poison  probably  led  to  fatty  in- 
filtrations and  degeneration,  explaining  the  enlargement  of  the 
organ  and  the  abnormal  liver  function  tests.  It  is  suspected  that 
other  organs  were  affected  by  the  disturbed  fat  metabolism.” 

The  underlying  mechanism  in  the  production  of  hypertension, 
although  uncertain,  was  probably  associated  with  humoral  factors 
resulting  from  renal  dysfunction.  The  enlargement  of  the  heart 
is  attributable  to  the  existent  hypertension,  and  to  the  direct  effect 
of  the  poison  on  the  myocardium.  The  pericardial  friction  rub  was 
probably  due  to  uremic  pericarditis. 
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The  T wave  and  S-T  segment  changes  in  the  electrocardiogra- 
gram  indicate  damage  to  the  myocardium.  A close  study  of  the 
serial  tracings,  reveals  that  the  damage  was  apparently  focal  in 
type.  In  all  probability,  the  alterations  observed  on  the  18th  and 
21st  day  after  poisoning,  were  partly  due  to  uremic  pericarditis. 
A decreased  coronary  blood  flow  leading  to  myocardial  hypoxia, 
from  transitory  peripheral  vascular  collapse,  early  during  the 
intoxication,  may  be  one  of  the  probable  mechanisms  to  explain 
the  electrocardiographic  changes.  If  this  be  true,  the  reduction 
in  coronary  blood  flow  was  possibly  due  to  a low  cardiac  output, 
resulting  from  a decreased  venous  return.  The  coronary  arteries 
may  have  been  directly  affected  by  the  poison  with  a reduction  in 
blood  flow,  through  vasoconstriction,  or  fatty  infiltration  of  their 
walls.  Similar  electrocardiographic  changes  may  be  observed  in 
acute  glomerulonephritis  from  coronary  vasoconstriction.  An  al- 
teration in  the  oxidation-reduction  mechanisms  in  the  myocardial 
cells  from  the  effect  of  the  poison,  and  perhaps,  later,  fatty  infii- 
traiion  of  the  myocardial  fibers,  may  have  led  to  the  abnormalities 
recorded.  There  remains  the  possibility  of  an  increased  myocardial 
mass,  (hypertrophy  and  dilatation  of  the  heart  due  to  the  hii^h 
olood  pressure  and  possibly  other  vascular  alterations),  with  no 
compensation  for  an  increase  in  coronary  blood  flow,  leading  to 
myocardial  hypoxia.  Although  the  potassium  levels  may  be  in- 
creased in  some  cases  of  lower  nephron  nephrosis,  it  is  not  Known 
whether  high  enough  levels  are  attained  to  cause  the  electrocardio- 
graphic changes  described  for  hyperpotassemia.''  Although  the  ex- 
tensive cellular  damage  presented  by  our  patient  may  have  led  to 
increased  mobilization  of  potassium,  the  electrocardiographic 
alterations  reported  herewith,  remains  undiscovered.  The  reversi- 
bility of  this  cardiac  abnormality  points  to  a transitory  direct  or 
indirect  effect  of  the  poison,  severe  enough  to  cause  marked  myo- 
cardial insufficiency. 


in  leads  1 and  2,  and  inversion  of  the  T wave  in  CRo.  The  axis  of  Q-R-S  is 

+ 60<? 

FIGURE  2.  The  tracing  was  taken  13  days  after  the  ingestion  of  the  poison 
Note  the  increase  in  heart  rate  to  107  per  minute.  The  rhythm  is  regular. 
There  is  a depression  of  the  T wave  in  lead  1,  while  T^  and  T.i  are  of  in- 
creased voltage,  and  pointed.  There  is  late  Inversion  of  T in  CR^-  The  S-T 
segments  are  depressed  in  all  limb  leads.  Note  the  low  voltage  of  the  T 
wave  in  CR5.  The  axis  of  Q-R-S  is  + 60^’ 


FIOURK  3.  The  tracing  was  taken  18  days  after  the  infoxicalion.  The  heart 
rate  is  94  per  minute,  and  tlie  rhythm  is  regulai'.  Tlie  Q-T  interval  is  i)ro- 
longed  (.38  second).  T^  is  inverted;  T.,,  diphasic;  and  T (OR^),  notched. 
There  is  inversion  of  T (CR^  and  CR-, ).  The  S-T  segments  are  dei)ressed  in 
leads  1 and  2,  and  elevated  in  CR.,  and  CR^,  with  definite  coving.  A.xis  of  the 

QRS  is  + 35‘'’  (Pericardial  friction  rub  present.  See  text). 

KKIURK  4.  This  electrocardiogram  was  taken  21  days  after  the  intoxication. 
The  heart  rate  is  85  per  minute  with  a regular  sinus  rhythm.  The  (J-T  interval 
is  prolonged  (.40  second).  There  is  inversion  of  Tp  and  T (CR.,,  CRj,  and 
CR.).  There  is  ST  depression  in  lead  2.  and  ST  elevation  with  coving  in  all 
the  chest  leads.  Axis  of  QRS  is  + 30i’  (Pericardial  friction  rub  present. 

See  text.) 


FIGURE  5.  The  tracing  was  taken  25  days  after  the  intoxication.  The  heart 
rate  is  71  per  minute,  and  the  rhythm  is  regular.  The  Q-T  interval  is  within 
normal.  The  T wave  in  lead  1,  is  diphasic;  T (CR^)  shows  late  inversion; 
T (CR^)  is  inverted;  and  T (CR^)  is  diphasic.  The  ST  segments  are 
depressed  in  leads  1,  2 and  CR^.  Axis  of  QRS  is  + SOv 

FIGURE  6.  The  tracing  was  taken  on  the  twenty-ninth  day  after  poisoning. 
The  heart  rate  is  83  per  minute,  and  the  rhythm  is  regular.  There  is  inver- 
sion of  the  T wave  in  lead  1 and  CR5.  Note  the  depression  of  S-T  segments 
in  lead  1 and  2.  Axis  of  the  QRS  -h  35'? 


FKíURK  7.  The  tracing  was  taken  on  the  fortietli  day  al'tc'r  poisoning.  The 
rate  is  88  per  minute  with  a normal  rhythm  and  a noi-nial  QT  intf'rval.  The 
tracing  is  witliin  normal  witli  axis  of  the  QRS  of  + 30" 


FIGURE  8.  This  tracing  taken  on  the  fifty-first  day  after  poisoning 

appears  normal. 
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SUMMARY 

1.  A case  of  acute  carbon  tetrachloride  poisoning  is  pre- 
sented to  illustrate  the  following: 

(a)  The  typical  findings  of  the  lower  nephron  syndrome. 

(b)  Hepatic  alterations  attributed  to  fatty  infiltration  and 
degeneration,  and  to  chronic  passive  congestion  from  myo- 
cardial insufficiency. 

(c)  Congestive  heart  failure  resulting  from  either  the  direct 
or  indirect  effect  of  the  poison  on  the  myocardium. 

(d)  Hypertension,  probably  of  renal  origin,  which  by  increas- 
ing the  work  of  the  heart,  led  to  cardiac  insufficiency. 

(e)  Electrocardiographic  T wave  and  S-T  segment  changes  in- 
dicative of  myocardial  damage. 

2.  The  role  of  alcohol  in  intoxication  with  carbon  tetrachlo- 
ride is  briefly  discussed. 

3.  Practically,  the  facts  presented  warrant  precaution  in  the 
administration  of  carbon  tetrachloride. 
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Splenectomy  is  one  of  the  oldest  operations  known  to  civilized 
man.  The  ancient  Greeks  had  two  superstitions  connected  with  it: 
firstly,  that  if  a man  had  his  spleen  removed  he  could  run  as 
swiftly  as  the  gazelle;  and,  secondly,  that  he  would  never  laugh 
again  if  he  had  his  spleen  removed. 

The  first  one  was  based  on  the  wrong  assumption  that  the 
gazelle  had  no  spleen,  and  the  second  one  is  difficult  to  reconcile 
with  the  popular  conception  of  the  Christian  era,  that  a man 
with  much  spleen  is  morose  and  ill  tempered. 

Thus  from  the  earliest  records  of  civilization  the  role  of  the 
spleen  in  health  and  disease  has  been  the  subject  of  much  specula- 
tion and  controversy.  Even  nowadays,  despite  the  fact  that  there 
has  been  a steady  advance  in  our  knowledge  of  the  spleen,  it  still  re- 
mains one  of  the  least  understood  organs  in  the  human  body.  Its 
diseases  are  also  associated  with  such  a variety  of  symptoms  that 
it  is  an  organ  of  great  interest  to  all  physicians. 

Up  to  the  last  decade  the  indications  for  splenectomy  covered 
a wide  variety  of  diseases.  Thus  from  the  year  1904  to  1944  sple- 
nectomy was  performed  in  1,033  cases  at  the  Mayo  Clinic.  There 
w'ere  12  different  clinical  diagnoses  besides  78  splenectomies  for 
“other  conditions”.  In  the  Presbyterian  Hospital  in  New  York, 
there  were  311  splenectomies  performed  for  21  different  condi- 
tions, from  1918  to  1946. 

From  1930  to  1940,  approximately,  it  became  quite  evident 
and  generally  accepted,  that  there  were  two  absolute  indications: 
hemolytic  jaundice  and  purpura  hemorrhagica,  and  one  possible 
indication:  the  so-called  splenic  anemia.  To  these,  of  course, 
should  be  added  the  ruptures,  the  malpositions,  and  the  tumors  of 
the  spleen. 

By  1940  the  work  of  Larrabee,  Rousselot,  Whipple  and  his 
co-workers  clarified  the  role  that  portal  hypertension  played  in  the 
production  of  splenic  anemia  (Banti  syndrome)  so  that  it  has  been 
almost  generally  accepted  since  then,  that  the  name  congestive 
splenomegaly  should  be  applied  to  these  cases.  This  almost  purely 
mechanistic  theory,  while  brilliantly  conceived  and  proven  by  ani- 
mal experimentation  by  Rousselot  and  Thompson,  failed  to  explain 
the  entire  sequence  of  events  of  the  disease  and  the  remarkable 
improvement  obtained  in  some  cases  from  splenectomy  alone. 

• Attending,  Surgical  Service,  San  Juan  City  Hospital,  San  Juan,  P.  R. 

.Attending,  Surgical  Service,  Presbyterian  Hospital,  San  Juan,  P.  R. 
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Further  studies  during  the  last  decade  have  made  clear  that 
there  exists  a definite  relationship  between  the  spleen  and  the  re- 
ticulo-endothelial  system  on  the  one  hand,  and  the  bone  marrow 
on  the  other  hand. 

There  is  a delicate  balance  between  these  organs.  Normally 
the  spleen  apparently  exerts  an  inhibitory  action  on  the  hemato- 
poietic power  of  the  bone  marrow. 

In  certain  diseases,  apparently,  the  equilibrium  is  disturbed 
and  serious  changes  in  the  blood  occur.  The  causes  for  such  in- 
terruption are  many,  and  most  of  them  are  not  clear  yet.  However, 
it  is  believed  and  has  been  observed,  that  tumors,  toxins,  certain 
drugs  and  some  metabolic  disturbances  play  an  important  role  in 
this  regard. 

And  therefore  the  clear-cut  indications  for  splenectomy  have 
become  more  numerous  during  the  last  recent  years. 

John  W.  Norcross  from  the  Lahey  Clinic  in  1947  gave  the 
following  list  as  the  indications  for  splenectomy. 

INDICATIONS  FOR  SPLENECTOMY 

1.  Rupture  of  the  spleen. 

2.  Ptosed  spleen. 

3.  Primary  splenic  tumors. 

4.  Congenital  hemolytic  jaundice. 

5.  Acquired  hemolytic  jaundice  (selected  cases). 

6.  Idiopathic  thrombocytopenic  purpura. 

7.  Idiopathic  neutropenia. 

8.  Primary  splenic  panhematocytopenia. 

9.  Secondary  Splenic  panhematocytopenia  (selected  cases). 

10.  Congestive  splenomegaly  (selected  cases). 

We  will  discuss  briefly  these  different  conditions,  and  perhaps 
deal  a little  more  in  detail  with  those  conditions  in  which  we  have 
acquired  some  experience  during  the  last  few  years. 

1.  Rupture  of  the  Spleen  — This  is  a surgical  emergency, 
and  requires  immediate  attention.  It  may  be  due  to: 

(a)  Open  wounds  (stab  or  bullet),  in  which  case  the  slightest 
suspicion  of  internal  hemorrhage  (besides  the  possible  associated 
lesions  of  the  pleura,  lung,  diaphragm,  or  to  the  gastro-intestinal 
tract),  requires  urgent  operation.  The  patient  should  be  provided 
with  ample  blood  by  transfusion  before,  during  and  after  the 
operation,  in  order  to  obtain  a satisfactory  result.  Splenectomy 
and  repair  of  associated  injuries,  is  the  operation  indicated. 
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(b)  Subcutaneous  injuries  caused  by  direct  or  indirect  viol- 
ence. These  might  cause:  (1)  Contusions  of  the  spleen  in  which 
there  might  be  pain,  tenderness,  local  muscular  rigidity  and  an 
increase  in  the  size  of  the  spleen.  This  is  usually  due  to  hemorrhage 
within  the  spleen  itself,  but  rupture  of  the  capsule  might  also  oc- 
cur with  internal  hemorrhage  into  the  peritoneal  cavity.  (2)  La- 
ceration of  the  capsule  or  splenic  pedicle  (true  rupture). 

Evidence  of  hemorrhage  and  shock  might  be  immediate  or 
delayed.  The  delay,  which  might  take  several  hours  or  even  several 

days,  is  due  to  the  “tamponade”  of  the  splenic  wound  by  a blood 

clot,  or  a piece  of  omentum,  or  to  a large  subcapsular  hemorrhage 
which  ultimately  bursts  the  detached  capsule. 

There  is  usually  dullness  on  percussion  in  the  splenic  region, 
and  shifting  dullness  in  the  right  flank  (Ballance’s  sign).  The  X- 
Ray  picture  of  increased  density  in  the  L.U.Q.,  elevation  of  the 
left  diaphragm  and  displacement  of  the  stomach  to  the  right, 
offers  an  additional  diagnostic  aid.  There  is  usually  an  early  and 
rapid  rise  in  the  leukocytes  even  before  there  is  a fall  in  the  hemo- 
globin and  red  cell  count. 

Splenectomy  is  the  operation  of  choice,  and  once  again  we 
should  have  ample  blood  for  transfusions  in  order  to  tide  the 
patient  over. 

At  the  Municipal  Hospital  in  San  Juan,  we  always  have  a 
sterile  set-up  for  the  collection  of  the  uncontaminated  intra-peri- 
toneal  blood  in  a sterile  flask  containing  2%  Sod.  Citrate  Sol.,  and 
use  this  blood  for  transfusion  whenever  (due  to  the  acute  emer- 
gency) the  supply  of  donor’s  blood  is  not  available,  or  delayed. 

Blood  substitutes:  Plasma  and  glucose  with  saline  solution 
can  also  be  used,  but  nothing  takes  the  place  of  blood.  We  should 
be  very  careful  not  to  try  to  raise  the  blood  pressure  of  the  patient 
until  the  splenic  pedicle  is  clamped  or  ligated,  as  this  would  only 
increase  the  amount  of  bleeding. 

Spontaneous  rupture  occasionally  occurs  from  a diseased 
spleen,  in  cases  of  typhoid  fever,  malaria,  pregnancy,  and  puerperal 
infection.  The  treatment  is  the  same  as  above,  but  it  should  be 
even  more  precise  and  careful. 

2.  Ptosed  Spleen,  or  rather  anomalies  of  position  and  mechanic- 
al accidents  (torsion  and  movable  spleen). 

Movable  spleens,  because  of  elongation  of  the  pedicle,  usually 
occur  in  women  who  have  borne  children,  i.e.  patients  with  re- 
laxed abdominal  wall.  The  condition  usually  develops  gradually. 

Symptoms  and  signs  depend  on  the  structures  on  which  the 
spleen  exerts  pressure  or  traction:  epigastric  pain,  nausea  and  vo- 
miting if  on  the  stomach;  obstipation  if  on  the  intestines;  pain 
if  on  the  parietal  peritoneum;  uterine  displacement  and  disturb- 
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anees  of  menstruation  if  on  the  uterus ; rectal  tenesmus  from  fixa- 
tion on  the  pelvis. 

Torsion  or  rotation  of  the  splenic  pedicle,  may  occur  with 
acute  symptoms  suggesting  intestinal  obstruction,  or  strangulated 
ovarian  cyst. 

Treatment.  Splenopexy  has  been  adviced  and  practiced  in  some 
.if  these  cases,  but  splenectomy  is  the  procedure  of  choice.  The 
operation  becomes  imperative  in  cases  of  torsion,  and  of  election 
in  cases  in  which  other  chronic  symptoms  have  developed. 

Our  case  25065,  from  the  Municipal  Hospital  in  San  Juan,  gave 
a history  of  having  suffered  from  abdominal  discomfort  and  burn- 
ing sensation  in  epigastrium  since  1945.  The  epigastric  pain  was 
not  related  to  meals.  He  was  seen  at  P.  H.  (San  Juan)  and  X-Rayed 
(G.  I.  series)  with  indefinite  conclusions.  Carious  teeth  were  re- 
moved, and  he  was  prescribed  Ampho.jel,  p.c.  Under  this  regime 
he  improved  and  gained  weight. 

Four  months  later  his  symptoms  recurred  again,  without  re- 
lation to  meals.  He  had  lost  8 lbs.  in  weight.  G.  I.  series  done  at 
the  M.  H.  revealed  a calcified  shadow  (spleen)  on  the  L.U.Q.,  and 
a penetrating  ulcer  of  the  lesser  curvature. 

At  operation  on  2-10-48  an  enlarged  calcified  spleen  with  a 
small  rim  of  normal  (?)  splenic  tissue  was  found.  The  spleen  was 
bound  down  by  adhesions  to  the  stomach  and  diaphragm.  These 
adhesions  were  quite  vascular.  The  hepatolienal  ligament  was  very 
well  developed,  thick,  fibrous,  and  on  division  2 ducts  containing 
bile  were  found. 

There  was  no  evidence  of  ulceration  in  the  stomach. 

3.  Primary  Splenic  Tumors.  They  are  very  rare,  and  secondary 
metastases  are  rarer  still. 

Tumors  that  are  found  are  divided  between: 

(a)  Benign:  fibroma,  lymphoma,  hemangioma,  lymphangioma, 
chondroma,  osteoma. 

(b)  Malignant:  angiosarcoma,  lymphosarcoma,  reticulum  cell 
sarcoma. 

Early  splenectomy  affords  the  best  chance  for  cure.  On  this 
type  of  cases  it  becomes  exceedingly  important  to  clamp  or  ligate 
the  vessels  in  the  splenic  pedicle,  before  any  manipulation  of  the 
organ  is  done,  in  order  to  prevent  the  possible  spread  of  malignant 
cells. 

4.  Congenital  Hemolytic  Jaundice.  Chronic  Familiar  Hemoly- 
tic Jaundice  is  perhaps  a better  name  for  this  condition,  the  most 
clearly  understood  of  all  the  surgical  splenopathies,  and  the  one 
in  which  splenectomy  gives  the  most  brilliant  immediate  and  per- 
manent results. 


SPLENECTOMY 


18S 


The  more  severe  cases  are  noticed  in  childhood  and  are  clear- 
ly congenital,  but  the  less  severe  are  easily  overlooked  and  often 
do  not  manifest  themselves  clearly  until  adult  life  or  even  old  age. 

Chronicity  is  one  of  the  striking  features. 

The  hemolytic  tendency  is  due  to  the  presence  of  the  spheric- 
al microcyte  or  spherocyte  in  the  blood.  This  constitutes  the  sine 
qua  non  in  the  diagnosis,  i.e.  no  spherocyte  in  the  blood  smear, 
no  congenital  hemolytic  jaundice.  The  spherocyte  cannot  swell  as 
much  as  the  normal  erythrocyte  which  has  the  shape  of  a bicon- 
cave disc,  and  therefore  bursts  more  readily.  It  has  been  proven 
conclusively  by  animal  experiments  that  because  of  its  globular 
shape  it  can  not  pass  readily  from  the  pulp  spaces  of  the  spleen 
into  the  venous  sinuses  and  collecting  veins.  Thus  they  are  selecti- 
vely filtered  by  the  spleen  from  the  blood  stream,  and  because  of 
their  increased  fragility  they  are  constantly  destroyed  in  the 
spleen  and  the  reticuloendothelial  system  throughout  the  body. 

The  anemia  resulting  from  this  destruction  causes  stimula- 
tion of  the  bone  marrow  to  produce  more  red  blood  cells ; and  hyper- 
trophy of  the  bone  marrow  results.  The  erythropoiesis  which  is  one 
of  the  normoblastic  type  results  in  a marked  increase  in  the  reticu- 
locytes in  the  peripheral  blood  (usually  5-15%). 

The  increased  destruction  of  red  blood  cells  leads  to  other 
evidences  of  increased  hemolysis  besides  the  anemia;  mainly  an 
increased  urobilinogen  output  in  the  urine  and  feces,  and  hyperbi- 
lirubinemia with  jaundice. 

The  increased  number  of  spherocytes  in  the  pulp  spaces  ac- 
count partially  for  the  splenomegaly. 

The  symptoms  may  vary.  Jaundice  is  usually  constantly  pre- 
.sent,  but  only  becomes  clinically  apparent  from  time  to  time.  Sple- 
nomegaly may  be  the  first  manifestation  and  may  cause  abdominal 
di.scomfort.  Anemia  may  be  the  most  striking  symptom. 

Acute  attacks  (hemoclastic  crisis)  characterize  the  disease. 
They  frequently  follow  an  infection,  fatigue,  or  a gastro-intestinal 
upset.  The  attack  is  usually  dramatic  in  its  onset:  There  is  upper 
abdominal  pain,  vomiting,  fever,  severe  jaundice,  pallor,  dyspnea, 
cyanosis.  Within  a few  hours  the  patient  may  be  desperately  ill, 
with  a hemoglobin  of  20%  or  less.  These  crises,  fortunately,  are 
the  exception,  rather  than  the  rule. 

Chronic  ulcers  of  the  legs  may  be  present. 

The  treatment  of  the  condition  is  surgical,  i.e.,  splenectomy. 
In  no  other  splenopathy,  as  said  before,  are  such  brilliant  results 
obtained. 

The  Spleen  Clinic  (P.H.N.Y.)  reported  in  1946,  56  cases  of 
splenectomy  for  hemolytic  jaundice,  with  3 post-operative  deaths, 
and  1 death  later  from  the  disease. 
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At  the  Mayo  Clinic  they  had  performed  233  cases  of  splenec- 
tomy for  the  condition,  with  a mortality  rate  of  37^,  from  1911  to 
1944. 

The  follow-up  results  are  also  brilliant,  the  one  case  failing 
to  recover  in  the  P.H.  series  showing  many  accessory  spleens  at 
autopsy. 

This  constitutes  one  of  the  precautions  that  should  be  kept  in 
mind  during  operation.  A careful  search  should  be  made  for  ac- 
cessory spleens,  and  all  removed.  The  failure  to  relieve  the  hemo- 
lysis is  usually  due  to  the  fact  that  all  splenic  tissue  has  not  been 
removed. 

However,  an  occasional  case  may  show  a persistence  of  the 
anemia  and  reticulocytosis  after  an  initial  rise  (as  occurred  in  one 
of  our  patients)  only  to  improve  completely  and  permanently  as 
conservative  treatment  — with  blood  transfusions — is  carried  out. 

It  should  be  remembered  then  that  the  entire  reticuloendo- 
thelial system  throughout  the  body  participates  in  the  blood  des- 
truction, and  it  should  be  emphasized  that  the  abnormal  shape  of 
the  cell  (spherocytosis),  and  the  increased  fragility  of  the  cells 
persist  in  these  patients  throughout  life. 

Another  factor  of  interest  is  the  fact  that  a high  percentage 
of  these  cases,  developed  gall  stones  (pure  pigment),  because  of 
the  increased  bilirubinemia.  The  percentage  given  is  usually  40 
to  60%,  but  it  was  71.2'/  in  the  Mayo  Clinic  series,  and  3 of  the 
cases  had  gall  stones  in  the  common  bile  duct.  And  so,  the  gall 
bladder  and  common  duct  should  be  explored  in  all  cases  of  splenec- 
tomy for  congenital  hemolytic  jaundice.  If  the  patient  is  in  good 
condition,  and  gall  stones  are  found,  cholecystectomy  can  follow 
the  splenectomy. 

Some  surgeons  recommend  removal  of  the  stones  alone,  if 
there  is  no  other  evidence  of  cholecystic  disease.  If  because  of  the 
condition  of  the  patient  it  is  inadvisable  to  operate  on  both  organs 
in  the  course  of  the  same  operation,  splenectomy  should  take  pre- 
cedence over  cholecystectomy. 

The  last  point  which  I would  like  to  discuss  about  this  condition 
is  about  the  use  of  blood  transfusions.  If  the  blood  is  not  very  care- 
fully matched,  and  very  slowly  given,  the  result  is  increased  hemo- 
lysis and  occasionally  resulting  anuria.  And  in  some  cases  despite 
all  precautions  severe  reactions  occur.  And  thus  it  is  better  to  try 
to  avoid  pre-operative  transfusions,  and  give  the  blood  as  soon  as 
the  splenic  pedicle  is  clamped  or  ligated. 

This  makes  it  inadvisable,  or  rather  undesirable,  to  operate 
during  an  acute  crisis,  but  if  necessary  these  patients  might  be 
tided  over  the  emergency,  or  made  ready  for  operation  with  plas- 
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ma  infusions,  or  and  carefully  given  transfusions  and  rapid  opera- 
tion. 

During  the  past  year  we  had  3 cases  of  splenectomy  for  hemo- 
lytic jaundice.  The  first  one,  already  referred  to  above,  a boy  21 
years  old,  son  of  a physician,  who  was  brought  to  us  during  an 
acute  hemoclastic  crisis,  with  a clear  family  and  clinical  history  of 
the  disease.  He  had  a moderately  severe  hemolytic  crisis  after 
300cc  of  blood  were  given.  After  repeated  plasma  infusions,  and  in 
view  of  the  persistence  of  hemolysis,  we  splenectomized  the  patient 
in  Dec.  30,  1947.  He  had  a nice  post-operative  recovery  during  the 
first  5 days,  but  began  again  to  show  signs  of  increased  hemolysis. 
Dr.  Ramón  M.  Suárez  carried  him  over  nicely,  however,  by  using 
blood  transfusions  (which  were  well  tolerated)  whenever  the  blood 
count  came  down.  After  6 weeks  of  careful  medical  treatment, 
the  jaundice  completely  disappeared,  the  reticulocytosis  also,  and 
the  blood  values  remained  normal.  He  is  being  carefully  followed, 
and  his  good  condition  (gain  in  weight  and  strength)  has  persisted 
throughout  the  past  27  months. 

The  second  case  was  a 5 years  old  girl  from  the  Municipal 
Hospital  in  San  Juan,  who  was  also  brought  to  the  hospital  during 
an  acute  hemolytic  crisis.  She  presented  the  anemia,  jaundice, 
splenomegaly,  spherocytosis,  and  increased  fragility  of  the  con- 
genital hemolytic  type,  but  also  showed  90%  of  sickle  cells  in  the 
wet  preparations. 

After  careful  studies  it  was  decided  to  splenectomize  the  pa- 
tient, as  while  it  would  not  help  her  for  her  sickle-cell  anemia  (the 
spleen  go  on  to  complete  atrophy,  and  even  spontaneous  disap- 
pearance in  this  disease),  it  would  certainly  benefit  her  for  her 
familial  hemolytic  jaundice  (i.e.  spherocytosis).  This  was  perform- 
ed on  1-27-48,  and  the  patient  has  done  very  well  since  then. 

The  third  case,  a 6 years  old  male  at  the  P.H.  was  admitted 
with  a history  of  chronic  jaundice,  anemia,  malnutrition,  and 
general  underdevelopment.  After  thorough  laboratory  studies 
which  showed  the  presence  of  spherocytes  and  increased  fragility, 
he  was  splenectomized.  His  post-operative  reaction  follow-up  has 
been  quite  satisfactory  so  far. 

5.  Acquired  hemolytic  jaundice  (or  Atypical  Hemolytic  Icte- 
rus) . 

This  is  the  group  of  cases  which  is  exactly  similar  to  the  one 
above,  except  for  the  absence  of  the  spherocyte  from  the  blood 
stream.  Its  existence  has  been  and  is  still  denied  by  some  authors, 
but  it  has  been  accepted  by  most.  The  results  of  splenectomy  in 
this  group  at  the  Spleen  Clinic  have  been  uniformly  disappointing. 
(4  patients  died  following  operation,  and  1 died  of  the  disease  out 
of  11  patients.) 
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Coombs  in  1945  described  the  diagnostic  test  that  carries  his 
name.  He  found  that  in  cases  of  acquired  hemolytic  jaundice  a 
suspension  of  the  i)atient’s  cells  when  mixed  with  diluted  anti- 
human rabbit  serum  would  produce  macroscopic  agglutination  of 
the  patient’s  cells  after  one  hour.  This  is  a positive  test,  that  is, 
it  is  indicative  of  acquired  hemolytic  icterus. 

Failure  to  produce  agglutination  of  patient’s  red  cells  is  called 
a “negative  test’’,  and  is  indicative  of  congenital  hemolytic  jaund- 
ice. 

Booman  and  Rousselot  have  confirmed  the  value  of  the  Coombs 
test  in  a reasonably  large  number  of  cases,  and  we  used  it  once  in 
a recent  case,  and  it  proved  to  be  quite  accurate.  Thou  the  test  in 
our  case  was  positive  and  confirmed  the  clinical  impression  of 
acquired  hemolytic  jaundice,  we  were  forced  to  splenectomize  the 
patient,  as  despite  repeated  blood  transfusions,  it  was  impossible 
to  maintain  an  adequate  blood  level.  The  procedure  was  success- 
fully carried  out,  and  the  immediate  result  seemed  encouraging. 
As  happens  in  over  85%  of  the  acquired  variety,  however,  the 
hemolysis  persisted,  and  the  patient  succumbed  with  a profound 
anemia  a few  weeks  after  operation. 

These  patients  need  very  careful  detailed  study,  and  only  in 
selected  cases  can  splenectomy  be  advised.  Results  are  uncertain, 
although  occasionally  spectacular.  It  should  generally  be  consider- 
ed “the  procedure  of  last  resort”. 

6.  Idiopathic  thrombocytopenic  purpura.  Hemorrhagic  purpu- 
ra is  a disease  characterized  by  hemorrhage  from  the  mucous 
membranes,  petechiae,  ecchymosis  and  anemia.  The  blood  examina- 
tion reveals  a low  platelet  count,  normal  coagulation  time,  delayed 
retraction  of  the  clot,  prolonged  bleeding  time,  and  the  absence  of 
immature  cells.  There  is  also  increased  capillary  fragility,  as  can 
be  demonstrated  by  the  suction  method  of  Dalldorf  or  by  tourni- 
quet test. 

Examination  of  the  cells  of  the  bone  marrow  obtained  by 
aspiration  of  the  sternal  marrow  should  be  carried  out  in  all  cases 
before  deciding  on  splenectomy.  This  should  help  to  rule  out  aplast- 
ic anemia,  acute  leukemia,  and  drug  poisonings,  (sedormid,  benzol, 
etc.).  In  true  hemorrhagic  purpura  the  bone  marrow  should  show 
normal  megakaryocytes  with  diminished  number  of  platelets  with- 
in the  megakaryocytes,  (Dameshek)  and  no  immature  leukocytes. 

The  spleen  is  not  enlarged  usually. 

If  the  diagnosis  is  clear,  splenectomy  should  be  considered  in 
all  cases  except  the  incipient  forms  of  mild  severity,  which  can 
be  treated  conservatively. 
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The  studies  of  Robert  Elliot  have  shown  the  equal  sex  dis- 
tribution in  childhood,  and  the  female  dominance  during  adoles- 
cence, puberty,  and  adult  life. 

Spontaneous  remissions  are  the  rule  in  childhood,  but  occa- 
sionally a fulminating  case  occurs  in  this  group,  uncontrolled  by 
transfusion.  Splenectomy  must  then  be  resorted  to  save  life,  or 
prevent  fatal  blood  loss  or  irreparable  damage  to  brain,  retina,  or 
kidney. 

In  the  second  decade,  spontaneous  remissions  are  unusual,  and 
in  cases  of  active  bleeding,  splenectomy  can  be  predicted  to  give 
a complete  arrest  of  the  bleeding  tendency  in  90  per  cent  or  more 
of  the  cases.  As  Elliot  has  shown,  the  medical  control  of  this  group 
offers  no  such  comparable  results. 

The  results  of  splenectomy  are  very  dramatic.  Profuse  bleed- 
ing ceases  almost  as  soon  as  the  splenic  pedicle  is  clamped,  the  pla- 
telet count  begins  to  rise  at  once,  and  approaches  normal  figures 
- within  24  hours. 

The  good  results  are  usually  permanent  if  the  purpura  is  not 
due  to  residual  foci  of  infection,  drug  idiosyncracy  or  exposure  to 
heavy  metals,  or  invasion  of  the  bone  marrow  by  metastatic  car- 
cinoma. 

The  Mayo  Clinic  reported  153  cases  of  splenectomy  between 
March  7,  1923  and  December  31,  1941,  with  a mortality  of  5.9*7^. 
The  P.H.  Spleen  Clinic  in  1936  reported  68  splenectomies  for  this 
condition,  with  2 post-operative  deaths,  and  7 patients  dying  sub- 
sequently of  the  disease. 

We  have  had  3 recent  experiences  with  splenectomy  for  this 
condition.  The  cases  did  not  show  the  usual  dramatic  response,  but 
2 cases  (youngster-female,  adult-male)  have  benefited  greatly  from 
the  operation,  while  the  child  female,  operated  during  an  acute 
crisis  (after  a few  weeks  of  observation  and  conservative  treat- 
ment) showed  only  temporary  benefit,  and  has  been  bleeding  again. 

7.  Idiopathic  Neutropenia.  In  the  last  few  years  this  condi- 
tion has  been  established  as  a definite  clinical  entity.  As  in  throm- 
bocytopenic purpura,  known  causes  for  neutropenia,  drug  or  al- 
lergic, must  be  ruled  out  before  considering  splenectomy. 

Likewise  the  bone  marrow  studies  must  show  evidence  of 
normal  or  increased  granulopoietic  activity,  i.e.,  that  the  cause  for 
the  decrease  in  the  number  of  polymorphonuclear  leukocytes  lies 
outride  the  bone  marrow.  Then,  and  only  then,  is  splenectomy  in- 
dicated. The  response  is  immediate  and  lasting.  Though  really 
enough  time  has  not  elapsed  to  evaluate  the  results  of  si)]enectomy 
in  thi.s  syndrome,  relapses  appear  to  be  rare. 

We  have  had  no  experience  with  this  condition. 
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8.  Primary  Splenic  Panhematocytopenia.  We  have  discussed 
the  splenic  involvement  seen  in  cases  of  hemolytic  anemia:  conge- 
nital hemolytic  jaundice  (red  blood  cells)  ; idiopathic  neutropenia 
(nucleated  white  blood  cells)  ; and  idiopathic  thrombocytopenia 
(platelets) . 

In  those  cases  in  which  all  three  elements  are  involved,  the 
condition  has  been  called  splenic  panhematocytopenia.  In  these 
cases  the  red  blood  cells,  hemoglobin,  neutrophiles  and  platelets 
are  markedly  reduced  in  the  peripheral  blood. 

Studies  of  the  bone  marrow  show  a compensatory  hyperplasia 
of  the  cellular  elements.  The  spleen  is  enlarged,  and  its  removal 
leads  to  a rapid  increase  in  the  number  of  involved  cells  in  the 
peripheral  blood. 

Apparently  some  cases  of  so-called  aplastic  or  hypoplastic 
anemias  are  examples  of  this  syndrome.  Cases  may  be  acute  and 
fulminating,  and  they  usually  die  unless  an  emergency  splenectomy 
is  performed,  or  they  may  be  chronic  and  require  repeated  trans- 
fusion.s  throughout  the  years  to  sustain  life,  until  splenectomy  is 
carried  out. 

Once  again,  of  course,  a careful  search  for  an  etiologic  factor 
should  be  carried  out.  The  cause  of  the  primary  type  is  not  clearly 
understood. 

Our  own  cases  of  splenomegaly  with  cirrhosis  of  the  liver, 
anemia,  thrombocytopenia  and  leukopenia,  are  clear  cases  of  this 
syndrome.  However,  as  the  cause  in  these  series  (Schistosomiastic 
infestation  of  the  portal  tributaries)  is  known,  it  would  come  bet- 
ter under  our  next  classification;  Secondary  Splenic  Panhemato- 
cytopenia; or  because  in  our  cases  there  is  obviously  an  engorge- 
ment of  the  splenic  vein  and  of  the  collateral  circulation  involving 
the  vasa  brevia  and  the  esophageal  veins,  they  should  be  classified 
also  under  our  last  division:  Congestive  Splenomegaly. 

9.  Secondary  Splenic  Panhematocytopenia.  Various  diseases 
besides  Schistosomiasis  as  mentioned  above  may  upset  to  varying 
degrees  the  normal  inter-relation  between  spleen  and  bone  mar- 
row. Lymphoblastoma,  Hodgkin’s  disease,  rheumatoid  arthritis, 
sarcoidosis,  drug  sensitivities  (benzol  poisoning),  and  Gaucher’s 
disease  may  cause  this  syndrome. 

Selected  cases  of  this  group  may  do  well  and  show  remissions 
for  months  or  even  years  after  splenectomy,  when  panhematocyto- 
penia is  present  in  the  peripheral  blood  and  when  there  is  com- 
pensatory hyperplasia  of  the  bone  marrow. 

10.  Congestive  Splenomegaly.  This  term  was  suggested  by 
Rousselot,  Thompson  and  his  co-workers,  to  apply  to  the  group 
of  conditions  previously  called  splenic  anemias  or  Banti’s  syndrome. 
It  is  characterized  by  splenomegaly,  anemia,  leukopenia,  thrombo- 
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cytopenia,  and  in  many  cases  a tendency  to  gastro-intestinal 
hemorrhages,  cirrhosis  of  the  liver,  and  ascites. 

The  disease  runs  a chronic  course.  They  all  show  increased 
tension  of  the  pressure  in  the  splenic  vein.  This  may  be  due  to 
congenital  abnormalities,  compression,  stenosis,  sclerosis  and 
thrombosis  of  the  portal  and  splenic  veins  (extra-hepatic  obstruc- 
tion), or  to  obstruction  within  the  liver  itself,  as  in  the  cases  of 
cirrhosis  and  schistosomiasis  (intra-hepatic  obstruction).  In  about 
one  third  of  the  cases  (27  out  of  96  cases)  no  cause  for  the  portal 
hypertension  can  be  found. 

Splenectomy  will  greatly  help  these  patients  as  probably  more 
than  40%  of  the  blood  to  the  portal  stream  is  contributed  by  the 
enlarged  spleens,  and  thus  the  portal  hypertension  will  be  greatly 
diminished  by  removal  of  the  spleen. 

Furthermore,  the  removal  of  the  spleen  removes  the  splenic 
factor  in  the  destruction  of  blood,  and  also  removes  the  tendency 
to  panhematocytopenia,  that  is,  there  is  a rapid  rise  of  the  leuco- 
cyte, erythrocyte  and  platelet  counts.  This  is  followed  by  a general 
improvement  in  the  health  of  the  patient,  as  well  as  an  improve- 
ment of  the  hepatic  function,  (as  determined  by  the  bromosulfalein 
test  and  the  albumin  level  in  the  blood). 

Pemberton  and  Kiernan  from  the  Mayo  Clinic  reported  272 
splenectomies  for  splenic  anemia  and  Banti’s  syndrome  between 
Dec.  31,  1918  and  Dec.  31,  1944.  29  patients  died  in  the  hospital, 
a mortality  rate  of  10.7%  . Six  died  of  hemorrhage  and  14  of  throm- 
bosis. They  found  that  the  failure  of  splenectomy  to  check  the 
hemorrhagic  tendency  completely  was  discouraging.  Thus  108 
(40%  ) had  one  or  more  incidents  of  hemorrhage  after  splenectomy. 
Of  173  patients  who  had  hemorrhage  before  operation,  93  cases 
(53.7%)  have  had  recurrent  bleeding  p.o. ; but  of  99  patients  who 
had  no  gross  bleeding  before  operation,  only  15  cases  (15.2%  ) had 
subsequent  bleeding. 

They  advised  some  kind  of  omentopexy  in  order  to  promote 
the  development  of  collateral  circulation,  and  thus  reduce  further 
the  portal  hypertension. 

They  also  advised  the  use  of  sclerosing  injections  of  the  oeso- 
phageal varices,  in  cases  that  continue  to  bleed  after  operation. 

R.  H.  Elliot  of  the  Spleen  Clinic  in  N.Y.P.H.,  reported  96  sple- 
nectomies for  the  Banti’s  syndrome,  with  43  deaths,  10  out  of  18 
in  the  cases  with  extrahepatic  obstruction,  25  out  of  37  in  the  cir- 
rhotic group,  2 out  of  14  in  the  schistosomal  cirrhotic  group,  and 
6 out  of  27  in  those  with  portal  obstruction  of  undetermined  origin. 

Whipple,  Blakemore,  Rousselot,  Lirton,  and  other  surgeons 
have  been  trying  for  the  last  few  years  to  short-circuit  the  obs- 
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t meted  portal  system  by  anastomosing  the  splenic  and  renal  veins, 
or  the  portal  vein  to  the  vena  cava  (Eck’s  fistula). 

Since  Oct.  1945,  we  have  performed  50  splenectomies  (45  at 
the  U.H.,  5 at  the  M.H.)  for  congestive  splenomegaly  due  to  Schis- 
tosomiasis (mortality  2.2'/().  The  one  death  (case  No.  29  U.H.) 
occurred  in  a rather  favorable  case,  when  we  also  removed  a fat 
infiltrated  gall-bladder,  which  grossly  appeared  abnormal.  She 
subsequently  developed  post-operative  distension,  dehiscence  of 
the  abdominal  wound  (was  re-sutured  under  local  anesthesia,  oxy- 
gen and  curare)  followed  by  massive  pulmonary  atelectasis,  which 
progressed  to  death  from  pneumonia  and  hepatic  failure,  despite  all 
our  measures. 

Five  of  the  cases,  (3,  7,  19,  22  and  35  of  the  U.H.)  have,  had 
hematemieses  post-operatively.  The  first  one  (case  No.  3)  had  only 
one  apparently  small  hemorrhage  three  months  after  operation, 
and  3 more  moderately  severe  hematemeses  during  the  last  year. 
He  is  working  again  and  feeling  well,  but  I think  he  is  a good  candi- 
date for  porto-caval  anastomosis.  The  internists  wanted  us  to  do 
an  esophago-gastric  resection,  but  I do  not  believe  this  operation, 
nor  the  packing  of  the  superior  mediastinum,  nor  the  injection  of 
esophageal  varices  are  a permanent  solution  to  the  problem,  while 
porto-caval  anastomosis  might  be. 

The  second  case  (No.  7)  has  had  repeated  large  hematemeses, 
despite  three  injections  of  sclerosing  solution  in  the  esophageal 
varices.  He  is  being  followed  now  at  the  Spleen  Clinic  in  N.  Y.,  and 
has  been  advised  a porto-caval  anastomosis,  if  the  hematemesis 
re-appears  in  a severe  form. 

The  third  case  bled  2 weeks  after  operation,  one  year  after 
operation,  and  2 years  after  operation.  This  patient’s  job  is  as 
bar-tender,  which  is  not  the  best  job  for  his  future  health,  buc 
he  seems  unable  to  work  at  anything  else. 

Case  #22,  our  only  private  case,  did  very  well  for  28  months, 
after  the  operation,  despite  the  fact  that  he  continued  to  drink 
heavily,  despite  the  advise  of  surgeon,  physician  and  relatives.  In 
September,  1949,  following  a rather  prolonged  drinking  bout  he 
began  to  vomit  blood,  and  passed  away  at  home  in  48  hours,  follow- 
ing repeated  hematem.eses. 

Case  #35,  a young  boy  19  years  old,  had  rather  a difficult 
time  ever  since  the  splenectomy,  because  of  an  associated  nephritis 
and  hypertension,  which  progressed  to  cardiac  decompensation, 
and  while  hospitalized  last  month,  suffered  a cardiac  thrombosis 
CE.K.G.,  clinical  and  pathological  evidence).  This  was  followed 
by  a left  femoral  embolism  (successfully  removed),  and  a few 
days  later  (while  just  over  heparin  therapy)  repeated  hematemeses 
and  death. 
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One  case  #21  (U.H.  series)  reported  one  bout  of  melena  2 years 
after  operation,  from  which  he  had  already  recovered  when  hos- 
pitalized. He  has  been  well  again  for  the  past  4 months. 

One  other  case  (U.H.  #16)  died  a little  over  1 year  after  the 
splenectomy  of  post-partum  eclampsia.  She  had  had  repeated 
hematemeses  before,  none  after  the  operation. 

All  these  cases  were  carefully  prepared  for  operation  with 
high  protein,  high  caloric,  high  vitamin  (K,  B,  and  C added)  diet, 
and  transfusions  as  necessary. 

The  operation,  as  we  perform  it  now,  is  carried  out  thru  a large 
transverse  incision  from  the  left  9th  to  the  10th  right  costal  cartil- 
age, dividing  both  rectus  muscles  across  their  fibers,  and  separating 
the  fibers  of  the  lateral  muscles  of  the  abdomen.  The  spleen  is 
palpated,  and  delivered,  if  free  from  adhesions  and  not  very  large. 
Usually  both  these  two  factors  are  present,  and  we  proceed  by 
packing  with  warm  moist  (saline)  towels  the  diaphragmatic  bed 
of  the  spleen,  thus  bringing  the  spleen  downwards.  The  lower 
pole  is  then  gently  delivered,  and  the  adhesions  and  vessels  entering 
its  hilus  are  individually  clamped  and  ligated. 

A search  is  made  then  for  the  splenic  artery,  and  if  readily 
found  it  is  divided  between  3 clamps  (2  proximal,  one  distal),  and 
the  proximal  stump  ligated  and  then  transfixed.  A similar  proce- 
dure is  carried  out  for  the  splenic  vein. 

Usually  the  large  vessels  are  not  found  until  numerous  small 
vessels  in  the  hilus  of  the  spleen  are  carefully  clamped  and  ligated. 
The  vessels  in  the  gastro-lienal  ligament  (short-gastric)  are  also 
clamped  and  ligated  before  the  large  vessels  are  dealt  with. 

The  spleen  by  this  time  is  free  but  for  its  adhesions  laterally 
and  posteriorly,  and  an  attempt  is  made  to  clamp  all  vessels  in 
the  adhesions  as  the  organ  is  delivered. 

After  it  is  removed,  all  clamped  vessels  remaining  are  ligated, 
and  a careful  search  is  made  for  areas  of  bleeding  or  oozing. 
Usually  the  best  way  to  deal  with  them  is  by  approximating  the 
divided  peritoneal  edges  with  a running  suture  of  chromic  0 catgut, 
and  applying  oxycel  or  gelfoam  to  the  stubborn  areas. 

Every  effort  is  made  to  leave  a dry  bed  covered  by  a warm 
moist  saline  pad  before  proceeding  to  do  a biopsy  of  the  liver. 
After  this  is  performed,  and  the  liver  edge  is  adequately  sutured, 
the  splenic  bed  is  again  examined.  If  found  dry,  the  abdomen 
is  closed  in  layers. 

We  now  use  chromic  0 catgut  for  all  running  peritoneal  sutu- 
res, stainless  steel  wire  #32-34  for  all  interrupted  sutures  in  the 
abdominal  fascia,  and  cotton  (100,  60,  40  and  10)  for  all  ligatures 
on  vessels. 
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The  skin  is  closed  with  interrupted  sutures  of  black  silk  or 
cotton. 


CONTRA-INDICATIONS  TO  SPLENECTOMY 

1.  There  is  one  absolute  contra-indication,  that  is  agnogenic 
myeloid  metaplasia,  a condition  in  which  the  bone  marrow  loses 
its  ability  to  make  red  blood  cells,  platelets  and  granulocytes 
because  of  the  overgrowth  of  fibrous  and  bone  tissue. 

In  these  cases,  the  spleen,  and  to  a lesser  extent  the  liver  and 
kidneys,  take  over  the  role  of  hematopoietic  organs.  If  the  spleen 
is  removed,  the  main  source  of  blood  formation  is  lost. 

2.  In  the  leukemias  and  in  polycythemia  the  removal  of  the 
spleen  is  contra-indicated. 


CONCLUSIONS 

The  indications  for  splenectomy  are  many,  but  careful  study 
of  each  case  is  of  the  utmost  importance. 

In  order  to  obtain  the  best  results; 

(a)  The  cases  should  be  studied  by  a combined  group;  physi- 
cians, hematologists,  and  surgeons. 

(b)  The  hematologic  data  must  be  complete  and  exact,  if 
possible. 

(c)  Surgery  should  not  be  delayed  in  those  cases  in  which 
it  is  indicated,  once  a definite  diagnosis  has  been  reached. 
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PENETRATING  WOUNDS  OF  THE  ABDOMEN 


A REVIEW  OF  CASES 

MANUEL  GARRIDO  CARMONA,  M.I).* 

The  clinical  records  of  all  patients  with  penetrating  wounds 
of  the  abdomen  admitted  to  the  San  Juan  City  Hospital  from  July 
1945  to  December  1949  are  reviewed  in  this  report  in  order  to  pre- 
sent our  results  with  the  routine  management  used  by  us  in  the 
treatment  of  such  injuries. 

There  were  80  cases  admitted ; 47  stab  wounds,  29  gunshot 
wounds,  and  4 glass  injuries.  The  average  age  of  the  patients 
was  24  years.  There  were  69  males  and  11  females.  The  average 
delay  from  time  of  injury  to  arrival  at  the  hospital  was  one  hour 
or  less.  43  patients  arrived  in  shock;  were  restless,  thrashing 
about,  and  refusing  treatment.  Many  had  an  odor  of  liquor  about 
them.  The  condition  of  these  patients  made  the  administration 
of  intravenous  fluids  and  the  preoperative  physical  examination 
difficult  to  perform. 

Immediately  upon  admi.ssion,  the  patient  is  taken  to  the 
Operating  Room  floor,  where  a pressure  dressing  is  applied  to  ble- 
eding wounds  and  the  blood  pressure  is  taken.  If  shock  levels  are 
noted,  one  unit  of  plasma  (500  c.c.)  is  started  and  a vasoconstric- 
tor, usually  ephedrine  sulphate,  is  given  parenterally.  If  the  blood 
pressure  is  at  or  near  normal  levels,  an  infusion  of  5%  glucose 
in  saline  is  administered. 

It  is  clear  that  by  far  the  greatest  mortality  in  this  kind  of 
injury  is  due  to  shock.  Therefore,  it  is  advisable,  and  especially 
so  in  gunshot  wounds,  to  begin  a blood  transfusion  immediately 
upon  arrival  of  the  patient ; where  blood  is  not  available,  blood 
plasma  is  a suitable  substitute,  while  arrangements  to  transfuse 
are  rapidly  made. 

If  the  blood  pressure  is  low,  blood  plasma  is  started.  The 
needle  must  be  far  enough  into  the  vein,  and  well  secured.  If 
deep  shock  follows,  we  may  encounter  venous  collapse  and  have 
to  resort  to  a time-consuming  “cut  down”. 

A preliminary  inspection  of  the  abdomen  is  made,  noting  in 
particular  the  wounds  of  entrance,  and  of  exit  if  present;  and  mak- 
ing an  estimate  of  the  probable  visceral  injury,  the  presence  of 
rigidity,  and  the  decrease  in  peristalsis.  While  the  patient’s 
abdomen  is  being  examined,  a short  history  should  be  taken,  to 
include  position  when  wounded,  vomiting,  and  dizziness  or  loss 
of  consciousness. 
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The  resi)onse  to  the  shock  treatment  is  now  estimated.  If  the 
l)atient  is  resi)on(ling  well,  as  evidenced  by  a rise  in  blood  pressure 
and  a drop  in  the  pulse  rate,  a more  thorough  examination  is  now 
in  order.  The  urine,  either  voided  or  catheterized,  is  inspected  for 
the  i)resence  of  gross  blood  which  would  indicate  injury  to  a portion 
of  the  urinary  tract.  Where  injury  to  the  extraperitoneal  portion 
of  the  rectum  is  suspected,  a digital  rectal  examination  and,  if 
deemed  necessary,  a careful  proctoscopic  examination  is  done.  Dam- 
age to  the  extraperitoneal  structures  may  cause  an  eventual  fatal 
outcome,  yet  many  give  little  attention  to  these  organs. 

Physical  examination  of  the  chest  is  then  performed  to  rule 
out  intrathoracic  injury.  In  our  series,  there  were  21  cases,  or 
26 '^i,  associated  with  serious  chest  injury,  at  least  a hemopneu- 
mothorax.  Therapy  of  intrathoracic  injuries  should  take  precedence 
over  that  of  intra-abdominal  injuries. 

The  patient  is  then  prepared  for  surgery  and  taken  to  the 
Operating  Room. 

Rapidity  of  operation  offers  the  patient  one  of  the  best 
chances  for  recovery.  It  is  only  in  cases  of  extensive  intra-abdo- 
minal hemorrhage  that  a half-hour’s  delay  may  be  fatal.  In  these, 
surgery  is  a part  of  the  resuscitation  treatment.  This  condition 
can  be  diagnosed  by  the  presence  of  rigidity  of  the  abdominal 
wall,  pallor,  rapid  pulse,  and  low  blood  pressure.  These  signs  may 
be  established  at  any  time  from  ten  minutes  to  three  hours  after 
the  injury. 

There  is  no  excuse  whatsoever  for  conservative  treatment  of 
penetrating  wounds  of  the  abdomen,  even  though  we  might  mention 
that  we  had  sixteen  cases  in  which  exploratory  laparotomy  was 
done  and  no  intra-abdominal  pathology  requiring  surgical  repair 
was  found.  In  these  sixteen  are  included  cases  with  small  tears 
of  the  omentum  and  small  punctures  of  the  liver,  not  actually 
bleeding,  for  which  no  repair  was  deemed  necessary  at  operation. 

There  are  definite  contraindications  for  surgery  in  cases  of 
penetrating  wounds  of  the  abdomen,  namely,  when  a generalized 
peritonitis  is  far  advanced;  where  there  are  additional  wounds 
obviously  imcompatible  with  life;  in  moribund  cases;  and  when 
examination  reveals  no  evidence  of  viscus  perforation  or  of  blood 
loss  in  spite  of  the  injury  having  occurred  a sufficient  number  of 
hours  for  signs  to  have  developed  if  such  injury  were  present.  In 
those  cases  where  there  is  doubt  as  to  the  penetration  of  an  abdo- 
minal wound,  instead  of  waiting  and  observing  for  the  development 
of  abdominal  signs,  we  explore  the  wound  under  local  anesthesia. 
If  the  peritoneum  is  found  to  be  lacerated,  exploratory  laparoto- 
my is  then  performed. 
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A consideration  of  the  anesthesia  to  be  used  is  most  important. 
It  plays  a major  role  in  the  management  of  all  types  of  injuries  to 
the  abdomen.  A well-relaxed  abdomen  will  enable  the  surgeon  to 
smoothly  speed  through  the  operation.  A well-trained  anesthetist 
is  indispensable.  Instability  of  the  blood  pressure  during  the 
operation  has  been  more  noticeable  in  our  cases  operated  upon 
under  spinal  anesthesia  than  under  ether  inhalation.  In  36  instances 
in  which  spinal  was  used,  it  was  for  the  non-shocked,  good-risk, 
tranquil  patients.  A patient  may  seemingly  have  no  signs  of 
cardiovascular  collapse  when  in  reality  he  is  compensating  well 
for  the  large  amount  of  intra-abdominal  bleeding.  Spinal  anes- 
thesia may  well  abolish  this  compensation  and  deep  shock  super- 
vene. It  will  also  increase  shock  if  already  present. 

In  cases  of  associated  chest  injury,  especially  those  exhibiting 
evidence  of  hemopneumothorax,  ether  inhalation  is  definitely  con- 
traindicated. It  is  in  these  cases  that  we  may  resort  to  local 
novocain-pentothal  combinations,  or  in  well-selected  patients,  to 
spinal. 

The  operation  itself  is  facilitated  through  a paramedian  in- 
cision. We  used  it  in  69  instances,  while  the  transverse  incision 
was  used  in  only  11.  It  takes  less  time  and  there  is  less  blood  loss. 
The  side  chosen  for  the  incision  was  that  where  the  main  pathology 
was  thought  to  be,  judged  by  the  probable  course  of  the  injuring 
instrument.  We  found  that  the  upper  abdominal  quadrants  and 
the  epigastrium  were,  by  far,  the  most  frequently  involved  (61 
cases) . 

The  abdomen  is  entered  and  free  blood  is  aspirated  into  auto- 
transfusion sets.  Bleeders  are  searched  for,  clamped,  and  tied.  A 
systematic  exploration  of  all  viscera  is  then  done.  Unless  carried 
out  systematically,  lesions  would  be  missed.  Primary  suture  of  the 
intestine  is  used  only  when  the  perforation  is  small,  and  there 
is  no  bruising  of  the  adjacent  bowell  wall.  Segmental  resection 
is  indicated  when  there  are  multiple  perforations  in  a small  area, 
or  a large  perforation  which,  if  sutured,  would  lead  to  stricture 
of  the  bowel. 

Splenectomy,  especially  where  a subcapsular  hematoma  is 
found,  is  indicated  because  of  the  incidence  of  delayed  splenic 
rupture  or  hemorrhage. 

The  majority  of  perforations  of  the  liver  were  found  at 
operation  not  to  be  bleeding,  even  though  some  were  rather  large. 
Where  bleeding  was  encountered,  it  was  controlled  in  all  cases  by 
packing  with  oxycel  and  mattress  suturing. 

The  most  frequently  affected  organ  was  the  small  intestine, 
lacerated  in  21  instances,  followed  closely  by  the  colon,  in  19.  Five 
splenectomies,  two  nephrectomies,  and  four  cholecystectomies  were 
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performed.  One  of  the  cases  requiring  cholecystectomy  had  free 
biliary  calculi  in  the  peritoneal  cavity.  He  survived  despite  a stormy 
post-operative  course  and  an  evisceration. 

Our  series  is  not  large  enough  to  determine  whether  morbidity 
(wound  infection)  is  lessened,  in  contaminated  cases,  by  drain- 
age of  the  wound,  but  we  do  believe  that  the  wound  should  be 
drained  whenever  a perforation  of  the  colon  is  found. 

It  has  been  established  by  well-known  authorities,  that  the 
prognosis  in  penetrating  wounds  of  the  abdomen  depends  on  se- 
veral factors,  the  most  important  being  (1)  an  appreciable  loss 
of  blood,  (2)  the  time  interval  between  injury  and  operation,  (3) 
the  type  of  injuring  agent,  (4)  the  site  and  direction  of  the 
wound,  (5)  the  organs  affected,  (6)  the  conditions  under  which 
the  operation  takes  place,  and  (7)  the  physical  condition  of  the 
patient  before  the  injury. 

In  our  eighty  cases,  there  were  eleven  deaths.  Eight  of  these 
occurred  in  the  Operating  Room  due  to  shock  from  the  sectioning 
of  large  vessels,  usually  the  large  arteries  in  the  upper  abdomen, 
and  in  one  case,  the  inferior  vena  cava.  All  received  blood  and 
plasma,  an  average  of  1,000  c.c.  of  each.  The  causes  of  death 
in  the  other  three  cases  were  as  follows:  bilateral  atelectasis  and 
pulmonary  edema,  on  the  fourth  postoperative  day;  bile  peritonitis 
from  a perforation  of  the  duodenum,  on  the  first  postoperative 
day;  extensive  pneumothorax,  on  the  second  postoperative  day. 
These  three  cases  had  arrived  in  deep  shock,  but  had  recovered 
from  it. 

Three  cases  eviscerated  through  paramedian  incisions  on  the 
1st,  3rd,  and  9th  postoperative  days,  respectively. 

Three  cases  developed  wound  infection  requiring  surgical 
drainage  despite  the  use  of  antibiotics  in  adequate  doses. 

SUMMARY 

We  have  presented  a series  of  80  cases  of  penetrating  wounds 
of  the  abdomen  admitted  to  this  hospital  from  July  1945  to  De- 
cember 1949.  The  routine  management  of  such  cases  at  this  hos- 
pital has  been  given  with  our  rates  of  morbidity  and  mortality. 
Our  results  compare  favorably  with  those  published  from  similar 
institutions  presenting  larger  series  of  cases. 
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PULMONARY  EOSINOPHILIA 


A PRELIMINARY  REPORT  ON  15  CASES  OF  TROPICAL 
EOSINOPHILIC  ASTHMA* 

R.  S.  DIAZ  RIVERA,  M.D..  F.A.C.P., 

EDUARDO  R.  PONS,  JR.,  M.D., 
and 

EMILIO  RAMIREZ,  M.D. 

Recent  speculations  on  the  pathogenesis  of  pulmonary  eosino- 
philia,’'  - the  report  of  several  cases  of  “tropical  eosinophilic  asth- 
ma” among  American  soldiers  who  served  in  the  tropical  theaters 
of  war,-*-  and  the  great  similarity  between  the  condition  encoun- 
tered in  the  tropical  zone  (“tropical  eosinophilia”)  and  that  ob- 
served in  temperate  zone  (Loffler’s  syndrome)  have  given  actuality 
to  the  subject  of  pulmonary  eosinophilia.  The  etiology  and  patho- 
genesis of  this  condition  have  been  complicated  by  the  following 
concepts:  the  close  similarity  of  the  pulmonary  changes  in  bron- 
chial asthma  and  pulmonary  eosinophilia  ’ the  lack  of  informa- 
tion on  the  effect  of  arsenicals  on  Lbffler's  syndrome;  the  ten- 
dency of  some  authors  to  separate  Loffler’s  syndrome  from  “tro- 
pical eosinophilia the  scarcity  of  reports  from  the  temperate 
zone;  and  the  numerous  reports  ascribing  so  many  different  etio- 
logic  agents  to  pulmonary  eosinophilia.^'’-  The  consensus  favor 
hypersensitivity  to  various  allergens  as  the  most  probable  cause. ” 

During  the  past  four  years,  15  patients  suffering  from  asth- 
ma accompanied  by  fever,  marked  eosinophilia,  and  definite  roent- 
genologic changes  in  the  lung  have  been  admitted  to  the  San  Juan 
City  Hospital.  All  were  indigent  Puerto  Ricans  who  have  been 
closely  observed  for  intervals  varying  from  six  months  to  four 
years.  This  note  is  a summary  of  the  clinical  evolution  of  these 
cases. 


SUMMARY  OF  CASES 

Sex,  age,  race,  occupation,  and  heredity. — There  were  14  males 
and  one  female.  Their  age  ranged  from  12  to  65  years  and  averaged 
32. .3  years.  Four  were  younger  than  15,  nine  younger  than  30,  and 
10  were  younger  than  40,  while  five  were  50  years,  or  older.  Ten 
were  white  and  five  mulatto.  Ten  were  indigent  laborers ; one 
a farmer;  three,  grammar-school  students;  and  one,  a housewife. 
As  is  apparent  in  other  reports,  the  incidence  is  decidedly  higher 
among  males.  Perhaps  the  greater  chances  of  exposure  to  a iiossible 
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causative  agent  among  the  male  sex  may  be  of  significance,  since 
the  majority  were  unskilled  laborers  participating  in  odd  jobs.  In 
only  one  patient  was  there  recorded  a family  history  of  asthma 
and  other  forms  of  allergy. 

Etiology.  — The  exact  cause  of  the  condition  remains  un- 
known. In  all  the  cases,  the  sputum  was  negative  for  acid-fast 
bacilli.  The  possibility  of  bronchial  spirochetosis  was  eliminated 
by  the  failure  of  response  to  adequate  doses  of  penicillin.  Syphilis 
was  not  a contributory  factor,  since  none  was  positive  serologically. 

Ova  of  intestinal  parasites  were  discovered  in  11  patients, 
while  in  four,  the  stools  were  negative  on  repeated  examinations. 
Trichuris  trichiura  were  found  in  seven,  Necator  americanus  in 
five,  Ascaris  lumbricoides  in  two.  Schistosoma  mansoni  in  one, 
and  both  Trichuris  trichiura  and  Necator  americanus,  and  Trichuris 
trichiura  and  Ascaris  lumbricoides  in  two  cases.  Six  of  the  infected 
patients  were  given  a vermifuge  and  were  observed  for  10  to  42 
days  after  full  confirmation  of  freedom  from  parasitism,  but  their 
clinical  course  remained  unaltered.  The  other  five  received  arse- 
nical therapy,  and  the  presence  of  the  intestinal  parasitism  failed 
to  modify  the  beneficial  effects  that  followed.  This  confirms  the 
observations  of  others  to  the  effect  that  elimination  of  intestinal 
parasites,  when  present,  is  ineffective  in  the  control  of  the  symp- 
toms. 

Numerous  microscopic  examinations  of  the  sputum  failed  to 
reveal  any  specific  causative  agent;  cultures  of  this  material  did 
not  yield  evidence  suggestive  of  a common  bacterial  cause.  Blood 
studies  for  microfilariae  and  protozoa  were  negative.  No  specific 
tests  for  allergy  were  carried  out. 

p:volution  of  the  disease 

M(}de  of  onset.  — An  analysis  of  the  data  indicates  that  the 
onset  was  insidious  in  six  patients  and  acute  in  nine.  The  duration 
of  the  illness,  at  the  time  of  hospitalization,  varied  from  14  days 
to  10  years.  There  were  10  patients  with  a duration  of  six  months 
or  less,  including  two  of  14  and  16  days,  respectively ; in  13,  it 
was  of  one  year  or  less;  and  in  two,  of  seven  and  10  years,  res- 
pectively, with  an  average  of  18.5  months. 

In  the  majority,  the  onset  was  characterized  by  chills  and 
fever,  generalized  body  aches,  cough,  and  the  expectoration  of 
scanty  sputum,  pain  or  oppression  in  the  chest,  and  dyspnea.  Five 
presented  gastrointestinal  symptoms,  the  onset  being  with  nausea, 
vomiting,  diarrhea,  pain  in  the  lower  abdomen,  and  at  times,  tenes- 
mus. There  was  frequent  mention  of  a generalized  enlargement  of 
lymph  nodes.  A few  patients  volunteered  a history  of  respiratory 
infections  before  and  during  the  onset. 
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In  the  majority  of  instances  the  onset  was  indistinguishable 
from  an  acute  infectious  disease.  Furthermore,  the  pathologic  al- 
terations were  not  limited  to  the  lungs,  and  the  initial  phase  of 
the  disease  lasted  from  five  to  14  days. 

Two  patients  were  admitted  during  the  initial  stage.  Thirteen 
had  had  frequent  relapses  of  low-grade  fever,  at  times  accompanied 
by  chills  or  chilliness,  general  malaise,  anorexia,  loss  of  weight, 
paroxysmal  cough,  and  wheezing,  worse  at  night  and  in  the  early 
morning  hours,  scanty  mucoid  expectoration,  pain  or  oppression 
in  the  chest  accompanied  by  dyspnea,  at  times,  very  severe,  and 
of  variable  duration.  Some  of  the  patients  presented  generalized 
lymph  node  enlargement  with  each  relapse. 

The  physical  examination  on  admission  yielded  evidence  of 
asthmatic  bronchitis.  A low-grade  fever  of  909  to  1019  ^as  re- 
corded in  all.  Thirteen  had  a generalized  lymphadenopathy  of  vary- 
ing severity,  accompanied  in  six  by  enlargement  of  the  liver  and 
spleen,  and  in  five,  by  tonsillar  hypertrophy  with  signs  of  inflam- 
mation of  the  nasopharynx.  Coryza  was  observed  in  two  patients. 

Thus,  it  is  evident  that  the  disease  follows  an  almost  in- 
variable clinical  course,  and  the  relapses  resemble  very  closely 
the  symptoms  appearing  at  the  period  of  onset,  except  for  the 
early  symptoms  relating  to  the  gastrointestinal  tract  observed 
in  some  instances,  at  the  beginning. 

LABORATORY  STUDIES 

All  patients  showed  a leukocytosis  of  10,500  to  28,800  (aver- 
age: 18,900)  ; a relative  eosinophilia  of  46  to  79  (average:  65  per- 
cent) ; and  total  eosinophile  counts  of  7,936  to  19,600  (with  an 
average  of  12,340  per  cu.  mm.).  These  results  indicate  that  the 
leukocytosis  was  mainly  eosinophilic. 

In  five  patients,  the  myelogram  was  normal,  except  for  a pre- 
dominance of  mature  eosinophiles  and  an  increase  in  the  eosino- 
philic metamyelocytes  and  myelocytes.  No  immature  eosinophiles 
were  observed  in  the  peripheral  blood  stream.  Only  four  patients 
showed  alterations  in  the  red  blood  cells  and  hemoglobin  determi- 
nations consistent  with  a mild  hypochromic  anemia.  Ten  samples 
of  sputum  showed  numerous  eosinophiles.  In  a few,  immature  forms 
of  this  cell  were  observed,  but  this  lacks  confirmation. 

Although  positive  cold  agglutination  tests  in  high  titers  have 
been  reported  in  this  disease,'-  - the  results  obtained  in  six  of  the 
treated,  and  one  untreated,  cases  included  in  this  report  wp>'p 
invariably  negative.  Roentgenograms  of  the  chest  in  twelve  patients 
demonstrated  a diffuse,  fine  mottling  over  both  pulmonary  fields, 
resembling  miliary  tuberculosis,  and  changes  in  the  hila  and  pul- 
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monary  parenchyma  bearing  a close  similarity  to  the  radiologic 
picture  of  viral  pneumonia.  In  two,  there  were  signs  of  pleurisy 
with  slight  effusion,  and  in  four,  increased  bronchial  markings 
similar  to  those  observed  in  bronchial  asthma  or  chronic  bronchitis 

TREATMENT 

Twelve  patients  received  epinephrine  hydrochloride  subcu- 
taneously, aminophyllin  intravenously,  ephedrine  sulphate  and 
iodides  by  mouth,  and  oxygen  by  nasal  catheter,  in  conjunc- 
tion with  other  measures  utilized  in  the  management  of  bron- 
chial asthma,  with  slight,  and  only  temporary,  improvement. 
Three  received  sulfadiazine,  and  four,  penicillin  in  adequate 
doses,  and  for  a reasonably  long  interval,  to  expect  full  ef- 
fectiveness, but  with  no  response.  Intravenous  arsenical  therapy 
was  instituted  in  twelve  and  three  were  left  untreated  to 
serve  as  controls.  Eight  had  oxyphenarsine  hydrochloride,  U.S.P. 
(Mapharsen),  with  an  initial  dose  of  0.02  gm.,  and  0.04  gm.  for 
four  additional  doses  at  five-day  intervals.  One  received  0.04  gm. 
of  Mapharsen  at  weekly  intervals  for  three  months.  Neoarsphena- 
mine  was  given  to  two  patients  in  increasing  doses  of  0.15,  0.30. 
and  0.45  gm.  for  five  doses  at  five-day  intervals. 

RESULTS  OF  TREATMENT 

The  three  untreated  patients  observed  for  one  to  three  years 
are  still  suffering  from  relapses  of  asthmatic  bronchitis  of  variable 
severity,  accompanied  by  low-grade  fever  and  a constant  eosino- 
philia  and  leukocytosis.  No  spontaneous  cures  or  prolonged  remis- 
sions have  been  observed;  on  the  contrary,  the  chronicity  of  the 
illness  tends  to  shorten  the  periods  of  relative  freedom  from  the 
pulmonary  symptoms. 

Eleven  of  those  who  received  arsenicals  showed  a rapid  and 
invariable  response.  The  pulmonary  symptomatology  and  the  fever 
increased  in  severity  for  two  to  three  days  after  the  first  dose, 
and  this  was  accompanied  by  an  increase  in  the  total  leukocyte 
and  eosinophile  counts.  Marked  clinical  improvement  soon  followed, 
after  the  first  five  to  six  days  of  treatment,  as  evidenced  by  the 
disappearance  of  the  fever,  dyspnea,  cough,  and  expectoration,  the 
rapid  return  to  normal  size  of  the  spleen,  liver,  and  lymph  nodes, 
and  the  disappearance  of  the  pulmonary  roentgenologic  alterations. 
Clinical  recovery  was  complete  by  the  end  of  the  second  week.  Onp 
of  the  treated  patients  failed  to  respond  favorably,  and  is  still  suf- 
fering from  bronchial  asthma  after  15  months  of  observation,  in 
spite  of  a normal  hemogram. 
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BEHAVIOR  OF  THE  EOSINOPHILES  AFTER  ARSENICAL  THERAPY 

As  stated  before,  concomitantly  with  the  invariable  intensifi- 
cation of  the  symptoms,  after  the  injection  of  an  arsenical,  there 
occurred  an  increase  in  the  number  of  total  white  cells  and  eosino- 
philes  in  the  majority  of  instances.  Although  most  commonly 
observed  during  the  first  two  or  three  days,  this  phenomenon  per- 
sisted for  a longer  interval  in  a few  cases.  A moderate  or  marked 
decrease  in  the  total  white  cell  count  and  eosinophiles  was  observed 
after  two  weeks  of  treatment.  A slow  reduction  followed,  and  nor- 
mal values  were  reached  within  one  and  a half  to  four  months. 

The  response  was  typical  in  all  cases,  irrespective  of  the 
duration  of  the  illness.  Thus,  the  two  patients  admitted  during 
the  early  phase  of  the  disease (14  and  16  days  after  onset),  in  whom 
treatment  was  not  delayed,  behaved  in  the  same  fashion  as  nine 
who  had  suffered  from  the  condition  for  longer  intervals.  The 
persistence  of  asthma  with  a normal  hemogram  in  one  of  the 
patients  remains  unexplained. 

COMMENT 

From  an  analysis  of  the  data  here  presented  certain  conclu- 
sions are  justified.  We  are  probably  dealing  with  a specific  disease 
entity,  having  an  onset  similar  to  that  of  an  infectious  disease.  As 
the  latter  progresses,  there  appear  frequent  exacerbations,  at  times 
prolonged,  and  in  every  sense  indistinguishable  from  bronchial 
asthma,  except  for  the  presence  of  fever,  eosinophilic  leukocytosis, 
generalized  lymphadenopathy,  occasional  enlargement  of  the  liver 
and  spleen,  and  in  some  cases,  roentgenologic  changes  in  the  lungs, 
similar  to  viral  pneumonia,  while  in  others,  they  are  identical  with 
those  encountered  in  the  usual  case  of  bronchial  asthma.  The  term 
“febrile  eosinophilic  asthma”  is  perhaps  most  appropriate. 

The  invariable  presence  of  fever,  the  lymphadenopathy,  the 
gastrointestinal  symptoms  at  times  observed  at  the  onset,  and  the 
hepatic  and  splenic  enlargement  suggest  that,  in  all  probability, 
this  is  a systemic  disease  rather,  and  not  exclusively,  pulmonary. 

The  cause  remains  undiscovered,  since  certain  studies,  parti- 
cularly those  relating  to  allergy,  were  not  conducted.  However,  the 
probability  of  a parasitic  causation  was  eliminated  by  the  unaltered 
persistence  of  symptoms  for  a reasonably  long  interval  of  obser- 
vation after  the  eradication  of  intestinal  parasites.  This  was  fur- 
ther substantiated  by  the  prompt  disappearance  of  symptoms  after 
the  institution  of  arsenical  therapy  in  the  presence  of  intestinal 
parasites.  These  observations,  although  based  on  a small  number 
of  cases,  tend  not  to  support  a parasitic  cause. 
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The  invariably  constant  failure  of  response  to  aminophyllin, 
epinephrine,  iodides,  and  ephedrine  suggests  that  the  illness  is  pa- 
thogenetically  somewhat  different  from  bronchial  asthma.  Al- 
though the  existence  of  bacterial  allergy  cannot  be  dismissed  with- 
out further  study,  the  ineffectiveness  of  penicillin  and  sulfadiazine 
is  evidence  in  support  that  the  condition  is  not  due  to  any  of  the 
bacteria  amenable  to  treatment  with  these  drugs. 

The  response  to  the  administration  of  arsenicals  would  indi- 
cate that  the  underlying  cause  can  be  either  removed  or  attenuated 
by  these  drugs.  Since  our  trial  with  intravenous  arsenicals,  in  cases 
of  bronchial  asthma,  have  failed,  it  seems  that  this  form  of  lung 
disease  is  not  true  bronchial  asthma. 

The  mode  of  action  of  the  arsenicals  in  this  condition  is  impos- 
sible to  assess.  While  they  may  promptly  relieve  the  symptoms, 
still  the  reduction  in  the  eosinophile  count  is  delayed  and,  at  times, 
normal  levels  are  not  reached  until  after  several  weeks  or  months. 
The  increase  in  the  severity  of  symptoms  with  an  almost  constant 
increase  in  the  circulating  eosinophiles  after  the  initial  dose  of  arse- 
nic by  vein  suggests  either  stimulation  of  the  bone  marrow  with  an 
overproduction  of  this  type  of  cell,  or  their  mobilization  from  the 
infiltrated  areas  throughout  the  body.  Other  observers-^  have  sug- 
gested the  possibility  of  a massive  destruction  of  eosinophiles  with 
an  excessive  production  of  histamine  (this  cell  is  said  to  be  rich 
in  this  substance)  to  explain  this  phenomenon,  but  if  massive  des- 
truction without  mobilization  or  overproduction  occurs,  the  in- 
crease in  the  number  of  circulating  eosinophiles  observed  remains 
unexplained.  Furthermore,  if  the  intensification  of  the  symptoms 
were  due  to  massive  destruction  of  the  circulating  or  infiltrating 
eosinophiles,  chronicity  should  be  maintained  with  the  more  marked 
dissolution  observed  during  the  weeks  and  months  following 
therapy,  and  until  the  haemogram  reaches  normal  values. 

Even  if  we  accept  that  arsenic  is  lethal  for  an  existent  causa- 
tive organism,  we  would  be  at  a loss  to  explain  its  mechanism  of 
action.  That  the  causative  organism  was  not  a spirochete  was  sug- 
gested by  the  failure  of  response  to  penicillin,  and  by  the  absence 
of  protozoa  amenable  to  arsenic.  Neither  can  we  attribute  the  bene- 
ficial effects  of  arsenic  to  its  toxicity  on  tissue  cells,  or  the  im- 
mediate increase  of  the  severity  of  symptoms  after  the  initiation 
of  therapy  to  a nitritoid  crisis,  or  a Jarisch-Herxheimer  reaction. 
However,  it  is  known  that  arsenic  inhibits  the  formation  of  leuko- 
cytes when  this  is  excessive,  justifying  its  use  in  leukemia.  It  is 
also  known  that  it  is  stored  in  the  liver,  spleen,  kidney,  the  walls 
of  the  gastrointestinal  tract,  muscles,  bones,  lungs,  etc.,  and  that, 
although  its  excretion  may  start  within  two  to  eight  hours,  it  may 
take  as  long  as  10  days  for  complete  elimination  after  a single 
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dose,  and  up  to  70  days  after  repeated  administration.®-  This  stor- 
age of  arsenic  may  explain  the  slow,  continuous,  and  invariable 
reduction  of  eosinophiles  after  the  completion  of  therapy,  extend- 
ing for  as  long  as  four  months. 

The  high,  cold  hemagglutinin  titers  reported  by  others  in  this 
condition^’  - points  to  a viral  etiology.  This  is  further  suggested 
by  the  close  roentgenologic  similarity  between  viral  pneumonia  and 
some  cases  of  tropical  febrile  eosinophilic  asthma.  The  rapid  re- 
turn to  normalcy  observed  in  the  lungs,  lymph  nodes,  liver,  and 
spleen,  following  arsenical  therapy,  is  unexplained,  but  it  can  be 
suggested  that  these  early  beneficial  effects  may  result  from  mobi- 
lization, and/or  destruction  of  eosinophiles  from  the  infiltrated 
tissues  in  conjunction  with  depression  of  the  bone  marrow  to  limit 
their  production.  Recovery  may  be  attained  through  an  immuno- 
logic response  of  the  body.  If  this  be  true,  the  almost  immediate 
beneficial  effects  following  therapy  could  be  explained  on  the  basis 
of  rapid  improvement  in  the  pathologic  process,  and  recovery  is 
delayed  until  the  body  disposes  of  the  causative  factor. 

Although  the  pathologic  alterations  in  the  lungs  may  differ 
in  degree,  the  underlying  cause  appears  to  be  identical.  In  those 
instances,  free  of  detectable  parenchymatous  involvement  as  de- 
termined by  x-rays,  there  may  be  pathologic  alterations  in  the 
bronchi,  guaranteeing  the  production  of  the  typical  symptoma- 
tology. 

The  removal  or  destruction  of  the  infiltrating  eosinophiles  may 
not  be  curative,  as  exemplified  by  one  of  our  patients,  in  whom 
the  pulmonary  symptoms  continued  unabated  in  spite  of  a normal 
hemogram.  The  underlying  cause  for  this  phenomenon  was  eithei* 
irreversible  damage  to  the  bronchial  tree,  or  permanent  sensiti- 
zation to  the  causative  agent. 

There  appears  to  be  no  fundamental  difference  between  Lof- 
fler’s  syndrome  and  tropical  febrile  eosinophilic  asthma,  variations 
being  only  in  degree.  Tropical  febrile  eosinophilic  asthma  is  said 
to  be  of  longer  duration;  the  symptoms  are  more  severe;  the  pul- 
monary lesions  are  more  diffuse ; and  the  total  white  cell  and  eosi- 
nophile  counts  are  higher,  but  there  are  extreme  variations  in  its 
clinical  picture.  It  remains  to  be  shown  whether  Loffler’s  syndrome 
is  amenable  to  therapy  with  arsenicals.  A favorable  response  may 
be  indicative  of  an  identical  etiology  and  pathogenesis. 

SUMMARY  AND  CONCLUSIONS 

On  the  basis  of  a study  of  15  patients  with  pulmonary  eosino- 
philia  (tropical  febrile  eosinophilic  asthma),  the  following  obser- 
vations are  considered  worthy  of  mention; 
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1.  The  condition  is  probably  a clinical  entity. 

2.  It  appears  to  be  an  acute  infectious  disease,  with  an  in- 
variable tendency  to  chronicity  unless  treated  early. 

3.  The  early  pathologic  involvement  of  the  gastrointestinal 
tract,  lymph  nodes,  spleen,  and  liver  is  evidence  in  favor  of  a sys- 
temic, rather  than  an  exclusively  pulmonary  condition. 

4.  The  disease  is  predominant  in  the  white  or  mulatto  males. 

5.  It  appears  to  be  pathogenitically  different  from  bronchial 
asthma. 

6.  It  responds  favorably  to  arsenicals. 

7.  There  is  evidence  to  show  that  it  may  be  of  viral  origin. 

8.  It  seems  that  the  almost  immediate  response  to  arsenic 
results  from  the  mobilization  or  destruction  of  the  eosinophiles 
infiltrating  the  lungs,  lymph  nodes,  spleen,  liver,  and  bone  marrow, 
and  that  the  late  beneficial  effects  result  from  depression  of  the 
bone  marrow  inhibiting  the  production  of  eosinophiles. 

9.  The  cure  may  not  be  directly  due  to  the  arsenic  but  to 
an  immunologic  response  of  the  body. 

10.  There  is  no  fundamental  difference  between  Loffler’s 
syndrome  and  tropical  febrile  eosinophilic  asthma;  a favorable 
response  of  the  former  to  arsenic  would  be  suggestive  of  an  iden- 
tical cause  and  pathogenesis. 

11.  Tropical  febrile  eosinophilic  asthma  is  a rare  form  of 
allergy  probably  induced  by  a filtrable  virus. 
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CASE  REPORT 

R.  J.  JIMENEZ  LOPEZ,  M.I).* * 

P.M.R.  (Presbyterian  Hosp.  No.  63583)  a 45-year-old  white 
male  admitted  to  the  Presbyterian  Hospital,  San  Juan,  P.  R.,  20 
June  1946,  complaining  of  severe  left  upper  quadrant  pain  of  nine 
hours  duration  which  had  awakened  him  at  6 A.M.  on  the  day  of 
admission.  While  waiting  to  be  seen,  he  had  a sudden  severe 
shaking  chill,  acute  tenesmus  and  two  copious,  liquid  bowel  move- 
ments. 

P.  I.:  There  was  a gradual  onset  of  symptoms  during  the 
previous  seven  to  nine  months;  with  a feeling  below  par,  slight 
ankle  edema,  gradually  progressive  exertional  dyspnea,  weakness 
and  ease  of  fatigability. 

There  was  no  orthopnea,  chest  pain,  cough  or  hemoptysis. 
Two  weeks  prior  to  admission,  he  developed  mild,  non-radiating, 
intermittent  left  upper  quadrant  pain  which  lasted  several  hours 
and  which  subsided  spontaneously.  This  pain  was  not  related 
to  meals,  but  was  associated  with  marked  anorexia,  tenesmus  and 
daily  diarrhea  of  four  to  five  liquid,  non-frothy,  non-greasy,  non- 
bulky,  foul-smelling,  bowel  movements.  These  stools,  although 
somewhat  mucoid,  were  always  of  a normal  yellowish-brown  color. 
There  was  no  melena,  nor  nausea  or  vomiting.  The  diarrhea 
subsided  somewhat  the  day  before  admission,  at  which  time  he  had 
two  entirely  normal  bowel  movements.  Edema  of  eyelids  and  face 
was  present,  and  edema  of  ankles  had  increased  during  the  previous 
three  days.  There  were  no  urinary  symptoms. 

P.  H.:  Patient  always  enjoyed  fair  general  health.  In  the 
review  of  systems,  the  only  positive  findings  included  a chronic, 
slightly  productive  cough  of  undetermined  duration,  a history 
of  low  back  pain,  and  ache  in  the  costovertebral  angles  of  a few 
years  duration.  There  was  no  history  of  diseases  or  operations, 
or  of  recent  or  old  trauma. 

F . H.  : Mother  — living,  but  unconscious  following  a “cerebral 
accident”  which  occurred  several  months  previously.  No  history 
of  diabetes,  cancer  or  tuberculosis. 

P.  E.  ; A well-developed,  thin,  wasted,  white  male  lying  quietly 
in  bed.  Tongue:  smooth  and  pale.  Teeth:  few  remaining,  poor 
oral  sepsis.  Neck:  veins  somewhat  distended  and  pulsating;  few, 
non-tender,  small,  pea-sized,  posterior  cervical  lymph  nodes  palpa- 

* Associate  Attending,  Surgical  Service,  San  Juan  City  Hospital,  San  Juan,  P.  R, 

* Associate  Attending,  Surgical  Service,  Presbyterian  Hospital,  San  Juan,  P.  R. 
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ble.  Thorax:  normal  configuration  and  symmetry;  lungs  clear, 
except  for  occasional  expiratory  ronchii  which  cleared  on  coughing ; 
heart  not  enlarged  but  a soft  systolic,  apical  murmur  was  audible. 
Abdomen:  marked  muscle  spasm,  particularly  over  upper  ab- 
dominal quadrants;  definite  tenderness  over  left  upper  quadrant 
and  epigastrium;  spleen  tip  questionably  palpable;  liver  edge  nor 
outlined ; no  costovertebral  angle  tenderness.  Extremities : anemic 
nail  beds,  2 — plus  pitting  ankle  edema. 

Laboratory:  Hb. — 36%  (4.97  gms.)  R.B.C. — 1.99  M.  W.B.C. — 
13,550.  C.I. — 0.9.  Polys. — 92.  Lymphs. — 8.  Malaria:  Neg.  Urina- 
lysis: color-yellow;  character — turbid;  albumin — traces,  sugar — 
neg.;  S.G. — 1.012;  W.B.C. — 2-4  per  HPF;  Ep.  cells — few;  bacteria 
— several.  Hb. — 34%  (4.69)  gms.)  (repeated). 

Pre-operative  course:  Temperature  curve  was  septic  in  charac- 
ter with  highest  peak  of  103.49F  on  day  of  admission.  There  was 
a gradual  decreasing  tendency  on  the  subsequent  three  days,  of 
103°,  102.49  and  101.29.  Pulse  rate  followed  the  temperature  curve 
and  respiratory  rate  fluctuated  between  22  and  28  per  min. 

The  surgical  consultant’s  impression  was  tuberculous  perito- 
nitis. The  medical  consultant  agreed,  but  also  considered  the  pos- 
sibility of  a ruptured  diverticulum  of  the  colon.  Flat  plate  of  the 
abdomen  was  requested  for  possibility  of  renal  pathology  and 
for  visualization  of  the  domes  of  the  diaphragms  for  possible  air 
bubbles.  Roentgen  examination  revealed  “No  visible  opaque  calculi 
in  the  urinary  tract.  There  is  considerable  gaseous  distention  of 
the  colon.  The  liver  appears  to  be  enlarged.  Conclusion:  There 
is  no  evidence  of  free  air  in  the  peritoneal  cavity”.  Additional 
laboratory  examinations  revealed:  1 — plus  albuminuria;  W.B.C. — 
10,000;  polys — 85;  lymphs — 12;  Eosins. — 3;  Serum  protein — 7.1; 
alb.  4.8;  glob.  2.3. 

Treatment  consisted  of  supportive  measures ; penicillin,  sulpha- 
diazine,  liver  extract  and  thiamin  hydrochloride.  A quart  of  diluted 
blood  plasma  and  500  c.c.  whole  blood  were  given  on  3rd.  and  4th. 
days,  respectively.  Multiple  transfusions  were  ordered,  but  blood 
was  not  available. 

No  dramatic  change  occurred  in  symptoms  or  physical  findings 
from  admission  to  day  of  operation.  Chest  X-ray  taken  .just  prior 
to  laparotomy  revealed  “A  dense  homogeneous  shadow  obscuring 
the  base  of  the  left  lung  and  the  left  diaphragm.  There  is  ac- 
centuation of  the  hilar  shadows  with  some  dense  strands  extending 
laterally  from  the  right  hilum  into  the  lung  parenchyma.  Con- 
clusion: Left  pleurisy  with  effusion.”  Patient  was  prepared  for 
operation  with  the  tentative  diagnosis  of  tuberculous  peritonitis, 
perforating  gastric  ulcer  with  slow  leakage  to  be  ruled  out. 
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Operation:  24  June  1946.  Right  paramedian  incision, 
from  just  below  right  costochondral  junction  to  below  level  of 
umbilicus.  Very  slightly  increased  free  peritoneal  fluid  was  found, 
which  was  dark  but  clear.  Right  lateral  half  of  omentum  was 
found  to  be  doubled  upon  itself  and  closely  adherent  to  the  anterior 
surface  of  the  stomach.  The  entire  area  felt  considerably  hardened. 
The  omentum  was  gently  freed  and  brought  down,  revealing  a 
markedly  indurated  area  on  what  appeared  to  be  the  anterior  sur- 
face of  the  stomach.  It  was  10-12  cm.  diameter,  roughly  cir- 
cular, doughnut-shaped,  with  a raised  border  about  3 cm.  in  height, 
and  about  3 cm.  in  thickness.  There  was  a grossly  necrotic  central 
area  with  accumulated  yellowish-white  fibrinous  exudate.  (See 
fig.  1)  Medially  and  superiorly,  the  mass  extended  towards  the 
under  aspect  of  the  liver,  and  overlapped  the  pylorus.  While 
exploring  the  upper  margin  of  the  mass  to  delineate  and  identify 
the  cardiac  end  of  the  stomach,  a cloudy,  yellowish,  frankly  pu- 
rulent fluid  gushed  out  and  continued  to  flow  freely  from  under 
the  left  hemidiaphragmatic  region.  More  than  500  c.c.  was  as- 
pirated from  which  cultures  were  taken.  The  mass  was  then  found 
to  extend  to  the  cardiac  end  of  the  stomach. 

An  avascular  area  in  the  gastro-colic  omentum  was  incised 
and  the  posterior  aspect  of  stomach  explored.  The  border  of  the 
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mass  was  outlined  as  a markedly  indurated  ridge  on  what  still 
appeared  to  be  the  anterior  surface  of  the  stomach  and  simulated 
a malignant  tumor  with  a necrotic  perforated  center. 

Exploring  through  the  center  of  the  necrotic  area,  a cavity 
was  entered,  but  it  did  not  connect  with  the  lumen  of  the  stomach. 
The  hardened  border  could  not  be  dissected  of  the  anterior  stomach 
wall.  The  cavity  was  again  entered  and  its  wall  incised  towards 
the  stomach.  Two  distinct  easily  dissectable  layers  were  identified. 
The  internal  layer  formed  the  wall  of  the  cystic  mass  and  the 
external  layer  was  formed  by  the  markedly  thickened  gastro- 
hepatic  omentum  which  measured  about  5mm.  in  thickness.  After 
exploring  through  the  gastro-colic  and  gastro-hepatic  omenta,  a 
small,  but  essentially  normal  stomach  was  visualized.  By  applying 
traction  on  the  wall  of  the  cyst  and  by  blunt  and  sharp  dissection 
it  was  found  to  extend  to  the  anterior  aspect  of  the  head  of 
the  pancreas  from  which  it  was  dissected.  Several  vessels  formed 
the  only  stalk  for  no  definite  pedicle  was  found.  The  indurated 
edges  of  gastro-hepatic  omentum  were  partially  resected,  and  those 
of  the  greater  omentum,  which  had  been  adherent  to  the  ruptured 
edge  of  the  cyst,  were  similarly  removed. 

A cigarette  drain  was  inserted  to  the  anterior  aspect  of  the 
head  of  the  pancreas  and  the  incision  closed  in  layers  in  the  usual 
manner. 

Pathological  Report:  “Gross  — The  specimen  consists  of 
4 portions  which  appear  to  be  parts  of  a cystic  mass.  The 
largest  section  measures  9x6x2  cm.  The  wall  varies  from  3 
to  5mm.  in  thickness.  On  section  the  wall  is  covered  on  both  sides 
by  a thin  layer  of  irregular  white  homogeneous  tissue  which 
resembles  fibrino-purulent  exudate.  Another  portions  measures  8 x 
2x2  cm.  and  has  a similar  structure.  Still  another  small  triangular 
portion  measures  4 x 2 x 0.2  cm.  The  fourth  portion  is  a lobulated 
fatty  mass  measuring  3.2  x 2.5  x 1 cm.  which  contains  at  one  point 
an  elevated  plaque  measuring  0.6  cm.  in  diameter  by  1 mm.  high, 
and  which  is  white  and  finely  granular. 

Microscopic:  — The  wall  of  the  cyst  is  made  of  fatty  tissue 
which  is  being  replaced  by  young  fibroblasts.  Its  inner  surface 
is  covered  by  a layer  of  fibropurulent  exudate.  The  section  of 
fatty  tissue  shows  edema  with  early  proliferation  of  fibroblasts. 
No  pancreatic  tissue  is  seen. 

It  is  impossible  to  come  to  any  conclusion  about  the  origin  of 
the  cyst.  The  absence  of  pancreatic  tissue  makes  the  location 
rather  doubtful  and  even  though  the  mass  represents  a cystic 
formation  of  some  sort,  nothing  can  be  said  as  to  its  nature 
and  origin  because  there  is  such  active  secondary  infection  that 
the  inner  lining  of  the  cyst  is  occupied  by  a pyogenic  membrane. 
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Diagnosis:  Secondary  infection,  acute  suppurative,  in  un- 

identified cystic  structure  of  upper  abdomen.” 

Postoperative  (’ourse:  C'onvalescence  was  suprisingly  un- 
eventful. There  was  a a slight  temperature  rise  on  first  two 
postoperative  days.  Penicillin  was  discontinued  on  the  fifth  day 
when  no  growth  on  culture  was  reported  on  specimen  taken  during 
ojjeration.  By  direct  smear,  no  organism  had  been  observed  and 
only  a moderate  number  of  pus  cells  was  found.  Culture  for 
tuberculosis  was  also  negative.  From  the  first  postoperative  day 
adequate  fluid  intake  was  maintained  per  os.  The  abdomen  re- 
mained flat.  The  patient  was  completely  devoid  of  pain,  requiring 
no  medication.  Sutures  were  removed  on  the  6th  p.o.  day ; the 
drain  on  the  8th.  The  wound  healed  by  primary  intention. 

After  extensive  laboratory  studies,  including  sternal  bone 
marrow  puncture,  the  severe  anemia  was  diagnosed  as  a normo- 
chromic, normocytic,  secondary  to  chronic  nutritional  deficiency. 
Further  questioning  had  revealed  that  the  patient’s  diet,  for  more 
than  two  months  prior  to  admission,  had  consisted  of  only  corn- 
mush  and  milk.  The  diarrhea  and  edema  described  in  the  present 
illness  undoubtedly  wei'e  secondary  to  dietary  deficiency. 

He  was  started  on  liver,  multivitamins,  and  iron  therapy.  A 
high-caloric  and  high-vitamin  diet  was  given.  An  excellent  response 
was  obtained  from  the  above  for  the  blood  count  showed  20%  Hb. 
rise,  11%  maximum  reticulocyte  rise  on  the  7th  day,  and  a one 
million  rise  in  total  R.B.C.  count.  Additional  blood  transfusions 
could  not  be  obtained. 

Considering  the  possibility  of  residual  pancreatic  disease,  fas- 
ting blood  sugar  and  plasma  amylase*  determinations  were  made; 
the  former  was  entirely  normal,  92.2  mgm  % ; the  latter,  215.3 
units,  somewhat  elevated.  These  determinations  were  made  on 
the  7th  p.o.  day  and  add  nothing  of  value. 

Patient  was  discharged  on  3 August  1946  with  instructions 
as  to  diet,  and  to  continue  taking  iron,  multivitamins,  and  crude 
liver  injections  periodically. 

FOLLOW-UP 

23  Aug.  1946  — The  only  complaint  was  slight  tenderness  over 
upper  end  of  scar.  The  wound  was  well  healed. 

13  Sept.  1946  — The  patient  was  asymptomatic;  his  appetite 
was  excellent.  Several  laboratory  examinations  were  requested, 
but  patient  failed  to  report  to  the  laboratory. 


* According  to  the  method  o£  Somogyi,  modified.  Normal  80-150mgm/100  c.c. 
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29  July  1947  — He  had  felt  entirely  well;  was  able  to  eat 
everything  that  he  could  get;  was  working  at  odd  jobs  whenever 
he  found  them.  He  had  gained  about  20  pounds  in  weight.  Exami- 
nation revealed  a well-healed  abdominal  scar;  no  masses  or  organs 
were  palpable,  no  tenderness  was  elicited.  He  looked  very  well 
generally,  with  a healthy  tan,  well  nourished,  and  muscular. 

Laboratory:  Hb.  787c  (10.76  gms.) . R.B.C. — 3.83  M.  C. I. — 1.0. 
W.B.C. — 6,900.  Polys — 64.  Lymphs. — 25.  Eosins. — 1.  Slight  mi- 
crocytosis. 

3 Dec.  1947  — The  patient  was  in  excellent  condition;  the 
wound  was  well  healed;  his  appetite  was  excellent. 

Laboratory:  Hb.  79 7 (10.9  gms.).  R.B.C.— 3.67  M.  C.L— 
1.08.  W.B.C. — 3,900.  Polys. — 55.  (Segs. — 51,  Stabs. — 4).  Lymphs, 
—33.  Eosins. — 10.  Monos. — 2. 

24  May  1948 — The  patient  was  seen  in  the  General  Clinic 
complaining  of  abundant  salivation  and  loss  of  taste  sensation  of 
three  weeks  duration  at  which  time  he  had  acquired  new  false 
dentures.  His  tongue  was  smooth  and  red.  Impressions  were 
irritation  due  to  denture,  and  possibly  avitaminosis.  Multivitamins 
were  prescribed. 

11  Jan.  1950  — The  patient  wrote  from  New  York  City  re- 
questing information  about  his  operation  in  order  to  seek  medical 
care  there.  No  information  was  given  as  to  any  special  symptoms 
nr  complaints. 


DISCUSSION 

In  order  to  classify  this  case  and  include  a complete  differential 
diagnosis,  the  author  has  referred  to  Brunschwig’s  “Surgery  of 
Pancreatic  Tumors”,  and  quotes  freely  from  this  source,  sum- 
marizing the  chapters  on  pancreatic  cysts.  Brunschwig’s  simple 
classification  of  benign  cysts  of  the  pancreas  is  as  follows: 

1.  Cystic  disease  of  the  pancreas  (congenital) 

2.  True  cysts  of  the  pancreas. 

a.  Retention  cysts 

b.  Blastogenic  cysts 

3.  Pseudocysts 

4.  Echinococcus  cysts 

5.  Dermoid  cysts 

1.  Cystic  disease  of  the  pancreas  (congenital): 

Several  types  of  congenital  cystic  disease  of  the  pancreas  are 
recognized ; 
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(A)  Congenital  cystic  fibrosis  with  atresia  of  ducts,  also  described 
as  congenital  steatorrhea  of  infants.  These  cysts  are  of  mi- 
croscopic size  or  slightly  larger  and  do  not  respond  to  surgery. 
The  majority  of  patients  die  within  two  years  after  birth. 

(B)  Cystic  disease  of  the  pancreas  - as  part  of  a developmental 
disturbance  involving  other  organs.  These  are  multiple  cysts 
of  the  pancreas  varying  from  microscopic  size  to  several  cen- 
timeters in  diameter,  usually  occurring  concomittantly  with 
cystic  kidneys,  cysts  in  the  liver,  and  sometimes  in  the  spleen. 

(C)  Congenital  cysts  of  the  pancreas  without  developmental  dis- 
turbances elsewhere.  Except  for  those  cysts  which  increase 
so  rapidly  in  size  as  to  give  rise  to  symptoms  shortly  after 
birth,  these  congenital  cysts  remain  small  in  size,  and  in  most 
instances  present  no  surgical  problem.  They  do  not  give  rise 
to  symptoms  and  are  too  small  to  be  detected  on  physical 
examination.  Whether  the  true  cysts  (Blastogenic)  which 
give  rise  to  symptoms  later  in  life  are  expanded  congenital 
cysts  remains,  of  course,  a matter  of  conjecture. 

2.  True  cysts  of  the  pancreas: 

Among  the  true  cysts  of  the  pancreas,  Brunschwig  considers 
two  types,  namely,  the  Retention  and  the  Blastogenic  cysts.  He  then 
seems  to  convey  the  impression,  at  least  to  this  writer,  that  the 
term  retention  cysts  is  somewhat  of  a misnomer  since  it  “suggests 
a cyst  developed  as  a result  of  retained  secretions”  and  that  such 
is  usually  not  the  case.  He  accumulates  evidence  to  show  that 
other  factors  must  be  in  operation  in  addition  to  simple  duct 
occlusion.  For  example,  pancreatic  duct  lithiasis,  pancreatitis,  with 
or  without  cholecystitis,  and  experimental  occlusions  do  not  neces- 
sarily or  usually  result  in  large  cysts  of  the  pancreas  comparable 
to  those  giving  rise  to  symptoms  in  man.  He  does  however,  cite 
some  examples  reported  in  the  literature  that  make  it  difficult  not 
to  assume  that  some  cysts  develop  as  a result  of  “retention”  of  se- 
cretions. 

The  term  Blastogenic  cyst  is  used  by  Brunschwig  to  designate 
the  larger  group  of  cysts  considered  in  the  general  category  of 
benign  tumors  of  the  pancreas  of,  as  yet,  undetermined  etiology. 
The  cysts  cause  symptoms  by  mechanical  pressure  or  are  dis- 
covered by  the  patients  themselves  as  an  upper  abdominal  mass. 

3.  Pseudocysts: 

The  pseudocysts  are  accumulations  of  fluid  about  the  pancreas 
incident  to  trauma.  In  these  cases  the  fluid  becomes  limited  by 
fibrous  tissue  proliferation  and  condensation  to  form  a definite 
fibrous  wall. 
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4.  & 5.  Echinococcus  and  dermoid  cysts: 

Echinococcus  and  dermoid  cysts  are  included  for  completeness 
but  present  no  problem  in  the  differential  diagnosis  and  pathologic 
classification. 

Pathology:  True  cysts  are  variable  in  size  and  shape,  uni- 
or  multilocular ; may  arise  from  any  portion  of  the  pancreas ; 
may  have  a variable  stalk,  although  the  wide  base  type  is  the  more 
frequent.  The  most  common  location  as  illustrated  in  Brunschwig’s 
text  is  the  one  found  extending  forward  between  stomach  and  liver. 
They  may  also  be  found  (a)  between  stomach  and  colon,  (b)  direct- 
ly behind  the  transverse  colon,  (c)  beneath  transverse  colon  and 
small  bowel,  and  (d)  in  the  retroperitoneal  space  behind  mesentery 
of  small  bowel.  The  latter  sometimes  even  extend  into  the  pelvis. 

Histologically  the  cyst  walls  vary  in  thickness  and  are  com- 
osed  of  rather  dense  fibrous  tissue.  The  lining  may  be  covered 
Y a layer  of  epithelial  cells  although  no  epithelial  lining  may  some- 
(.imes  be  discovered. 

In  pseudocysts  the  walls  may  be  made  up  of  adherent  omen 
turn  and  torn  elevated  peritoneum.  Adhesions  about  the  cyst  to 
adjacent  organs  is  a much  more  prominent  feature  among  these 
than  in  the  true  cysts.  The  walls  of  the  pseudocyst  are  composed 
of  fairly  vascular,  fibrous  tissue,  moderately  to  heavily  infiltrated 
by  leukocytes  and  macrophages,  some  of  which  contain  blood  pig- 
ments. Others  may  contain  fat. 

In  unusual  instances,  the  contents  of  the  cyst  may  be  frankly 
purulent.  This  may  or  may  not  be  accompanied  by  systemic  evidence 
of  infection.  Such  cases  represent  secondarily  infected  cysts  or 
instances  of  true  primary  abscesses  reaching  enormous  sizes. 

Symptoms:  There  is  usually  pain  in  the  epigastrium  radia- 
ting through  or  around  the  left  side  to  the  back.  This  pain  may 
be  dull,  intermittent,  or  severe  and  colicky.  It  sometimes  is  asso- 
ciated with  nausea  and  vomiting  and  may  be  aggravated  by  in- 
gestion of  food.  This  malaise  may  be  caused  by  direct  pressure  on 
the  stomach  or  by  mechanical  irritation  of  the  solar  and  mesen- 
teric plexuses  when  the  cyst  is  of  a large  size. 

Loss  of  appetite  is  frequently  a constant  and  undoubtedly  a 
secondary  .symptom,  and  this  is  also  due  to  pressure  on  the  stomach. 

Lo.ss  of  weight  may  be  present  and  this  is  due  in  part  to  the 
interference  with  the  normal  ingestion  and  digestion  of  food. 

Sense  of  fullness  is  mechanical  in  origin  and  depends  on  the 
size  of  the  cyst. 

Asthenia  is  also  a prominent  complaint. 
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Steatorrhea,  disturbance  in  external  pancreatic  secretions,  i* 
rarely  observed.  This  symptom  is  more  likely  to  be  seen  in  instances 
of  cysts  in  the  head  of  the  pancreas. 

SUMMARY 

The  operative  findings  as  described  above  and  the  diagramma- 
tic sketch  included  would  locate  this  cyst  at  the  head  of  the  pan- 
creas. 

Although  the  pathologist  is  unable  to  arrive  at  any  conclusion 
about  the  origin  of  the  cyst,  the  author  would  favor  classifying  it 
as  a “true”  cyst  of  the  pancreas.  This  opinion  is  based  on  the  loca- 
tion of  the  cyst,  the  lack  of  adhesion  to  surrounding  organs,  the 
very  distinct  cystic  wall,  despite  the  perforation  and  active  second- 
ary infection,  and  the  histologic  description  of  the  wall  itself,  plus 
the  negative  history  of  trauma. 

This  case  is  of  further  interest  because  rupture  of  pancreatic 
cysts  is  a very  rare  complication  of  a condition  which,  in  itself, 
is  not  frequently  encountered.  Koucky,  Beck  and  Todd  reported  a 
60  mortality  in  6 cases  reviewed  by  them  in  spite  of  conservative 
treatment  by  marsupialization. 

Excision,  the  method  of  choice,  is  more  radical  but,  if  success- 
ful, it  carries  a better  prognosis. 
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OPERATIVE  REDUCTION  AND  INTERNAL  FIXATION 
OF  FRACTURES 

KARL  HORN,  M.D.* 

The  increasing  use  of  open  reduction  with  internal  fixation 
in  the  treatment  of  fractures  has  medical  as  well  as  economic 
reasons. 

While  the  indiscriminate  use  of  these  procedures  is  apt  to  cause 
irreparable  damage,  internal  fixation  of  many  selected  types  of 
fractures  is  necessary  and  will  give  far  better  results  than  the 
older  conservative  methods  of  closed  reduction  and  cast  immobili- 
zation, still  generally  in  use. 

Since  Dr.  Lane  in  1920  introduced  his  metal  internal  fixation 
plate,  great  progress  has  been  made  with  the  development  of 
stainless  steel  and  vitallium  devices  up  to  the  introduction  of  the 
intramedullary  rod  by  Dr.  Kuentcher  in  Germany  during  the  Second 
World  War. 

In  general,  the  advantages  of  open  reduction  with  internal 
fixation  are  as  follows: 

(1)  The  alignment  of  the  fragments  by  open  reduction  is  ob- 
viously better  than  by  closed  manipulation.  In  some  instances,  for 
example  in  fractures  of  both  bones  of  the  forearm  in  adults,  it 
may  be  the  only  means  of  getting  satisfactory  alignment.  The  in- 
terposition of  soft  tissues  will  also  be  corrected  if  present. 

(2)  No  displacement  of  the  fragments  at  a later  date  is  pos- 
sible once  the  internal  fixation  has  been  made. 

(3)  There  will  be  elimination  of  most  crippling  after-results; 
the  irreparable  stiffness  in  the  neighboring  joints,  and  atrophy 
of  muscles  due  to  disuse  during  long  immobilization  in  cast.  After 
internal  fixation,  most  patients  do  not  require  rigid  and  prolonged 
cast  immobilization  and  can  often  begin  active  exercises  of  joints 
and  muscles  shortly  after  surgery. 

(4)  Elderly  patients  can  be  ambulated  at  an  early  date.  This 
is  a serious  consideration  in  Puerto  Rico  where  these  patients  are 
apt  to  be  in  negative  protein  balance,  and  liable  to  develop  early 
decubitus  ulcers  and  other  complications. 

(5)  This  method  lends  itself  to  many  cases  which  are  seen 
late  with  either  unreduced  or  malunited  fractures  and  is  especially 
helpful  in  reconstructive  surgery  as,  for  example,  in  correction 
of  deformities  and  leg  lengthening  or  shortening  procedures. 

(6)  Certain  fractures  can  be  greatly  hastened  to  union  by 
internal  fixation.  Without  it,  a long  time  is  required  to  obtain 
union,  if  at  all,  as  in  fractures  of  the  neck  of  the  femur. 
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(7)  The  danger  of  X-ray  burn  to  the  surgeon  who  relies  on 
the  fluoroscope  for  closed  reduction  and  manipulation  is  obviated 
since  all  fractures  are  opened  and  reduced  under  direct  vision. 

Like  any  method  of  treatment,  open  reduction  also  has  its 
disadvantages; 

(1)  The  repair  of  fractures  until  sound  healing  has  occurred 
will,  as  a rule,  take  twice  as  long  as  by  closed  methods. 

(2)  There  is  an  ever-present  danger  of  infection.  However, 
the  improved  surgical  technique,  the  careful  supervision  in  the 
operating  room,  and  the  routine  use  of  antibiotics  has  almost  en- 
tirely eliminated  this  nightmare. 

(3)  The  danger  of  fat  embolism  is  no  greater  with  open 
reduction  than  with  conservative  methods,  with  which  continued 
motion  of  the  fragments  may,  at  times,  give  rise  to  embolic  pheno- 
mena. 

(4)  The  operation  requires  prolonged  anesthesia.  Here  again, 
skill  and  improved  technique  have  overcome  this  disadvantage. 

The  economic  advantages  of  this  method  are  obvious.  During 
the  last  six  months,  over  600  fractures  were  treated  at  this  Insti- 
tution by  the  surgical  and  orthopedic  staff.  Of  this  number,  86 
were  admitted  to  the  hospital.  The  scarcity  of  hospital  beds  makes 
prolonged  treatment  with  traction  or  cast  immobilization  undesira- 
ble; especially  if  it  can  be  avoided  by  using  a procedure  which 
requires  a considerably  shorter  period  of  hospitalization.  In  ad- 
dition, there  is  a lack  of  trained  nursing  personnel. 

A good  example  is  the  case  of  a fracture  of  the  shaft  of  the 
femur.  With  intramedullary  fixation,  the  patient  is  up  in  one  week, 
goes  home  in  two  weeks,  and  is  able  to  care  for  himself.  With  the 
conservative  method,  the  patient  remains  in  traction  for  six  to 
eight  weeks,  and  in  addition  requires  a hip  spica  for  two  to  three 
months.  Most  patients  return  to  their  gainful  jobs  at  an  earlier 
date.  This  means  a great  deal  to  every  patient  as  well  as  the 
saving  of  hospital  expenses. 

The  psychological  advantage  to  both  doctor  and  patient  should 
not  be  forgotten.  With  the  newer  method  we  do  not  have  to  deal 
with  a depressed  worried  patient,  but  rather  with  an  individual 
who  can  see  for  himself  that  the  road  is  clear. 

The  cost  of  the  apparatus  is  negligible  compared  with  the 
saving  of  daily  hospital  cost  for  these  cases. 

The  principal  indication  for  this  method  of  open  reduction 
with  internal  fixation  has  been  found  in  fractures  of  both  bones 
of  the  forearm  in  adults,  fractures  of  the  shaft,  neck,  and  the 
sub-  and  pretronchanteric  regions  of  the  femur.  We  have  suc- 
cessfully used  this  method  also  in  the  treatment  of  acromioclavi- 
cular separations  and  comminuted  fractures  of  the  clavicle.  I see 
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no  objection  to  the  use  of  this  method  in  the  treatment  of  compound 
fractures  if  early  and  thorough  debridement  can  be  carried  out 
in  the  operating  room,  although  this  may  be  open  to  controversy. 

CASE  I;  R.  A.  C.,  (#21090)  Arecibo  District  Hospital. 

A 19-year-old  girl  was  injured  in  a car  accident  Jan.  1,  1950 
and  incurred  a simple  fracture  of  the  mid-shaft  of  the  right  femur 
with  considerable  displacement  (Fig.  1).  This  patient  was  operated 
upon  on  January  6.  Afer  open  reduction  of  the  fracture,  an  in- 
tramedullary Kuentcher  nail  was  introduced.  (Fig.  2).  This  girl 
was  sitting  up  out  of  bed  on  the  fifth  postoperative  day  and  left 
the  hospital  two  weeks  after  surgery  on  crutches  without  weight- 
bearing. This  patient  was  seen  March  1,  when  an  X-ray  revealed 
advanced  callus  formation.  She  was  allowed  to  begin  weight- 
bearing. The  fracture  should  be  solid  in  two  or  three  more  months. 
Then  the  intramedullary  rod  may  be  removed  through  a small  in- 
cision above  the  greater  trochanter. 

The  nail  allows  constant  telescoping  of  the  fragments.  This 
promotes  the  compression  necessary  for  healing,  and  prevents 
separation  of  the  fragments  when  the  usual  hyperemic  absorption 
of  bone  at  the  fracture  ends  sets  in.  At  no  time  is  there  any 
restriction  of  knee  or  hip  motion,  and  malposition  or  shortening 
cannot  occur  due  to  the  nature  of  the  rod. 


FIÍ5.  1.  Note  overriding  and 
malposition. 


FIfl.  2.  Alter  rediu-tion  and  in- 
troduction of  Kuentcher  nail. 
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CASE  2:  R.  C.  B.,  (#912)  Pereira  Leal  Clinic. 

This  patient  was  injured  April  3,  1948  in  a car  accident,  in- 
curring a simple  fracture  of  the  shaft  of  both  femurs.  He  was 
treated  by  skeletal  traction  for  six  weeks  and  a hip  spica  for  two 
months,  but  the  fracture  united  with  severe  lateral  and  anterior 
bowing  (Fig.  3).  The  patient  was  unable  to  bear  weight  and  was 
forced  to  use  crutches  all  the  time.  Seventeen  months  later  a 
wedge  osteotomy  was  done  on  the  right  leg  to  correct  the  deformi- 
ty. A Kuentcher  nail  was  inserted  with  some  difficulty.  To 
overcome  the  shortening,  a inch  bone  graft  from  the  ilium, 
in  addition  to  cancellus  bone,  was  placed  between  the  fragments. 
A film  taken  five  weeks  postoperatively  (Fig.  4)  shows  good 
alignment  and  healing  of  the  fracture.  Since  then  the  fracture 
has  firmly  united  and  the  patient  will  be  operated  upon  for  correc- 
tion of  the  deformity  of  his  left  femur  in  the  near  future. 

This  case  illustrates  well  the  use  of  the  stainless  steel  rod; 
I doubt  if  a plate  would  have  been  able  to  withstand  the  pull 
of  the  already  contracted  thigh  muscles.  This  patient  who  pre- 
operatively,  had  considerable  restriction  of  knee  motion  has  re- 
gained almost  entire  motion  through  supervised  exercise.  His 
hospital  stay  was  thirty-four  days. 


FIG.  3.  Fracture  of  both  femurs  showing  severe  bowing  and  malignment. 
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FIG.  4.  After  osteotomy  and  introduction  of 
Kuentcher  nail  and  bone  graft. 

CASE  3:  T.  B.  G.,  (#56677)  San  Juan  City  Hospital. 

On  December  23,  1949,  this  70-year-old  woman  fell  at  her 
home  incurring  a comminuted  intertrochanteric  fracture  of  her 
light  femur  (Fig.  5).  On  Dec.  29,  an  open  reduction  was  performed 
and  a Blount  blade  plate  inserted  (Fig.  6).  The  patient  was  placed 
in  a chair  on  the  third  postoperative  day  and  was  discharged  four- 
teen days  after  operation  with  no  other  form  of  immobilization. 

This  particular  form  of  internal  fixation  has  been  used 
whenever  possible  in  inter-  and  subtrochanteric  fractures.  In  this 
manner,  the  very  cumbersome  well-leg  traction  casts,  which  need 
constant  supervision,  can  be  avoided.  In  many  of  these  instances 
open  reduction  and  internal  fixation  is  actually  lifesaving. 


f'lG.  5.  Before  surgery. 


FIG.  ().  After  reduction  and  fixation 
with  a Blade  plate. 
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C’ASE  1:  J.  11.  (#50864)  San  Juan  City  Hospital. 

This  1 J-year-old  boy  fell  twenty  feet  from  a tree  on  September 
1!).  1949.  He  was  admitted  with  a fracture  of  the  neck  of  the 
femur  with  considerable  displacement  (Fig.  7).  Ten  days  later,  an 
open  reduction  was  performed,  and  a Godoy  Morero  screw  inserted. 
The  patient  was  discharged  two  weeks  later.  He  walked  on  crutches 
without  weightbearing  for  three  months,  until  Jan.  12,  1950,  at 
which  time  the  fracture  was  found  solidly  healed,  (Fig.  8)  and 
weightbearing  was  then  permitted.  The  patient  was  seen  again 
on  jMarch  15;  he  walked  without  a limp,  and  had  full  motion  of  the 
involved  hip  and  knee. 

We  have  employed  both  the  Smith-Peterson  nail  and  the  Godoy 
Morero  screw  in  fractures  of  the  neck  of  the  femur.  I prefer  the 
latter  because  no  hammering  is  required  and  it  pulls  the  fragments 
of  the  neck  of  the  femur  firmly  together. 


FIG.  7.  Uet'ore  surgery.  FIG.  8.  After  reduction  and  fixatiolj 

with  a Godoy  Morero  screw 

CASE  5:  J.  P.  F.,  (#58824)  San  Juan  City  Hospital. 

On  Feb.  13,  1950,  this  60-year-old  workman  was  struck  by  a 
car  and  incurred  multiple  fractures  of  both  bones  of  the  right 
forearm.  After  an  attempt  to  reduce  the  fractures  under  fluoros- 
copic control  had  failed,  he  was  admitted  to  the  hospital.  (Fig.  9). 
One  week  later  an  open  reduction  was  performed  and  an  intrame- 
dullary Steinman  pin  inserted  into  the  ulna  and  a Kirschner  wire 
threaded  into  the  radius.  On  Feb.  24,  the  third  postoperative  day, 
check  X-rays  (Fig,  10)  revealed  good  position  and  alignment.  The 
cast  was  removed  on  April  1,  1950,  and  the  three  fractures  were 
found  to  be  united  solidly. 
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We  advise  open  reduction  with  internal  fixation  in  cases  of 
fractures  of  both  bones  of  the  forearm  in  adults.  The  fractures 
are  hard  to  reduce  and  have  a tendency  to  slip  even  in  a well 
fitting  cast. 


FIG,  9.  Note  the  three  severely  FIG.  10.  After  open  reduction  and  in 
displaced  fractures.  tramedullary  pin  fixation  of  both  bones 


SUMMARY 

1.  The  medical  and  economic  advantages  of  the  open  re- 
duction and  internal  fixation  method  in  selected  cases  over  the 
treatment  by  closed  reduction  and  cast  immobilization  are  pre- 
sented. 

2.  In  elderly  patients  this  method  is  life  saving. 

3.  The  indiscriminate  use  of  open  reduction  is  condemned, 
especially  in  the  absence  of  trained  personnel  and  good  operating 
conditions. 
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ANTICOAGULANT  THERAPY  OF  THROMBOEMBOLIC 

DISEASES 


EDUARDO  R.  PONS,  JR.,  M.D.* 

R.  S.  DIAZ-RIVERA,  M.D.,  F.A.C.P.** 

INTRODUCTION 

The  value  of  anticoagulants  in  thromboembolic  diseases  is 
now  well  established.  The  experience  gathered  in  the  study  of 
thousands  of  cases  in  American  and  Scandinavian  medical  centers 
has  shown,  without  doubt,  that  the  proper  use  of  anticoagulant 
drugs,  such  as  heparin  and  dicumarol,  in  conjunction  with  the 
standard  general  forms  of  treatment,  will  cause  a significant  and, 
at  times,  spectacular  decrease  in  the  death  rate  and  incidence  of 
thromboembolic  complications  in  such  conditions  as  myocardial 
infarction,  pulmonary  embolism,  venous  thrombosis,  and  acute  ar- 
terial occlusion.  ^ The  prophylactic  use  of  anticoagulants  has 
reduced  the  incidence  of  thromboembolic  complications  in  post- 
operative and  postpartum  patients,  has  prevented  recurrences  in 
patients  who  have  had  repeated  coronary  occlusions,  recurrent  or 
migratory  thrombophlebitis,  and  multiple  embolic  episodes,  such 
as  occur  in  the  auricular  fibrillation  which  complicates  rheumatic 
heart  disease.®-  ® The  advantages  of  anti-coagulant  therapy,  how- 
ever, can  be  offset  by  the  danger  of  hemorrhage,  which  can  re- 
sult from  improper  dosage  and  inadequate  control  of  the  method. 
Tn  this  paper  we  present  our  experiences  with  dicumarol  therapy 
in  the  San  Juan  City  Hospital,  and  we  discuss  some  of  the  difficul- 
ties encountered  under  local  conditions  in  controlling  the  effect  oí 
the  drug. 


MATERIAL  AND  METHODS 

The  patients  with  thromboembolic  diseases  in  the  Medical, 
Surgical,  and  Obstetrics-Gynecology  Services  received  anticoagu- 
lant therapy  between  July  1948  and  December  1949.  Because  he- 
parin was  not  always  available,  only  dicumarol  has  been  used  as  an 
anticoagulant.  Most  patients  received  300  mg.  of  the  drug  on  the 
first  day,  and  200  mg.  on  the  second.  Subsequently,  the  dosage  was 
adjusted  according  to  the  daily  prothrombin  time  determination, 
which  was  done  in  all  cases.  A daily  prothrombin  time  of  30  to  45 
seconds  indicated  a satisfactory  anticoagulant  effect  not  involving 
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the  risk  of  hemorrhage.  In  the  average  case,  200  mg.  of  dicumarol 
was  considered  sufficient  when  the  prothrombin  time  was  less  than 
30  seconds,  and  50  to  100  mg.  when  it  was  between  30  to  35 
seconds.  When  the  prothrombin  time  was  above  40  seconds,  no 
dicumarol  was  given.  In  some  cases  the  dosage  schedule  had  to  be 
changed  to  meet  individual  variations  in  response  to  the  drug. 

CLINICAL  RESULTS 

A total  of  28  patients  with  various  thromboembolic  diseases 
has  been  treated  to  date,  including  cases  of  acute  myocardial  in- 
farction, pulmonary  infarction,  thrombophlebitis,  and  acute  ar- 
terial occlusion. 

1.  Coronary  occlusion:  Five  cases  of  acute  coronary  occlu- 
sion with  myocardial  infarction  were  treated  with  the  conventional 
means  of  therapy,  and  received  dicumarol  for  an  average  of  27  days. 
The  course  was  entirely  uncomplicated  in  all. 

2.  Pulmonary  infarction:  Four  cases  of  proven  pulmonary 
infarction  were  treated.  In  all,  the  lesion  was  demonstrated  fluo- 
roscopically  or  roentgenologically.  Two  cases  resulted  from  post- 
partum thrombophlebitis  that  had  not  been  treated  with  antico- 
agulants. Their  course  was  entirely  favorable. 

A case  of  pulmonary  embolism,  from  thrombosis  of  a lateral 
sinus  following  mastoiditis,  developed  empyema,  was  drained  sur- 
gically, and  recovered.  He  received  dicumarol  for  24  days. 

Another  case  developed  an  infarct  in  the  right  lower  lobe 
from  thrombophlebitis  of  the  inferior  vena  cava  and  lower  extre- 
mities, following  extensive  abdominal  surgery.  He  died  from  pe- 
litonitis  after  receiving  dicumarol  for  24  days.  Autopsy  showed 
an  organized  thrombus  in  a branch  of  the  right  pulmonary  artery 
to  the  right  lower  lobe  and  a healed  pulmonary  infarct  in  that 
area. 

In  no  patient  did  venous  thrombosis  or  recurrence  of  pulmo- 
nary infarction  take  place  after  anticoagulant  therapy  was  insti- 
tuted. 

3.  Thrombophlebitis:  Sixteen  cases  of  thrombophlebitis 
were  also  treated.  These  included  four  cases  occurring  after  general 
surgical  procedures,  four  cases  of  postpartum  thrombophlebitis, 
three  cases  of  venous  thrombosis  occurring  in  medical  patients, 
and  five  cases  of  inflammatory  thrombophlebitis.  These  patients 
also  received  treatment  with  elevation  of  the  legs,  ace  bandages, 
antibiotics,  and  lumbar  sympathetic  blocks,  when  indicated.  Dicu- 
marol therapy  was  continued  from  9 to  36  days  (average  of  17 
days),  until  the  signs  of  thrombophlebitis  had  subsided  and  the 
patients  were  ambulatory.  In  all  cases  the  process  subsided  with 
either  minimal  residual  edema  or  none. 
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No  patient  developed  pulmonary  embolism  or  further  venous 
thrombosis  after  the  initiation  of  anticoagulant  therapy.  The  only 
thromboembolic  complication  noted  occurred  in  a patient  with 
phlebothrombosis,  who  on  the  first  day  of  effective  elevation  of 
the  prothrombin  time  had  an  arterial  embolism  of  a leg.  This  prob- 
ably arose  from  a thrombus  existing  prior  to  the  institution  of 
dicumarol  therapy. 

4.  Acute  arterial  occlusion:  Three  cases  of  this  type  re- 
ceived dicumarol  in  addition  to  other  treatment.  In  one  case  of  em- 
bolism of  the  popliteal  bifurcation,  the  patient’s  leg  was  saved.  Two 
cases  in  which  dicumarol  treatment  was  started  immediately  after 
amputation  showed  no  thromboembolic  complications. 

Complications:  Five  cases  developed  complications  from  an- 
ticoagulant therapy.  This  was  manifested  as  hematuria  in  four 
patients,  two  of  which  also  developed  vaginal  bleeding.  One  case 
of  hematuria  had  a previously  unsuspected  renal  calculus,  which 
may  have  contributed  to  the  bleeding.  Bleeding  usually  responded 
to  the  intravenous  administration  of  vitamin  K in  doses  of  48  to 
72  mg.  every  four  to  six  hours.  Fresh  blood  was  used  successfully 
in  two  cases  in  which  gross  hematuria  persisted  after  the  first 
three  or  four  doses  of  vitamin  K.  One  case  died  at  a time  when 
the  prothrombin  time  was  dangerously  elevated.  He  was  a hyper- 
tensive. 75-year  old  man,  who  had  undergone  an  amputation  of  a 
leg  for  obliterating  arteriosclerosis  twelve  days  before  death.  The 
mechanism  of  death  is  not  clearly  understood,  but  the  hypopro- 
thrombinemia  appears  to  have  been,  at  least,  partly  responsible. 

Three  patients  who  required  surgical  intervention  while  under 
the  full  anticoagulant  effect  of  dicumarol  received  75  mg.  doses  of 
vitamin  K intravenously  every  three  hours  for  two  or  three  doses, 
and  underwent  operation  without  excessive  bleeding. 

DISCUSSION 

It  seems  that  anticoagulant  therapy  influenced  favorably  the 
course  of  these  patients.  The  prevention  of  spread  of  a thrombus 
and  of  the  thromboembolic  complications  so  frequently  encountered 
in  these  diseases,  was  apparently  obtained  in  our  cases. 

The  danger  of  hemorrhage  during  anticoagulant  therapy  is 
shown  in  the  patients  who  developed  excessive  bleeding.  Despite 
careful  precautions,  dangerous  hypoiirothrombinemia  occurred  in 
several  cases  and  may  have  contributed  to  one  fatality. 

Additional  difficulties  were  encountered  in  the  determination 
of  the  daily  prothrombin  time  which  is  absolutely  necessary  for 
establishing  adequate  control  of  the  daily  dosage  of  dicumarol. 
Attention  has  recently  been  called  to  the  intrinsic  limitations  of 
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present-day  laboratory  techniques  for  prothrombin  estimation.'^  We 
have  followed  the  Quick-one-stage  technique  using  commercial  rab- 
bit lung  thromboplastin.  Although  the  method  has  been  easily 
mastered,  considerable  difficulty  has  been  encountered  with  the 
thromboplastin  preparations  available.  Daily  estimations  of  pro- 
thrombin time  in  undiluted  normal  plasma  serving  as  controls  have 
shown  variations  in  potency  of  thromboplastic  activity  even  among 
different  ampoules  within  the  same  lot.  Although  the  calculation  of 
prothrombin  activity  of  plasma  in  terms  of  percentage  of  normal 
is  considered  ideal  for  estimating  dicumarol  dosage,  we  are  at  pre- 
sent controlling  our  patients  on  the  basis  of  the  results  of  the 
prothrombin  time  test  expressed  in  seconds.  The  correct  calcula- 
tion of  percent  prothrombin  activity  of  plasma  requires  the  cons- 
truction of  prothrombin  activity  curves  of  serially  diluted  normal 
plasma.  These  curves  vary  with  different  thromboplastins  and  with 
differences  of  thromboplastic  potency.  With  thromboplastin  of 
standardized  activity,  one  curve  suffices  for  each  lot  of  thrombo- 
plastin. The  material  we  have  used  has  been  so  variable,  that  in- 
dividual prothrombin  activity  curves  would  have  been  needed  for 
almost  every  ampoule  of  thromboplastin.  In  order  to  insure  the 
use  of  potent  thromboplastin,  we  do  a normal  control  prothrombin 
time  on  each  ampoule  of  thromboplastin  and  we  discard  any  which 
causes  coagulation  of  normal  plasma  in  more  than  16  seconds.  The 
laboriousness  of  preparation  of  rabbit  brain  thromboplastin  and 
its  deterioration  under  local  storage  conditions  have  made  its  use 
impractical. 

On  the  basis  of  our  limited  experience,  we  believe  that  anti- 
coagulant therapy  is  well  within  the  means  of  any  well-organized 
hospital,  but  until  safer  agents  are  available,  it  would  be  best  to 
have  an  interested  physician  to  advise  on  the  daily  adjustment  of 
doses.  Since  treatment  of  the  fundamental  disease  process  is  of 
equal  importance  in  the  adequate  management  of  thromboembolic 
conditions,  close  co-operation  with  other  staff  members  is  essential. 
Similar  help  is  necessary  from  the  laboratory,  which  should  pro- 
vide reliable  and  prompt  determinations  of  the  prothrombin  and 
clotting  time.  Lastly,  the  immediate  treatment  of  complications 
should  minimize  their  danger.  With  proper  precautions,  the  patient 
can  safely  be  offered  the  benefit  of  one  of  the  most  significant 
therapeutic  advances  of  our  time. 

SUMMARY 

1.  The  clinical  results  in  28  patients  treated  with  dicumarol 
are  presented. 

2.  The  complications  encountered  in  anticoagulant  therapy 
are  emphasized. 
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3.  Some  of  the  technical  difficulties  encountered  locally  in 
the  determination  of  the  prothrombin  time  are  mentioned. 

4.  A plan  for  the  administration  of  anticoagulant  therapy 
in  local  hospitals  is  suggested. 
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JOSE  A.  GARCIA  Y GARCIA,  M.D.* 

Hydatid  mole  is  the  most  common  form  of  abnormal  chorionic 
growth.  It  is  a relatively  uncommon  disease  and  in  spite  of  this 
fact,  it  has  always  aroused  much  interest  because  of  certain  pe- 
culiarities in  its  clinical  and  pathological  behavior. 

Etiology: 

The  cause  of  hydatidiform  mole  is  not  known.  Vesicular  de- 
generation of  the  placenta  frequently  occurs  in  isolated  areas  and 
is  often  overlooked.  There  is  still  some  discussion  as  to  whether 
hydatidiform  mole  is  to  be  looked  upon  as  a degenerative  or  a neo- 
plastic lesion,  though  the  latter  seems  more  likely. 

The  incidence  given  varies  from  1:728  pregnancies  (Kronig) 
to  1:3,000  pregnancies  (Essen  Mohler).  At  the  San  Juan  City 
Hospital,  we  had  3 cases  in  the  year  1948  and  5 cases  in  1949  with 
an  approximate  incidence  of  1:1,000. 

No  age  in  the  childbearing  period  is  exempt.  Hydatidiform 
mole  has  been  found  in  a 14-year  old  as  well  as  in  a 55-year  old.  It 
is  particularly  frequent  in  the  3rd  and  4th  decades,  between  the 
ages  of  25  and  35.  It  is  more  common  in  multiparas  than  primi- 
paras.  All  our  cases  were  multiparas  ranging  from  18  to  39  years 
of  age. 

Syphilis,  tuberculosis,  anemias,  heart,  and  kidney  lesions  are 
said  to  predispose  to  the  development  of  the  vesicular  mole,  but 
of  this,  there  is  no  proof.  Two  of  our  cases  had  severe  anemia, 
one  had  had  a nephrectomy  for  a peri-renal  abscess,  one  had  a 4-f- 
Kahn  and  Wassermann,  and  another  had  hypertensive  cardiovas- 
cular disease. 

That  hydatidiform  mole  is  not  due  to  constitutional  disorders 
is  evidenced  by  the  occasional  finding  of  vesicles  in  one  of  the 
placentae  of  twin  pregnancies.  That  it  is  not  due  to  disease  of  the 
uterus  is  suggested  by  its  occurrence  in  ectopic  pregnancy.  Hence, 
it  is  probably  a disease  inherent  in  the  ovum.  As  Hertig  and  Ed- 
monds point  out,  a typical  hydatidiform  mole  is  derived  from  a 
true  pathologic  ovum  in  which  the  embryo  was  either  absent  or 
very  defective  from  the  beginning,  and  which  for  an  unknown 
reason,  failed  to  abort  at  the  usual  time. 

* Resident,  Obstetrics-Gynecology  Service,  Sa-n  Juan  City  Hospital,  San  Juan, 
Puerto  Rico. 
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Pathology : 

The  frankly  benign  hydatidiform  mole  is  characterized  micros- 
copically by  a well  preserved  villous  pattern,  by  edema  and  de- 
generation of  the  stroma,  by  scantiness  of  blood  vessels,  and  by 
a considerable  degree  of  trophoblastic  activity  with  no  evidence  of 
anaplastic  cell  changes,  no  tendency  to  penetrate  into  the  stroma, 
or  to  destructively  invade  the  uterine  tissues  which  characterize 
the  malignant  one. 

The  tendency  to  malignant  changes  in  hydatidiform  mole  is 
of  the  utmost  significance.  Opinion  varies  as  to  the  percentage  of 
moles  that  turn  malignant.  While  some,  like  Findley,  reported 
31.4 9^,  Novak  believes  it  is  nearer  to  1/t'  or  2%.  It  is  probable 
that  not  more  than  5%  of  hydatidiform  moles  become  malignant. 
However,  it  is  fair  to  assume  that  all  hydatid  moles  are  potentially 
malignant.  In  our  series,  one  case  developed  chorioepithelioma  with 
vaginal  metastases  before  passage  of  the  mole,  metastasis  to  the 
lungs  16  days  later,  and  to  the  brain  one  month  later.  The  patient 
died  42  days  after  expulsion  of  the  mole. 


Ovarian  changes: 

“In  at  least  some  cases  of  hydatidiform  moles  the  ovaries 
exhibit  an  interesting  change  in  the  form  of  a marked  polycystic 
enlargement  with  exaggerated  luteinization  of  thecal  and  granulo- 
sal  cells.  It  may  be  moderate  or  it  may  reach  enormous  proportions, 
the  masses  in  some  cases  being  described  as  of  the  size  of  a man’s 
head.’’  (Novak)  We  were  able  to  observe  these  ovarian  changes  in 
three  of  our  cases.  The  time  of  appearance  of  such  masses  seems  to 
vary,  and  in  some  cases,  they  have  not  appeared  until  after  evacua- 
tion of  the  mole.  In  one  of  our  cases,  the  cysts  were  palpable  (5  cms. 
in  diameter)  before  expulsion  of  the  mole;  and  in  the  other  two 
cases,  after  the  uterus  was  emptied.  In  one  of  them,  the  cysts  were 
palpable  two  days  after  the  passage  of  the  mole.  They  grew  for  ten 
days,  attaining  the  size  of  a large  grapefruit,  and  then  began  to 
regress.  They  were  still  palpable,  though  smaller  five  months  after 
their  appearance.  These  cysts  usually  regress  spontaneously. 

Clinical  history: 

The  clinical  history  is  very  characteristic.  Enlargement  of  the 
uterus  faster  than  is  consistent  with  normal  pregnancy  has  general- 
ly been  regarded  as  the  outstanding  sign  of  hydatid  mole.  The 
uterus  is  enlarged  out  of  proportion  to  the  period  of  gestation  even 
to  double  that  of  a normal  pregnant  uterus  of  a like  period.  At 
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twelve  weeks,  it  has  been  found  as  large  as  a full-term  pregnant 
Literus.  Essen  Mohler  reported  a case  in  which  the  uterus  reached 
the  epigastrium  at  the  end  of  the  second  month  of  gestation.  There 
are,  however,  numerous  exceptions  to  this,  as  large  masses  of  th.i 
molar  material  have  not  infrequently  been  expelled  before  the 
patient  comes  under  observation.  In  rare  instances,  there  is  no  en- 
iargement  of  the  uterus  beyond  the  estimated  period  of  gestation, 
and  cases  are  recorded  in  which  the  uterus  was  smaller  than  in 
normal  pregnancy. 

In  a series  of  426  moles  tabulated  by  Holman  and  Schirmer, 
the  uterus  was  reported  enlarged  in  only  36'/,  being  normal,  or 
smaller  than  normal,  for  the  duration  of  pregnancy  in  47'/.  In 
three  of  our  cases,  the  uterus  was  larger  than  the  size  correspond- 
ing to  the  period  of  amenorrhea.  In  four  cases,  it  was  smaller,  and 
in  one  case,  it  corresponded  to  the  period  of  amenorrhea.  Size  of 
of  the  uterus  depends  on  the  condition  of  the  mole.  Less  emphasis 
should  be  placed  on  excessive  uterine  enlargement  as  an  outstand- 
ing symptom. 

Symptoms: 

Hemorrhage  is  the  first  symptom  to  attract  the  attention  of 
the  patient.  It  appeared  as  the  first  symptom  in  all  our  cases.  It 
usually  occurred  in  the  2nd  and  3rd  month  of  pregnancy.  In  six 
cases,  it  was  slight  at  first,  only  spotting  for  a period  of  one  to 
three  months,  finally  to  become  frank  hemorrhage.  The  hemor- 
rhage is  caused  by  the  detachment  of  the  villi,  thereby  opening 
venous  sinuses.  Bleeding  may  become  of  sufficient  intensity  to 
produce  profound  anemia.  Death  from  acute  anemia  is  not  rare. 
All  of  our  cases  had  varying  degrees  of  anemia,  from  20%  to  69% 
Hgb. 

Some  patients  may  only  spot  occasionally  and  pass  the  mole 
without  much  blood  loss,  while  others  may  have  frank  hemorrhage. 
One  of  our  cases  bled  for  a few  hours  before  passage  of  the  mole, 
while  the  others  bled  from  one  day  to  three  months  prior  to  it. 
Block  reported  two  cases  in  which  there  was  no  bleeding  associated 
with  the  expulsion  of  the  mole. 

In  De  Lee’s  and  Greenhill’s  experience,  the  blood  has  been 
of  a lighter  red  than  normal  and  showed  less  tendency  to  clot.  In 
all  of  our  cases,  however,  the  blood  has  been  of  a dark  red  color 
and  accompanied  with  clots  of  various  sizes. 

Uterine  action  in  hydatidiform  mole  is  sluggish,  the  abortion 
sometimes  dragging  on  for  days,  and  contraction  and  retraction 
of  the  organ  unsatisfactory  once  it  is  emptied.  In  one  of  our  cases, 
the  uterus  had  to  be  packed  following  expulsion  of  the  mole;  and 
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in  another,  due  to  a relaxed  atonic  uterus,  there  was  profuse  bleed- 
ing, but  is  was  controlled  by  injecting  Pituitrin  directly  into  the 
cervix. 

Nausea  and  vomiting  are  more  excessive  as  a rule  in  hydatid 
mole  than  in  normal  pregnancy.  The  overdistention  of  the  uterus 
is  given  as  an  explanation.  However,  only  one  of  our  cases  com- 
plained of  nausea  and  vomiting. 

Pain  in  the  pelvis  and  back  is  a complaint  in  nearly  all  cases, 
but  seldom  occurs  in  the  absence  of  hemorrhage.  It  was  present  in 
all  of  our  cases,  being  more  severe  in  the  case  which  developed 
chorioepithelioma. 

Breus  observed  albuminuria  in  35%  of  his  cases.  It  occurs 
more  frequently  at  an  earlier  date  in  hydatidiform  mole  than  in 
normal  pregnancy.  Four  of  our  cases  showed  no  albuminuria;  and 
the  rest,  from  traces  to  two  plus.  The  most  malignant  of  them  had 
no  albumin  in  the  urine. 

Edema  also  occurs  as  an  early  and  frequent  sign  in  association 
with  mole.  It  was  present  in  two  of  our  cases  (2+  and  4-f ),  being 
absent  in  the  other  six  cases. 

Diagnosis: 

The  presence  of  bleeding  and  the  disproportionately  large  size 
of  the  uterus  should  always  lead  to  the  suspicion  of  hydatid  mole. 
Further  suspicion  is  justified  when,  in  the  presence  of  a uterus 
corresponding  to  a five  or  six  months  pregnancy,  the  fetal  heart 
cannot  be  heard  nor  the  fetal  parts  outlined,  and  the  patient  has 
noted  no  movement. 

Occasionally,  vesicles  may  be  extruded  with  the  blood  and  sel- 
dom may  the  mole  be  felt  through  the  cervix.  The  diagnosis  of  a 
hydatid  mole  can  be  established  with  certainty  only  by  the  passage 
of  the  mole.  The  culdoscope,  even  enthusiastic  workers  agree,  is  of 
no  help  in  the  diagnosis  of  this  condition. 

Indispensable  aids  at  present  are  the  quantitative  biological 
tests  of  pregnancy.  One  of  the  most  interesting  applications  of 
endocrinology  to  clinical  medicine  has  been  the  application  of  the 
Ascheim-Zondek  pregnancy  test  in  the  diagnosis  and  prognosis  of 
this  condition.  Rosaler,  in  1929,  appears  to  have  been  the  first  to 
apply  this  method  in  a quantitative  way,  in  the  differentiation  of 
this  disease  from  normal  pregnancy.  Now,  no  study  of  suspicious 
cases  is  complete  unless  it  includes  the  employment  of  the  biological 
aid.s  in  diagnosis. 

There  have  been  numerous  reports  as  to  the  value  of  this  diag- 
nostic i)lan,  but  in  the  past  few  years,  there  has  been  a growing 
lecognition  of  certain  limitations. 
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In  normal  pregnancies,  the  amount  of  gonadotropic  hormone 
varies  from  3,000  to  10,000  rat-units  per  liter,  while  in  hydatid 
moles  Ascheim  and  Zondek  have  found  200,000  rat-units.  A dead 
hydatid  mole,  without  living  connections  to  the  uterus,  may  not 
yield  a positive  A-Z  reaction.  It  is  also  necessary  to  rule  out  toxe- 
mia, because  Van  S.  Smith  and  Smith  found  large  amounts  of 
chorionic  gonadotropin  in  cases  of  toxemia.  Evans,  Kolh,  and 
Wonder  have  shown  that  in  normal  pregnancy  there  is  at  a period, 
quite  accurately  one  month  beyond  the  beginning  of  the  first  ex- 
pected but  missed  menstruation,  a sudden  peak  of  chorionic  hor- 
mone so  that  urinary  titre  may  show  larger  amounts  than  one  finds 
in  hydatidiform  mole  or  chorioepitheiioma.  Morever,  the  urinary 
hormone  in  the  latter  disease  has  often  been  found  much  lower 
than  the  200,000  mouse-units  per  liter  which  Zondek  considers 
diagnostic  of  hydatidiform  mole,  i^or  that  matter,  the  pregnancy 
test  may  be  entirely  negative  in  cases,  which  by  their  subsequent 
course,  prove  to  be  either  mole  or  chorioepitheiioma.  Benzadon  and 
Picena,  from  Buenos  Aires,  reported  such  a case  in  1942;  and 
Schught,  in  1947,  reported  a case  of  malignant  chorioepitheiioma 
of  the  uterus  with  pulmonary  metastasis  in  which  the  A-Z  reaction 
was  negative.  He  cites  ten  other  such  reports  of  negative  biologic 
tests.  Many  theories  have  been  advanced  to  explain  these  negative 
tests,  but  none  has  been  satisfactory. 

Zondek  lays  much  stress  upon  the  value  of  positive  tests  ob- 
tained from  the  cerebrospinal  fluid,  since  he  emphasizes  that  the 
luteinizing  gonadotropic  principle  is  never  found  in  the  spinal  fluid 
of  normally  pregnant  women.  However,  Hashimoto  has  reported 
positive  A-Z  reactions  in  five  cases  of  normal  pregnancies  using 
18-20  c.c.  of  cerebrospinal  fluid.  Recent  studies  by  Palmer  showed 
six  positive  reactions  in  the  cerebrospinal  fluid  among  42  normally 
pregnant  women.  The  Friedman  test  usually  becomes  negative 
within  two  months  after  passage  of  the  mole  if  chorioepitheiioma 
does  not  develop. 

From  what  has  been  said,  you  will  see  that  there  is  a lot  of 
controversy  regarding  the  value  of  the  biological  test  in  hydatid 
mole  and  chorioepitheiioma.  So  that,  while  it  often  throws  valuable 
light  upon  diagnostic  and  prognostic  problems,  it  may  lead  to  error 
unless  combined  with  thorough  clinical  and  pathological  study  of 
the  individual  case. 

In  five  of  our  cases,  the  diagnosis  of  hydatid  mole  was  made 
correctly,  while  the  other  three  were  diagnosed  as  threatened  or 
missed  abortions. 
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Treatment : 

As  soon  as  the  diagnosis  is  made,  no  time  should  be  lost  in  emp- 
tying the  uterus.  This  should  be  followed  by  careful  postoperative 
supervision,  because  of  the  possibility  of  later  chorioepithelioma. 

According  to  Holman  and  Schirmer,  curettage  is  preferable 
to  hysterotomy  in  the  treatment  of  hydatidiform  mole.  Novak 
agrees  that  hysterotomy  is  hardly  justifiable  in  the  ordinary  type 
of  hydatidiform  mole. 

According  to  Davis,  evacuation  of  the  uterus  should  be  done 
preferably  by  the  finger  and  under  general  anesthesia.  The  curette 
should  never  be  employed  for  fear  of  rupturing  the  uterus  whose 
wall,  overstretched  and  weakened  by  the  invasive  growth,  may 
yield  easily  to  light  pressure.  De  Lee  believes,  on  the  other  hand, 
that  the  fingers  also  may  perforate  the  uterus  and  are  less  effective 
than  the  curette. 

Five  of  our  cases  passed  the  mole  spontaneously.  In  three 
cases,  the  cervix  had  to  be  packed  tightly.  In  the  latter  cases,  the 
mole  was  passed  in  from  12  to  48  hours  after  cervical  tamponade. 
All  of  our  cases  had  curettage  performed  after  passage  of  the 
mole.  An  injection  of  posterior  pituitary  extract  was  given  prior  to 
the  curetting  to  harden  the  uterine  wall  and  lessen  the  danger  of 
perforation.  In  all  cases  we  used  the  sharp  curette  without  lament- 
able results. 

Three  of  our  cases  needed  whole  blood  transfusion. 

A1  metastatic  growths  occurring  in  the  walls  of  the  vagina 
and  elsewhere  should  be  removed,  whenever  possible,  and  without 
delay.  One  of  our  cases  had  such  lesions  in  the  vagina  on  admission 
and  biopsy  of  the  lesion  showed  it  to  be  choriocarcinoma.  It  was  too 
late!  However,  if  this  is  hydatid  tissue,  and  after  examination  of 
the  uterine  scrapings,  no  proliferating  chorionic  elements  are  found 
there  is  no  need  for  removing  the  uterus.  Such  cases  have  recovered 
completely  without  loss  of  the  uterus.  In  none  of  our  cases  was 
hysterotomy  or  hysterectomy  performed.  Removal  of  the  uterus 
in  all  cases  of  hydatid  mole  seems  too  radical  and  is  not  recom- 
mended. However,  after  the  age  of  45,  hydatid  mole  is  treated 
by  hysterectomy  since  its  occurrence,  after  40,  is  more  likely  to 
be  followed  by  choriocarcinoma. 

17 /V  of  the  cases  reported  by  Holman  and  Schirmer  became 
pregnant  again  and  delivered  normal,  full-term  infants.  Two  of  our 
cases  became  pregnant  again,  four  and  seven  months  respectively, 
after  passage  of  a hydatidiform  mole. 
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ELOISA  MUÑOZ  DONES,  M.D.* 

Cretinism  is  hypothyroidism,  due  to  insufficiency  of  the  thy- 
roid inland,  in  children.  Only  the  sporadic  form  of  cretinism  will 
be  covered  in  this  pajier. 

In  the  etiology,  heredity  is  seldom  considered  a factor.  The 
thyroid  insufficiency  may  be  due  to  maldevelopment  of  the  thyroid 
gland,  or  to  atrophic  changes  in  the  fetal  gland.  These  changes 
sometimes  are  the  result  of  an  acute  thyroiditis,  secondary  to  an 
infectious  disease  in  the  mother,  during  pregnancy. 

Clinically,  the  condition  is  recognized  by  the  marked  retar- 
dation of  growth,  and  in  mental  and  sexual  characteristics.  The 
cretin  is  a dwarf  with  short  limbs  as  compared  to  the  trunk.  The 
face  is  coarse  and  puffy;  the  skin  is  pasty,  cold  and  sallow;  the 
hair  dry ; and  the  tongue  broad,  large  and  thick.  The  neck  appears 
short  and  thick,  due  to  the  myxedematous  deposits  above  the  cla- 
vicles. The  fingers  tend  to  be  broad  and  square  at  the  tips. 

Cretinism  has  to  be  differentiated  from  Mongolian  Idiocy 
— the  latter  condition  is  characterized  by  the  slanting  of  the  eyes 
and  the  smallness  of  the  orbits.  There  is  no  retardation  in  bone  age. 
The  effect  of  thyroid  treatment  will  be  decisive  in  cretinism,  while 
in  mongolism,  only  some  acceleration  of  growth  and  slight  stimula- 
tion of  alertness  will  be  produced. 

There  are  various  laboratory  procedures  that  aid  in  the  diag- 
nosis of  the  condition: 

(1)  X-Ray:  — X-Ray  of  the  long  bones  showing  late  appear- 
ance of  the  centers  and  delayed  fusion  (Plate  No.  1)  of  epiphysis 
with  epiphyseal  dysgenesis.  Epiphyseal  dysgenesis  is  apparently 
characteristic  of  hypothyroidism,  showing  stippled,  mottled  or 
fragmented  appearance  of  the  osseous  centers.  (Plates  No.  2a  and 
No.  2b). 

(2)  Basal  Metabolism  Test:  — This  is  not  of  great  value  be- 
cause of  lack  of  co-operation  by  the  patient,  and  unreliable  normal 
standards  for  children. 

(3)  Blood  cholesterol  level  — The  value  varies  with  the  diet. 

(4)  Urinary  excretion  of  creatine  — This  is  difficult  to  deter- 
mine, because  it  requires  a 24-hour  specimen. 

(5)  Serum  precipitable  iodine  — Usually  low,  less  than  5.5 
gamma.  It  is  difficult  to  determine  in  babies,  because  at  least  25  c.c. 
of  blood  is  needed. 

(6)  Serum  alkaline  phosphatase  — Low,  less  than  4.5  Bo- 
dansky  units. 

* Resident,  Pediatric  Service.  San  Juan  City  Hospital,  San  Juan,  P.  R. 
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PLATE  NO.  1 


PLATE  NO.  2-1} 


PLATE  NO.  2-A 


Note  late  appearance  of  the  epiphyseal  centers  and  the  delayed  fusion. 

(Case  No.  1) 
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Cretinism  is  treated  with  dessicated  thyroid.  The  success  of 
treatment  depends  on  early  diagnosis  and  the  prompt,  prolonged, 
substitution  therapy. 

If  the  condition  is  recognized  in  early  life,  and  the  thyroid 
treatment  is  started  and  maintained  throughout  life,  the  chance 
of  proper  development  is  fair.  According  to  Means,  the  daily 
dosage  varies  with  the  age,  that  is:  2-4  mos.,  0.1  gr. ; 4-8  mos., 
1/5  gr. ; 8-12  mos.,  1/4  gr. ; 12-24  mos.,  1 2 - 3 4 gr.,  2-4  yrs.,  1 2 - 
1 1/2  gr. ; 4-12  yrs.,  1-3  gr. 

The  maximum  effect  of  a single  dose  is  obtained  in  4-6  days. 
The  effect  of  a daily  dose  is  cumulative,  and  the  response  reaches 
the  maximum  in  two  weeks. 

Wilkins  is  of  the  opinion  that  in  order  for  the  cretin  to  catch 
up  with  his  lost  years,  a state  of  hyperthyroidism  has  to  be  pro- 
duced. This  requires  a dose  of  2-3  grs.  of  the  thyroid  extract  per 
day,  irrespective  of  age.  Usually  he  gives  sufficient  to  keep  the 
patient  just  below  the  toxic  level. 

As  to  prognosis,  the  effect  on  height  and  the  mental  deteriora- 
tion occurring  during  the  period  of  insufficiency  cannot  be  balanced, 
but  development  may  advance  normally  after  treatment  is  insti- 
tuted. If  treatment  is  begun  late,  mental  development  may  remain 
permanently  below  normal.  Nervous  disorders,  such  as  stuttering, 
speech  defect,  tremor,  or  spasticity,  are  rarely  overcome.  Hearing 
may  be  improved.  The  defect  in  sex  development  is  corrected  and 
puberty  occurs  at  normal  age. 

Case  No.  1 

C.  L.  M.  (No.  38,418)  a 10-year  old  white  female  was  admitted 
to  the  San  Juan  City  Hospital  on  July  13,  1949.  (Plates  No.  3 
& No.  4).  She  was  referred  from  the  Out-Patient  Department 
because  of  round  face,  periorbital  edema,  short  neck,  and  evidence 
cf  mental  and  physical  retardation.  She  was  the  third  of  a family 
of  four.  The  rest  of  the  siblings  were  all  normal,  mentally  and 
physically.  Since  birth,  she  had  shown  evidence  of  flaccidity  of 
the  extremities,  and  puffiness  of  the  face.  Developmental  history 
revealed  that  she  had  not  smiled  at  the  age  of  six  months.  Up  to 
the  age  of  one  year,  she  could  not  hold  the  head  erect;  she  sat 
up  at  one  and  a half  years  of  age.  Until  admission,  she  had  not 
been  able  to  stand  unassisted,  or  to  walk.  Speech  consisted  only 
of  monosyllabic  words;  she  wore  an  idiotic  smile;  and  the  only 
motor  activity  was  crawling  on  the  floor.  Dentition  started  at  the 
age  of  10  months,  with  long  intervals  between  successive  eruptions 
of  teeth.  At  the  age  of  10,  no  permanent  teeth  were  present.  She 
had  had  no  bladder  or  bowel  training,  being  habitually  constipated. 
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On  physical  examination,  we  found  a typical  cretin,  with 
B.  P.  80  50,  pulse  70  min.,  subnormal  temperature,  and  height  of 
35  inches  corresponding  to  a 3-year  old.  It  was  remarkable  to  note 
the  absence  of  permanent  teeth,  the  distended  abdomen  with  a full 
colon,  and  the  short  extremities. 

About  a week  after  admission,  treatment  with  thyroid  was 
started,  beginning  with  12  gr.  per  day,  and  increasing  gradually, 
at  intervals  of  10-11  days,  to  the  maximum  dose  of  3 grs.  per  day. 
This  was  increased  to  4 grs.  per  day  for  one  month,  and  then 
reduced  to  3 grs.  during  the  last  week  prior  to  the  presentation  of 
this  case. 

Improvement  was  observed  in  relation  to  skin,  growth  of  nails, 
appearance  of  permanent  teeth,  and  an  increase  in  height  of  2 1/  2 
inches.  Blood  Pressure  rose  from  80  50  to  112  80,  and  the  pulse 
from  70/'min.  to  96  min. 

The  laboratory  studies  in  this  case  revealed  findings  of : a high 
blood  cholesterol  and  a low  alkaline  phosphatase  (Table  No,  1)  ; 
the  X-Rays  of  the  long  bones  indicated  an  age  corresponding  to 
less  than  three  months,  with  delayed  appearance  of  centers  of  os- 
sification; the  electrocardiogram  showed  low  T-waves,  which  be- 
came normal  after  treatment. 

The  mental  ability  test  revealed  a mental  age  of  2 1/2  years. 


Table  No.  1 

CASE  I.  C.L.M.  No.  38,418 


10  YEARS  FEMALE 

Before 

Treatment 

After  Treatment 

7/8 

8/16  8/20  8 30 

Blood  Cholesterol 

206 

142 

Alkaline  Phosphatase 

2.4 

3.4  3.5 

W.  B.  C. 

11,450 

R.  B.  C. 

.3,470,000 

Hg. 

64% 

60%  . 78% 

Treatment  Started  7/22/49 
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Case  No.  2 

A.  P.  (No.  35,085)  a 7 months  old  white  male  was  admitted 
on  January  29,  1949,  with  history  of  anemia  and  noisy  breathing 
since  birth.  He  had  been  suffering  constantly  with  constipation; 
ilevelopment  had  been  poor,  and  the  skin  had  a yellow  tinge.  The 
infant  had  typical  cretin  facies,  with  large  thick  tongue  and  coarse 
dry  skin.  He  demonstrated  mental  and  physical  retardation,  and 
had  an  incidental  umbilical  hernia.  (Plates  No.  5 & No.  6) 

Pertinent  laboratory  studies  in  this  case  revealed  the  following: 
a high  blood  cholesterol  (Table  No.  2)  ; X-Rays  of  the  long  bones 
showed  dela.ved  appearance  of  centers  of  ossification ; X-Rays  of 
the  skull  revealed  normal  measurements  of  the  sella  turcica. 

A week  after  admission,  treatment  was  started.  Two  months 
later  an  increase  of  two  inches  was  observed.  He  stayed  in  the 
hospital  for  3 1/2  months  receiving  1 4 gr.  thyroid  extract  daily. 
After  treatment  was  started,  it  was  noted  that  the  infant  was 
more  alert  and  active.  He  was  discharged  on  1/4  gr.  daily.  He  was 
re-admitted  about  112  months  later  with  a large  tongue  and 
story  of  dysphagia.  Therapy  was  regulated  to  maximum  dose  of 
1 1/2  grs.  daily.  For  the  past  week,  he  had  been  receiving  two 
grains  per  day.  Since  this  second  admission,  he  has  increased  2 1,  2 
inches  in  height.  Still  there  is  very  little  improvement  in  motor 
activity.  He  has  been  smiling  for  the  past  two  months,  but  he 
does  not  turn  on  the  bed,  nor  has  he  cut  teeth  as  yet.  After  dis- 
charge from  the  hospital,  he  was  seen  at  the  follow-up  clinic.  During 
the  first  week  of  January  1950  the  child  started  to  cut  the  teeth, 
the  two  lower  central  incisors  appearing  first  and,  a week  later, 
the  upper  central  incisors. 

Table  No.  2 
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PLATE  NO.  3 PLATE  NO.  4 

CASE  NO.  I.  C.L.M.  10-year  old  white  female. 


PLATE  NO.  5 PLATE  NO.  6 

CASE  NO.  II.  A.P.  7-month  old  white  male. 
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SUMMARY  AND  CONCLUSION 


In  the  older  case,  the  10  1/  2 year  old  girl,  the  mental  develop- 
ment has  been  arrested  permanently.  The  motor  development  is 
very  slow.  At  this  age  she  is  still  unable  to  walk  without  as- 
sistance. 

In  the  younger  case,  in  whom  the  diagnosis  was  made  earlier 
and  treatment  was  instituted  earlier,  the  changes  noticed  have 
been  more  dramatic.  Especially  the  facies  have  changed  markedly, 
the  typical  cretin  facies  have  disappeared.  The  size  of  the  tongue 
has  decreased  considerably.  The  skin  is  moist  and  soft,  with 
normal  healthy  coloration.  The  infant  looks  alert  and  teething 
has  begun.  The  motor  development  is  still  slow  for  his  age. 

The  earlier  the  treatment  is  started,  the  greater  the  chances 
of  having  a more  normal  development ; but  the  mental  deterioration 
which  occurs  before  the  therapy  is  instituted  will  not  be  altered. 
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AN  UNUSUAL  PORTAL  OF  ENTRY  FOR  THE  CLOSTRIDIUM 
TETANI:  A Draining  Ear 


CESAR  ROSA  FEBLES,  M.D.* 

EMILIO  RAMIREZ,  M.D.* 

GUILLERMO  ARMAIZ,  M.D.* 
and 

MERCEDES  V.  TORREGROSA,  PH.D.** 

A 19-year  old  mulatto  male  was  admitted  to  the  hospital 
complaining  of  trismus,  and  pain  in  the  left  ear.  He  said  that,  18 
days  before  onset  of  present  complaints,  he  fell  down  and  the  left 
side  of  his  face  was  struck  by  a piece  of  furniture.  Two  days  later 
he  began  to  have  a discharge  from  the  left  ear,  black  at  first,  but 
purulent  a few  days  later.  Five  days  before  admission,  he  had 
difficulty  on  swallowing  and  throbbing  pain  in  the  left  ear,  together 
with  trismus. 

The  patient  enjoyed  excellent  general  health  until  onset  of 
present  illness.  In  childhood,  he  had  chicken  pox.  He  denied  any 
operation  or  serious  illness. 

The  father,  2 brothers,  and  a sister  died  of  tuberculosis. 
Physical  Examination: 

Temperature  98®F.,  Pulse  100,  Blood  Pressure  120/72,  Weight 
104  lbs.  Respiration  22. 

The  patient  was  a well-developed,  fairly  well-nourished,  mulat- 
to male,  lying  flat  in  bed,  but  not  acutely  ill.  He  was  alert  and 
co-operative. 

The  pupils  were  equal  and  reacted  normally.  Extraocular 
movements  were  performed  well.  Conjunctivae  were  clear.  Left 
ear  showed  a purulent  discharge,  the  ear  drum  was  swollen  and 
questionably  perforated.  The  right  ear  and  nose  showed  no  abnor- 
mality. The  mouth  could  not  be  examined  because  of  the  presence 
of  marked  trismus.  There  was  a slight  pain  on  movement  of  the 
neck. 

The  lungs  were  resonant  and  breath  sounds  were  normal.  The 
heart  was  not  enlarged ; heart  sounds  were  normal  in  rate,  rhythm, 
and  quality.  No  nurmurs  were  heard.  There  was  spasticity  of 
the  upper  abdominal  muscles  together  with  some  soreness  on 
palpation.  The  liver  and  spleen  were  not  palpable.  Genitalia  were 
essentially  negative.  On  rectal  examination  there  was  no  evidence 
of  hemorrhoids,  and  there  was  good  sphincter  tone  present.  There 
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were  hyperactive  knee  jerks.  The  extremities  were  essentially 
negative. 

Laboratory  Findings: 

Rbc  5,380,000;  Hgb.  108  7^’  Wbc  9,700,  Lymphs  28,  Eosinophils 
6,  Segs.  66.  Urinalysis — negative;  Serologic  test  for  syphilis — 
negative;  Feces — Necator  and  Trichuris. 

X-Ray  of  the  left  mastoid  showed  opacity,  with  loss  of  cel- 
lular detail.  Conclusion:  Mastoiditis. 

Two  days  after  admission,  he  developed  marked  spasticity  of 
abdominal  muscles,  tight  sensation  in  the  chest,  and  definite  nuchal 
rigidity.  Discharge  from  the  left  ear  was  cultured,  and  immediate 
antitetanic  treatment  started. 

Treatment  consisted  of  crystalline  Penicillin  30,000  units 
intramuscularly  every  three  hours.  Tetanus  Antitoxin  100,000  units 
intravenously,  100,090  units  intramuscularly  and  20,009  intra- 
muscularly daily  for  three  days. 

Nine  days  after  therapy  was  begun,  the  abdominal  rigidity 
and  the  nuchal  rigidity  disappeared.  Culture  was  reported  positive 
for  Clostridium  tetani.  The  culture  was  repeated  after  therapy  was 
started,  and  it  became  negative.  The  patient  remained  in  the  hos- 
pital for  23  days,  and  was  discharged  symptomless. 

This  case  is  presented  to  illustrate  a rare  portal  of  entry  for 
the  tetanus  bacillus. 


PLACENTA  PREVIA  AND  ABRUPTIO  PLACENTA 


MIGUEL  S.  DALMAU,  M.D.* 

JOSE  DIAZ  CARAZO,  M.D.** 

It  has  been  generally  accepted  that  the  incidence  of  Placenta 
Previa  is  much  higher  than  that  of  premature  separation  of  the 
normally  implanted  placenta.  There  is  a great  discrepancy  in  the 
figures  given  in  the  medical  literature  but,  in  general,  the  ratio  of 
placenta  previa  to  abruptio  placenta  is  about  tv/o  to  one  (2:1), 
During  the  last  few  years,  experience  in  our  Service  seemed  to 
show  a marked  preponderance  of  abruptio  placenta  over  placenta 
previa.  Last  year  our  Service  decided  to  collect  data  throughout  the 
year  in  order  to  pre.sent  facts  and  figures  at  this  Annual  Meeting 
of  the  Puerto  Rico  Medical  Association.  It  was  suspected  that  a 
higher  incidence  of  toxemias  of  pregnancy  among  our  charity 
patients  was  responsible  for  the  marked  frequency  of  abruptio 
placenta,  but  the  evidence  accumulated  so  far  is  not  enough  to 
prove  it. 

During  the  first  eleven  months  of  the  year  1949,  there  were 
3,547  deliveries  in  our  Service.  The  diagnosis  of  premature  sepa- 
ration of  the  normally  implanted  placenta  was  made  in  47  cases ; 
that  of  placenta  previa,  in  17  cases,  including  three  cases  of  low 
implantation  of  the  placenta.  The  diagnosis  of  abruptio  placenta 
was  made  in  m.ost  cases  prior  to  delivery,  and  was  always  confirmed 
by  careful  examination  of  the  placenta,  and  the  usual  finding  of 
retro-placental  clots  wdth  compression  of  tissues  at  the  maternal 
side.  Whenever  placenta  previa  was  suspected,  a sterile  vaginal 
examination  was  performed  with  an  operating  team  ready  for 
delivery  by  Cesarean  section.  Whole  blood  or  human  plasma  was 
always  available  to  prevent  or  treat  shock,  due  to  blood  loss.  The 
only  fatality  in  this  series  occurred  in  a case  of  placenta  previa  who 
went  into  irreversible  shock  and  failed  to  respond  even  after 
transfusion  with  one  liter  of  whole  blood  and  one  liter  of  human 
plasma. 

In  general,  the  treatment  used  was  conservative  and  the 
results  quite  satisfactory,  considering  the  type  of  patients  being 
dealt  with.  About  50%  of  the  patients  had  no  prenatal  care  what- 
soever, and  many  were  suffering  from  secondary  anemia  prior 
to  the  onset  of  the  bleeding.  Many  were  undernourished  due  to 
unbalanced  diet  and  other  factors.  Many  cases  arrived  in  critical 
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condition;  for  example,  one  case  of  abruptio  placenta  from  a dis- 
tant town,  with  a ruptured  Couvelaire’s  uterus  required  heroic 
treatment.  The  fatal  case  of  placenta  previa  had  repeated  episodes 
of  post-coital  vaginal  bleeding  for  two  weeks  before  coming  to  the 
hospital  with  the  final  episode. 

ABRUPTIO  PLACENTA 

Incidence:  47  cases  in  3,547  deliveries;  1 case  in  75  deliveries. 
Classification:  Partial  33,  70. 27^" ; complete  12,  25.57c;  unclassified 
2,  4.37. 

Etiology:  Trauma:  One  case  fell  down  the  steps  and  started 
to  bleed  immediately;  the  other  had  repeated  attempts  at  external 
cephalic  version  during  her  prenatal  care.  Incidence  4.257(  • Poly- 
hydramnios: one  case,  incidence  2.137^^.  Toxemia:  15  cases,  in- 
cidence 31.77-  Multiple  pregnancies:  2 cases,  incidence  4.25%. 
Age:  Average,  24.3  years;  oldest,  40  years;  youngest,  18  years. 
Parity:  Average,  1.7  children.  There  were  10  primigrávidas,  or  an 
incidence  of  21.37  - Period  of  gestation:  Average  253  days.  Weight 
of  Baby:  Average  4 11/16  lbs.,  high  8 lbs.,  low  1 4/16  lbs. 

External  Bleeding:  Present,  30  cases,  incidence  63. 8 7»;  none, 
17  cases,  incidence  36.27. 

Prenatal  Care:  Our  clinic,  16  cases;  Public  Health,  11  cases; 
No  care,  20  cases. 

Operative  Intervention:  Sterile  vaginal  examination,  9 cases; 
Amniorrhexis,  9 cases;  Version  and  extraction,  2 cases;  Willett 
Forceps,  1 case;  None,  36  cases. 

Transfusion:  Whole  blood,  18  patients,  average  680  c.c.  per 
patient;  Human  plasma,  5 patients,  average  437  c.c.  par  patient. 
Maternal  Mortality:  None. 

Fetal  Mortality:  Living,  25;  Stillborn,  24.  There  were  2 sets 
of  twins. 

Accidents:  One  rupture  of  the  uterus. 

PLACENTA  PREVIA 

Incidence:  17  cases  in  3,547  deliveries;  1 case  in  204  deliveries. 
Excluding  three  cases  of  low  implantation  of  the  placenta,  the 
corrected  incidence  was  1 case  in  253  deliveries.  Classification: 
Central,  4 cases,  23.5%  ; Marginal,  5 cases,  29.417  ; Lateral,  2 cases, 
11.77%;  Low  implanted,  3 cases,  17.7 7^  ; Unclassified,  3 cases. 

Etiology:  Age:  Average,  29  years;  oldest,  42  years;  youngest, 
19  years.  Parity:  Average,  5.3  children.  There  were  2 primigrá- 
vidas, incidence  11.77%.  Period  of  gestation:  Average,  238  days. 
Weight  of  Baby:  Average,  4 12/16  lbs.,  high,  8 lbs.,  low,  1 10/16  lbs. 

External  Bleeding:  One  episode,  8 cases,  incidence  47. 17^; 
repeated  episodes,  9 cases,  incidence  52.9%. 

Prenatal  Care:  Of  the  17  cases,  only  5 received  prenatal  care. 
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Opemtive  Intervention:  Sterile  vaginal  examinations,  12; 

Classic  Cesarean  section,  6 ; Low  cervical  section,  6 ; Hysterotomy, 

1;  Amniorrhexis,  1;  Version  and  extraction,  1;  Delivered  from 

below,  3. 

Transfusion:  Whole  blood,  9 patients,  average  750  c.c.  per 

patient;  human  plasma,  2 patients,  average  500  c.c.  per  patient. 
Maternal  Mortality:  One,  or  5.88%. 

Fetal  Mortality:  Living,  14;  Stillborn,  3. 

SUMMARY  AND  CONCLUSIONS: 

1.  The  incidence  of  premature  separation  of  the  normally  im- 
planted placenta  in  our  Service  is  higher  than  that  of  placenta 
previa. 

2.  There  is  a high  incidence  of  abruptio  placenta  among  primi- 
grávidas, 21.3%. 

3.  Abruptio  placenta  seems  to  occur  later  in  pregnancy  than  pla- 
centa previa ; however,  the  average  weight  of  the  fetus  has  been 
about  the  same. 

4.  Conservative  treatment  is  advocated.  For  placenta  previa. 
Cesarean  section  is  the  procedure  of  choice;  in  abruptio  pla- 
centa, amniorrhexis  and  spontaneous  vaginal  delivery.  Ade- 
quate amounts  of  whole  blood  and  human  plasma  should  be 
available  to  prevent  and  treat  shock. 

5.  Fetal  mortality  is  high  in  cases  of  abruptio  placenta,  almost 
50%.  Immediate  prognosis  seems  to  be  better  for  cases  of 
placenta  previa;  however,  many  of  the  fetuses  are  premature 
and  do  not  survive. 

6.  If  adequately  treated,  prognosis  for  the  mother  is  good  in  both 
placenta  previa  and  abruptio  placenta. 

7.  Toxemia  of  pregnancy  was  present  in  31.7%  of  the  cases  of 
premature  separation  of  the  placenta. 
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RHEUMATOID  ARTHRITIS  WITH  HEPATO-SPLENOMEGALY 

Case  Report 

GUILLERMO  R.  ARMAIZ,  M.D.* 

CESAR  ROSA-FEBLE3,  M.D.* 

R.  S.  DIAZ-RIVERA,  M.D.,  F.A.C.P.** 

This  18-year  old  white  male  has  had  swelling  and  pain  of  wrist 
and  ankle  joints,  on  and  off,  since  the  age  of  two.  His  growth  and 
development  have  been  poor.  Throughout  the  years  he  has  had 
progressive  deformity  of  the  wrists,  elbows,  knees,  ankles  and 
nterphalangeal  joints.  No  redness  or  increased  heat  have  been 
noticed  over  involved  joints.  There  is  no  history  as  to  relapses, 
exacerbations,  foci  of  infection,  mental  or  physical  development. 

Past  Medical  History:  is  not  remarkable  except  he  had  re- 
peated knee  joint  aspirations  in  1942  and  1945  at  the  Arecibo  Dis- 
trict Hospital. 

Family  History:  essentially  negative. 

Physical  Examination:  the  most  interesting  findings  are  mar- 
ked underdevelopment,  and  “old  man  appearance”,  and  infantilism. 

Head:  prominent,  especially  in  its  antero-posterior  diameter. 

Teeth:  normal  alignment. 

Chest:  signs  and  findings  of  right  lobar  pneumonia. 

Heart:  soft  grade  H systolic  murmur  at  apex.  B.  P.  118  70. 

Abdomen:  prominent  abdominal  veins;  moderate  ascites;  liver 
felt  five  fingers  below  the  right  costal  border,  with  smooth  edge; 
splenic  enlargement  three  fingers  below  the  left  costal  border. 

Genitalia:  infantilism,  no  pubic  hair,  undescended  right  test- 
icle. 

Extremities:  extreme  muscle  wasting  and  atrophy;  hyper- 
trophy of  wrists,  elbows,  ankles,  and  interphalangeal  joints;  mas- 
sive effusion  of  both  knee  joints;  marked  lateral  deviation  of  all 
toes. 

Laboratory  investigation  has  shown: 

Rbc  — 3,950,000  Hgb.  72^0 

Blood  serology  and  urinalysis  — negative 

Stool  examination  — negative  for  schistosoma,  trichuris 

Sedimentation  rate  — 30  mm.  in  1 hour 

Liver  Function  tests:  Icteric  index  — 6.2  U 
Van  den  Bergh  — Biphasic  reaction 
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Photographs  of  case  of  rheumatoid  arthritis  with  hepato-spleiiomegaly.  Note  the  underdevelopment,  characteristic 
joint  deformities,  abdominal  prominence,  and  wasting.  (A.V.,  Hosp,  No.  29,440) 
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Hanger  test  — negative 
Alkaline  Phosphatase  — 2.95  Bodansky  units 
Serum  proteins  — Albumen  2.76  gm.,  globulin  4.50  gm. 
Bromosulphthalein  test  — retention  45  minutes  after  in- 

jection 

Congo  Red  Test  — normal 
Blood  sugar  — 100  mgs. 

Blood  N.  P.  N.  — 33.6  mgs. 

Blood  calcium  — 11  mgs. 

Blood  phosphorous  — 5.7  mgs. 

Bleeding  and  clotting  times  — normal 

Platelets  — 226,000 

Sputum  for  acid  fast  — negative,  4x 

X-Ray  of  long  bones:  Show  marked  osteoporosis  and  overconstric- 
tion in  every  instance.  The  metaphyses  have  a ground  glass  ap- 
pearance. There  is  thinning  of  the  cortices  and  narrowing  of  medul- 
lary cavities. 

Liver  Biopsy:  Portal  cirrhosis  of  liver. 

This  patient  is  presented  as  a case  of  Rheumatoid  Arthritis 
with  Hepatosplenomegaly. 


THE  SURGICAL  TREATMENT  OF  PERFORATED 
PEPTIC  ULCER 


GUMERSINDO  BLANCO,  M.D.* 

Perhaps  the  most  dramatic  of  the  complications  of  peptic  ulcer, 
and  certainly,  one  that  has  been  considered,  up  to  now,  as  man- 
datory indication  for  operative  treatment,  is  perforation. 

Its  sudden  onset,  severity  of  symptoms,  and,  in  the  majority 
of  cases,  clear  cut  clinical  picture,  make  its  diagnosis  a relatively 
easy  matter.  Even  in  those  cases,  where  the  pathognomonic  signs 
are  absent;  the  patient’s  abdomen  presents  an  appearance  com- 
monly described  as  “surgical”,  or  “acute”,  so  that  operative  inter- 
vention, whether  for  the  correct  or  incorrect  preoperative  diagnosis, 
is  prompt. 

This  principle  of  prompt  intervention,  has  been  the  governing 
one  for  more  than  40  years,  and  would  lead  one  to  believe,  in  view 
of  the  few  basic  changes  in  the  technique  of  gastrorraphy  that 
have  evolved  during  that  time,  that  little  if  any  reduction  in  the 
mortality  and  morbidity  of  this  disease  would  have  been  observed 
in  this  period.  Fortunately  this  is  not  so.  A steady  reduction 
in  the  fatal  outcome  of  perforation  has  been  effected  and  most 
significant  advances  have  been  made  in  the  past  10  years. 

In  the  last  2 issues  of  Surgery  for  1940  Dr.  Michael  de  Bakey 
published  an  exhaustive  review  of  the  literature  on  perforated 
peptic  ulcer  covering  20,000  cases  operated  upon  in  the  previous 
decade.  In  his  article  he  bemoaned  the  lack  of  progress  in  the 
successful  treatment  of  this  condition  and  stated:  “whereas  in  the 
first  3 decades  of  the  present  century  the  mortality  decreased 
considerably,  during  the  past  decade  (i.  e.  1930-1940)  it  has 
diminished  very  slightly.  Thus  in  a collected  series  of  2,140  cases 
reported  in  1930,  mortality  was  26.1%.  In  a second  one  of  2,746 
cases  reported  in  1939  mortality  was  23.7%  — this  is  indeed  a poor 
reflection  of  the  numerous  improvements  in  diagnostic  methods, 
pre  and  post-operative  management,  anesthesia  and  surgical  tech- 
nique.” 

Compare  this  view  to  the  one  expressed  by  Dr.  Lament  Baritell 
in  an  article  in  the  same  journal  7 yrs.  later  in  which  he  stated 
that  “almost  no  patient  with  a perforated  peptic  ulcer  should  die 
if  he  is  seen  before  he  becomes  moribund.”  In  this  article  Dr. 
Baritell  went  on  to  present  a series  of  88  consecutive  cases  of 
spontaneous  gastric  perforation  due  to  ulcer,  with  but  one  death — 
a mortality  of  1.1%. 

* Resident,  SurgicS'I  Service,  San  Juan  City  Hospital.  San  Juan,  P.  R. 
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In  a span  of  7 years  a factor  (or  factors)  were  introduced 
which  caused  this  tremendous  reduction  in  mortality.  It  is  no 
surprise  here  as  well  as  in  many  other  branches  of  surgery  or 
internal  medicine  to  realize  that  this  new  factor  was  the  adequate 
and  widespread  use  of  the  antibiotics.  They  have  robbed  the 
bacterial  peritonitis,  that  killed  most  of  these  patients,  of  many 
of  its  lethal  attributes.  They  have  furnished  particularly  potent 
weapons  against  the  pulmonary  complications  that  constituted  the 
2nd.  most  important  factor  in  the  mortality  of  this  disease.  We 
are  all  witnesses  to  their  efficacy  in  doing  away  with  such  frequent 
complications  as  peritoneal  abscess  and  wound  infection. 

We  have  seen  fifteen  cases  of  perforated  peptic  ulcer  at  the 
San  Juan  City  Hospital  during  the  past  year  and  a half.  Of  these, 
13  have  been  males,  2 females;  12  white,  and  3 colored.  The 
patient’s  average  age  was  33  years. 

The  history  of  abdominal  pain  has  been  consistently  one  of 
more  or  less  acute  onset  and  the  lapse  between  the  latter,  and 
operative  intervention  averages  12  hrs.  with  a minimum  of  one 
and  a maximum  of  48  hrs.  respectively. 

Physical  examination  revealed  in  almost  all  the  cases  (namely 
13  of  them)  what  the  examiner  described  as  boardlike  rigidity 
of  the  abdomen.  The  two  exceptions  to  this  rule  were  also  the 
two  missed  diagnoses  in  this  series:  One  was  a 26  years  old 
mulatto  male  with  a history  of  crampy  abdominal  pain  of  36  hrs. 
duration  and  an  abdomen  described  as  “not  spastic  but  with 
moderate  upper  abdominal  distension  and  tenderness  all  over.’’ 
Peristalsis  was  diminished,  and  occasional  metallic  tinkle  be’ng 
heard.  A d ’’agnosis  of  volvulus  of  the  sigmoid  was'  made  on  clinical 
grounds  and  the  patient  was  explored  through  a left  low  para- 
median incision,  which  was  extended  upward  after  the  peritoneal 
cavity  was  entered  and  the  pathology  of  perforation  observed. 

The  other  was  the  case  of  a 35  years  old  white  female  with 
a 15  hour  history  of  insidious  onset  of  epigastric  pain  shifting 
to  the  RLQ  and  with  a relatively  soft  abdomen  showing  normal 
peristalsis  and  tenderness  all  over  the  RLQ.  It  is  significant  that 
deep  epigastric  tenderness  was  also  elicited.  Diagnosis  of  acute 
appendicitis  was  made,  but  definite  evidence  of  perforation  .'n  the 
way  of  an  edematous  reddened  pyloric  area  with  omentum  firmly 
plastered  on  to  it,  was  found.  This  was  left  undisturbed  and  in- 
cidental appendectomy  performed.  P>oth  patients  made  an  un- 
eventful recov-ery. 

As  far  as  laboratory  workup  goes  it  has  been  our  policy  to 
obtain  an  upright  film  of  the  abdomen  in  all  cases  where  this 
procedure  will  not  cause  undue  pre-operative  delay.  We  have 
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done  this  in  10  cases  obtaining  5 positive  films  regarding  the 
demonstration  of  a pneumoperitoneum.  This  compares  favorably 
with  the  experience  of  others  in  larger  series  in  which  the  per- 
centage of  positive  films  is  around  60. 

The  w.  b.  c.  has  been  variable.  Most  of  these  patients  come 
in  at  night  and  have  been  operated  upon  before  laboratory  results 
were  available  inasmuch  as  the  clinical  diagnosis  was  evident.  We 
have  seen  normal  counts  on  2 occasions,  the  rest  of  the  patients 
exhibiting  varying  degrees  of  polymorphonuclear  leukocytosis  with 
maximal  values  around  20,000  in  3 instances. 

As  has  been  pointed  out  before,  our  aim  is  to  operate  upon 
these  patients  as  soon  as  the  diagnosis  of  perforation  is  made.  We 
have  not  met  with  any  case  which  necessitated  replacement  or 
stimulative  therapy  previous  to  operation  and  we  have  preferred 
to  apply  any  supportive  measures  during  the  intervention  rather 
than  postponing  the  operative  procedure. 

The  anesthetic  of  choice  has  been  spinal  which  we  have  used 
in  13  cases.  The  two  exceptions  being  elderly  and  debilitated 
individuals  who  would  have  received  inhalation  anesthesia  on  gene- 
ral principles  and*  not  because  of  any  influence  that  the  acute 
episode  may  have  had  on  their  condition. 

In  regard  to  the  site  of  perforation,  a subject  that  has  been 
the  cause  of  much  debate,  we  have  found  that  it  occurs  in  the 
juxtapyloric  area  in  the  vast  majority  of  cases.  The  decision  as 
to  whether  gastric  or  duodenal  is  often  a difficult  one  to  make 
and  this  reflects  itself  on  the  disparity  of  statistics  on  this  subject. 
Our  operative  records  describe  2 cases  as  pyloric  perforation,  6 
as  prepyloric,  5 duodenal,  and  one  as  occurring  in  the  posterior 
■surface  of  the  stomach  near  the  cardia.  In  one  instance  there 
is  no  written  description  of  operative  findings. 

Our  policy  in  dealing  with  the.se  perforations  is  to  make  the 
procedure  as  short  as  possible  and  still  secure  adequate  closure  of 
the  defect.  In  most  cases  3 Lembert  sutures  have  been  taken 
bridging  the  ulcer  site  and  these  have  been  tied  so  as  to  obtain 
'■nproximation  of  the  edges,  and  nothing  else.  In  most  cases,  too, 
'his  repair  has  been  reinforced  by  slipping  an  omental  tag  under 
the  Lemberts  and  tying  over  it  thus  plugging  the  perforation; 
or  reinforcing  the  already  tied  sutures  with  a piece  of  omentum 
sutured  over  the  gastrorrhaphy  site.  Suction  of  the  peritoneal 
cavity  is  then  carried  out,  and  the  abdominal  wall  is  clo.sed  in  layers 
using  continuous  chromic  catgut  for  peritoneum,  and  interrupted 
# 40  cotton  for  fa.sciae  and  skin.  Drains  have  l)een  used  in  seven 
instances,  and  their  occurrence  in  about  half  of  our  cases  denotes 
the  divergent  opinions  that  different  surgeons  hold  on  this  subject. 
Some  feel  that  their  u.se  is  justified  as  a prophylactic  against  such 
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complications  as  wound  infection  later  on.  Others  hold  that  the 
incidence  of  such  complications  is  so  small  with  the  use  of  anti- 
biotics as  to  offset  the  advantages  of  the  former  policy  and  enhance 
he  possibility  of  postoperative  hernia. 

Our  postoperative  m"iiagement  is  fairly  uniform.  Wangensteen 
suction  is  used  routinely  for  48  hrs.  Penicillin  is  likewise  a routine 
adjuvant  of  our  therapy  and  possibly  a mainstay  in  our  results. 
These  cases  receive  300-400,000  units  daily  for  an  average  of  6 
days,  and  in  most  cases  sulfadiazine  is  also  used  in  the  immediate 
postoperative  period,  as  the  sodium  salt,  in  daily  infusions.  The 
dosage  is  5 gms.  a day. 

Complete  gastric  rest  for  48  hrs.  and  gradual  return  to  normal 
gastric  activity  necessitate  the  daily  administrations  of  I.  V.  fluids. 
An  average  of  3,000  c.c.  daily  for  4 days  has  been  used.  Hospital 
stay  is  short.  Patients  are  ambulated  after  the  1st.  24  hrs.  and 
go  home  on  the  8-9th  hospital  day. 

There  is  no  mortality  in  this  series.  We  have  encountered 
but  one  postoperative  complication:  a deep  wound  dehiscence  ma- 
nifested by  an  impulse  on  coughing  involving  the  lower  third  of 
the  wound  and  occurring  in  an  elderly  colored  male  who  was  men- 
tioned previously  as  the  perforation  of  the  posterior  wall  of  the 
stomach.  This  patient  suffered  from  considerable  postoperative 
abdominal  distention,  warranting  the  use  of  Wangensteen  suction 
for  5 days.  This  in  turn  produced  pharyngeal  irritation  and  a dry 
cough  which  undoubtedly  predisposed  to  the  weakening  of  the 
healing  abdominal  wound. 

A series  of  15  cases  of  perforated  peptic  ulcer  has  been 
presented. 

Attention  has  been  called  to  the  role  of  the  antibiotic  drugs  as 
he  most  important  single  factor  in  the  reduction  of  morbidity  and 
mortality  from  this  disease  during  the  past  10  years. 
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EL  HOSPITAL  DE  LA  CAPITAL 

La  Junta  Editora  del  Boletín  de  la  Asociación  Médica  de 
Puerto  Rico,  se  complace  y se  honra  dedicando  este  número  al 
Hospital  Municipal  de  la  Capital  y a su  director  médico,  Dr.  Ro- 
berto J.  Jiménez.  Todos  los  trabajos  que  aquí  aparecen,  han  sido 
preparados  por  miembros  de  la  facultad  de  esa  institución  y casi 
todos  ellos  fueron  leídos  en  la  Asamblea  Anual  de  la  Asociación 
Médica  de  Puerto  Rico,  celebrada  en  diciembre,  1949. 

El  4 de  septiembre  de  1947,  es  fecha  memorable  que  muy 
bien  puede  ser  considerada  como  piedra  angular  en  la  historia  del 
Hospital  Municipal  de  San  Juan.  En  tal  día  quedó  organizada  y 
establecida  la  presente  facultad  del  Hospital,  reuniendo  así  un  gru- 
po de  médicos  que  fueron  seleccionados  y escogidos  por  razones 
de  preparación  académica  y de  habilidad  profesional.  La  ardua  y pe- 
nosa labor  de  organización  del  hospital  había  ya  comenzado  en  abril 
1945  cuando  el  Dr.  J.  A.  Pons  asumió  la  dirección  de  esa  institución. 
Al  ser  nombrado  el  Dr.  Pons  Comisionado  de  Salud  de  Puerto  Rico  y 
desde  noviembre  1946  hasta  julio  de  1947,  fué  sucedido  por  los 
doctores  Fernando  Batlle  y Rafael  A.  Gil,  por  períodos  de  mes  y 
medio  y seis  meses  respectivamente.  La  obra  de  estos  directores 
hizo  posible  la  organización  de  la  presente  facultad  del  Hospital 
que  habría  de  cristalizarse  más  tarde  bajo  la  dirección  del  Dr.  Ro- 
berto J.  Jiménez.  Una  vez  organizada  la  presente  facultad  y ad- 
ministración del  Hospital,  comienza  una  nueva  era  en  la  calidad  de 
servicios  médicos  en  los  hospitales  de  la  Capital.  Los  servicios  mé- 
dicos que  allí  se  ofrecen  al  paciente  indigente  son  tan  buenos  como 
en  el  mejor  de  los  hospitales  de  los  Estados  Unidos,  y tales  servi- 
cios no  han  pasado  desapercibidos  a las  distintas  autoridades  mé- 
dicas de  los  Estados  Unidos  que  han  visitado,  con  carácter  oficial, 
a dicha  institución.  Y así,  andando  el  tiempo  y respondiendo  a los 
esfuerzos  de  fodos  los  miembros  de  la  facultad  y del  personal  ad- 
ministrativo que  tan  bien  dirige  el  Sr.  José  Rivera-Escalona,  lle- 
garon en  buena  hora  y a su  tiempo,  los  reconocimientos  oficiales 
para  esta  institución  como  centro  de  enseñanza  y de  cultura  mé- 
dica. Tales  reconocimientos  y honores  oficiales  son  los  siguientes: 

1.  El  17  de  mayo  de  1948  el  Departamento  de  Anatomía  Pa- 
tológica de  la  Escuela  de  Medicina  Tropical  de  la  Universidad  de 
Puerto  Rico  recibió  reconocimiento  del  Consejo  de  Educación  Mé- 
dica y Hospitales  de  la  Asociación  Médica  Americana  para  entre- 
nar residentes  en  Patología.  Esto  ha  reflejado  honor  sobre  el  Hos- 
pital de  la  Capital  porque  según  palabras  textuales  del  entonces 
Director  de  la  Escuela,  Dr.  Pablo  Morales-Otero,  “este  reconoci- 
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miento  se  ha  logrado  en  parte  debido  a las  buenas  relaciones  exis- 
tentes entre  nuestro  Departamento  de  Patología  y el  Hospital  Mu- 
nicipal” y al  ‘‘acuerdo  que  se  concertó”  entre  ambas  instituciones 
el  17  de  septiembre  de  1947. 

2.  La  Junta  Americana  de  Pediatría  (American  Board  of 
Pediatrics)  extendió  reconocimiento  al  Servicio  de  Pediatría  pai’a 
un  año  de  entrenamiento  de  residentes  en  esta  especialidad  el  18 
(ie  mayo  de  1948. 

3.  El  Hospital  de  la  Capital  fué  reconocido  para  entrenar 
médicos  internos  por  el  Consejo  de  Educación  Médica  y Hospitales 
de  la  Asociación  Médica  Americana  el  19  de  junio  de  1948. 

4.  El  Hospital  de  la  Capital  recibió  completa  aprobación  por 
el  Colegio  Americano  de  Cirujanos  el  17  de  junio  de  1949.  Esto 
repi’esenta  que  dicho  Hospital  reúne  los  requisitos  mínimos  de  es- 
tandardización de  hospitales  prescritos  por  el  Colegio  Americano 
de  Cirujanos,  habiendo  el  Hospital  recibido  una  clasificación  de 
86.5%. 

5.  El  programa  completo  de  tres  años  para  entrenar  mé- 
dicos residentes  del  Servicio  de  Cirugía  de  este  Hospital  meritó 
reconocimiento  por  el  Consejo  de  Educación  Médica  y Hospitales 
de  la  Asociación  Médica  Americana  y por  la  Junta  Americana  de 
Cirugía  (American  Board  of  Surgery)  según  carta  fechada  el  21 
de  junio  de  1949. 

6.  El  Servicio  de  Medicina  del  Hospital  de  la  Capital  tuvo  el 
honor  de  que  su  programa  completo  de  tres  años  para  entrenar 
residentes  en  esta  especialidad  fuese  aprobado  por  el  Consejo  de 
Educación  Médica  y Hospitales  de  la  Asociación  Médica  America- 
na y por  la  Junta  Americana  de  Medicina  Interna  (American  Board 
of  Internal  Medicine)  según  carta  fechada  el  7 de  noviembre  de 
1949. 

Los  honores  que  se  han  otorgado  al  Hospital  de  la  Capital  y a 
su  facultad  médica  y administrativa  al  recibir  los  reconocimientos 
que  ya  hemos  mencionado,  tienen  un  gran  significado  para  Puerto 
Rico.  Es  este  el  primer  hospital  municipal  en  nuestra  Isla  que  ha 
sido  merecedor  de  tales  reconocimientos  por  parte  de  la  medicina 
organizada  norteamericana  y el  único  hospital  en  Puerto  Rico  que 
ofrece,  hoy  por  hoy,  programas  de  entrenamiento  para  médicos 
residentes  en  cirugía  y en  medicina  interna.  Dichas  residencias  es- 
tán reconocidas  por  las  más  altas  autoridades  de  la  clase  médica 
de  los  Estados  Unidos  de  América.  Estos  reconocimientos  han  sido 
posible,  a nuestro  juicio,  primero:  Por  el  profundo  sentido  de  res- 
ponsabilidad cívica  del  Gobierno  de  la  Capital  constituido  por  su 
Junta  de  Comisionados  y por  la  Honorable  Administradora  de  la 
Capital,  Doña  Felisa  Rincón  de  Gautier,  quienes  dieron  la  autori- 
dad y entera  libertad  de  acción  a los  directores  del  Hospital  para 
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que  ellos  escogieran  una  facultad  médica  a base  de  méritos  profe- 
sionales; segundo:  Por  los  altos  ideales  de  servicio  público  y por  la 
competencia  profesional  del  Dr.  Juan  A.  Pons  que  desde  un  princi- 
pio se  atrevió  a emprender  la  obra  de  reorganización  administra- 
tiva y profesional  dedicando  todo  su  tiempo  y su  energía  para  al- 
canzar el  éxito;  tercero:  Por  el  deseo  de  superación  y por  la  habi- 
lidad y entusiasmo  del  presente  director  de  la  institución,  Dr.  Ro- 
berto J,  Jiménez  y de  los  jefes  de  servicio  de  la  facultad  del  Hos- 
pital, 

R.  R.  M. 
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Assistant  Attending 

José  M.  Berio,  B.  S..  M.  D. 
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Eli  Ramirez  Rodriguez,  M.  D. 

Dermatology 

Consultant 

Alfredo  L.  Bou,  B.  S.,  M.  D. 

Arturo  Carrión,  M.  D.,  F.  A.  C.  P.,  D.  A.  B.  Dermatology  and 
Syphilology* 

Eli  S.  Rojas,  M.  D. 

Attending  — Chief  of  Service 

José  Federico  Correa,  B.  S.,  M.  D. 

Associate  Attending  — Assistant  Chief  of  Service 

Victor  Rivera.  M.  D.,  D.  A.  B.  Dermatology  and  Syphilology* 

Neuropsychiatry 

Honorary 

Luis  M.  Morales,  M.  D.,  F.  A.  C.  P.,  D.  A.  B.  Psychiatry 
and  Neurology* 

Consultant 

Rafael  Hernández,  B.  S.,  M.  D.,  D.  A.  B.  Psychiatry  and  Neurology* 
Ramón  Fernández  Marina,  B.  S.,  M.  D. 

Associate 

Carlos  J.  Dalmau,  A.  B.,  M.  D, 
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SrROICAL  SERVICE 


General  Surgery 

Honorary 

Guillermo  H.  Barbosa,  M.  D. 

Consultant 

Manuel  A.  Astor,  M.  D. 

Blas  E.  Ferraiouli,  M.  D.,  F.  A.  C.  S.,  D.  A.  B.  S.* 

Basilio  Dávila,  B.  S.,  M.  D. 

A.  Oliveras  Guerra,  M.  D. 

Luis  A.  Passalacqua,  A.  B.,  M.  D.,  M.Sc.  (Surg). 

F.  A.  C.  S.,  D.  A B.  S.* 

Attending  — Chief  of  Service 

José  Noya  Benitez,  A.  B.,  M.  D.,  F.  A.  C.  S.,  D.  A.  B.  S.* 

Associate  Attending  — Assistant  Chief  of  Service 
Roberto  J.  Jiménez  López,  A.  B.,  M.  D. 

Assistant  Attending 

Manuel  M.  Baralt,  A.  B.,  M.  D.,  F.  A.  C.  S. 

Pedro  A.  Sua-u,  B.  S.,  M.  D. 

Salvador  Busquets,  A.  B.,  M.  D. 

Associate 

Angeles  Diaz,  B.  S.,  M.  D.  (Plastic  Surgery) 

Mario  J.  Tomasini,  M.  D. 

José  R.  González  Giusti,  B.  S.,  M.  D. 

Luis  A.  Diaz  Bonet,  B.  S.,  M.  D. 

Anibal  Lugo,  B.  S.,  M.  D.  (on  leave) 

David  Rodriguez,  M.  D.  (Thoracic  Surgery) 

Anaesthesia 

Attending  — Chief  of  Service 

Frederick  González,  B.  S.,  M.  D. 

Neurosurgery 

Attending  — Chief  of  Service 

Luis  R.  Guzmán  López,  M.  D. 

Associate 

Ricardo  Cordero,  M.  D. 


Odontology 

Consultant 

Juan  N.  Torruella  Casals,  D.  D.  S. 

Attending  — Chief  of  Service 

Marcos  A.  Dones,  B.  S.,  M.  S.,  D.  D.  S. 
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Ophthalmology 

Cointultant 

Honorio  Fernando  Carrasquillo,  M.  I).,  F.  A.  C.  S., 

I).  A.  B.  Oph.* 

Luis  J.  Fernández,  M.  D.,  F.  A.  C.  S.,  D.A.B.Oph.* 
Uieardo  F.  Fernández,  M.  1).,  F.  A.  C.  S.,  D.A.B.Oph.* 

Aitendhu/  — Chief  of  Service 
Antonio  Navas  Torres,  M.  D. 

Associate  Attendiny 

José  Arturo  Gallardo  Diaz,  B.  S.,  M.  A.,  M.  D. 
Assistant  Chief  of  Service 

Guillermo  Picó,  M.  D.,  D.  A.  B.  Oph.* 

Rafael  Maldonado,  M.  D. 

Orthopedics 

Consultant 

Leon  Sheplan,  M.  D.,  D.  A.  B.  O.  S.* 

Attendiny  — Chief  of  Service 

Peter  E.  Sabatelle,  M.  D.,  F.  A.  C.  S.,  D.  A.  B.  0.  S.* 

Associate 

Karl  Horn,  M.  D. 

Juan  R.  Cabrera,  B.  S.,  M.  D.  (on  leave) 

Otorhinolaryngology 

Consultant 

Juan  Higinio  Font,  M.  D.,  M.  Sc.  (Med),  F.  A.  C.  S., 
D.  A.  B.  Otorhinolaryngology* 

Nicolás  Quiñones  Jiménez,  Sr.,  M.  D.,  F.  A.  C.  S. 

C.  E.  Muñoz  MacCormick,  M,  D.,  D.  Sc.  (Hon), 

D.  A.  B.  Otorhinolaryngology*,  F.A.L.R.O.** 

Attendiny  — Chief  of  Service 

José  Picó,  B.  S.,  M.  D.,  D.  A.  B.  Otorhinolaryngology* 

Urology 

Consultant 

Pab’o  G.  Curhelo,  M.D.,  F.A.C.S.,  D.A.B.U.* 

Jor-é  C.  Ferrer,  M.D.,  F.A.C.S. 

Attendiny  — Chief  of  Service 

Luis  Sanjurjo,  M.D.,  F.A.C.S.,  D.A.B.U.* 

Associate  Attendiny  — Assistant  Chief  of  Service 
Alberto  Mejia  Casals,  M.D. 


*Dip]omate  in  the  Specialty  by  the  American  Board. 

**  Fellow  American  Laryngologlcal,  Rhinological  and  Otological  Society. 
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PEDIATRICS  SERVICE 

Consultant 

Roberto  Aguayo,  M.D.,  F.A.A.Ped.,  D.A.B.Ped.* 

Juan  Basora  Defilló,  B.S.,  M.D.,  D.A.B.Ped.* 

A.  Díaz  Atiles,  B.S.,  M.D. 

Ramón  Fernández  Marchante,  B.S.,  M.D.,  D.A.B.Ped.* 

Attending  — Chief  of  Service 

Antonio  Ortiz,  B.S.,  M.D.,  F.A.C.P.,  F.A.A.Ped.,  D.A.B.Ped.* 

Associate  Attending  — Chief  of  Nursery 
Ydaliu'  Ortiz,  M.D.,  D.A.B.Ped.* 

Assistant  Attending 

Egidio  S.  Colón,  B.S.,  B.A.E.,  M.D.,  D.A.B.Ped.* 

OBSTETRICS  AND  OYNECOLOGl 

Consultant 

José  S.  Belaval,  AB.,  M.D.,  F.A.C.S. 

Attending  — Chiefs  of  Service 

Manuel  Fernández  Fuster,  B.S.,  M.D.,  Obstetrics  and  Gynecology 
Jenaro  Suárez,  M.D.,  Gynecology 

Associate  Attending  — Assistant  Chief  of  Service 
Rafael  A.  Gil,  M.D. 

Assistant  Attending 

Miguel  Dalmau,  M.D. 

Associate 

Jeramfel  Cordero,  M.D. 

Fernando  A.  Battle,  M.D. 

Maria  Amalia  Pavés,  B.S.,  M.D. 


RADIOLOGY  SERVICE 

Honorary 

I.  González  Martínez,  M.D.,  F.A.C. Radiology,  D. A. B. Radiology* 
Consultant 

Pedro  Ramos  Casellas,  A.B.,  M.D.,  D. A. B. Radiology* 

José  N.  Gándara,  M.D. 

M.  Guzmán  Rodríguez,  M.D. 

Guillermo  Ruiz  Cestero,  M.D. 

Attending  — Chief  of  Service 

José  Landrón  Becerra,  M.D.,  F.A.C.P. 
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Associate  Attending  — Assistant  Chief  of  Service 
Jesús  Rivera  Otero,  M.D.,  D.A.B.Rad.* 

Associate 

Carlos  Guzmán  Acosta,  M.D. 

PATHOLOGY  SERVICE 

Honorary 

Oscar  Costa  Mandry,  M.D.,  F.A.C.P.,  D.A.B.I.M.* 

Consultant 

Luis  M.  González,  Ph.D. 

Francisco  Lanclrón  Becerra,  BS.,  M.S.  (Bacteriology) 

Pablo  Morales  Otero,  M.D. 

A.  Poníales  Lebrón,  Ph.D. 

Félix  M.  Reyes,  M.D.,  D.A  B.Path.* 

Attending  — Chief  of  Service 

Enrique  Koppisch,  M.D.,  F.A.C.P.,  D.A. B.Path.* 

Associate  Attending  — Assistant  Chiefs  of  Service 
Donald  F.  Babb,  B.S.,  M.D.  — Pathology  Service 

Mercedes  Vicente  de  Torregrosa,  B.S.,  M.S.,  Ph.D.  Clinical  Laboratory 


OUT-PATIENT  DEPAKTOIENT 

Associate  — Acting  Chief  of  Service 
Pedro  J.  Collazo,  B.S.,  M.D. 

LIST  OF  PHYSICIANS  WHO  RENDER  SERVICE  IN  THE  SEVERAL  LOCAL 
DISPENSARIES  AND  IN  THE  GENERAL  PEDIATRICS  DISPENSARY: 

Antonio  Arbona,  M.D. 

Francisco  Blasini,  M.D. 

Samuel  D.  Clark,  M.D. 

Jorge  Colberg,  M.D.  (Ped.) 

Pedro  Conde,  M.D. 

Miguel  Firpi,  M.D.  (Ped.) 

Pedro  González,  D.D.S. 

Luis  Isales,  M.D. (Ped.) 

Manuel  M.  Maeso,  M.D. 

Sarkis  M.  Mudafort,  M.D. 

Timothy  D.  O’Connor,  M.D. (Ped) 

Guillermo  Ortiz  Guzmán,  M.D. 

Luis  Pacheco,  M.D. 

Ca.rlos  Rivera  Lugo,  M.D. (Ped) 

Luis  F.  Santos  Tió,  M.D. 

Luis  Torres  Aguiar,  M.D. 
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RESIDENT  MEDICAL  STAFF 


Medical  Service 

Emilio  Ramírez,  Associate  Resident 
César  Rosa  Febles,  Assistant  Resident 
Guillermo  R.  Armáiz,  Assistant  Resident 

Surgical  Service 

Angel  S.  Casanova,  Chief  Resident 
Gumersindo  Blanco,  Associate  Resident 
Manuel  Garrido,  Associate  Resident 

Pediatrics  Service 

Joseph  L.  Aponte,  Assistant  Resident 
Eloísa  Muñoz  Dones,  Assistant  Resident 

Obstetrics  & Gynecology 

José  A.  Garcia,  Chief  Resident 
Iván  Pelegrina,  Assistant  Resident 
José  Diaz  Carazo,  Assistant  Resident 

Pathology  Service 

Eduardo  Rodriguez  Pérez,  Assistant  Resident 

Rotating  Interns 

Carmen  M.  Castro-Suárez 

Marisa  Castro 

Rafael  Blasini  Santiago 

Herman  Colberg  Rio 

Raúl  Armando  Marcial  Rojas 

Teodoro  Milán  Padró 

Kermell  A.  Ocasio  Cabañas 

José  F.  Suárez-Alvarez 

Francisco  Trilla 

Juan  E.  Veve 

José  H.  Vidal 


No  One  Knows  Better 
Than  You  ...A  Doctor 
is  Human,  Too! 

Like  thoughtful  physicians  everywhere, 
your  interest  in  patients  extends 
beyond  professional  treatment.  For 
example,  you  make  sure  that  new 
babies  get  proper  food,  wisely 
managed,  safely  prepared  for  best 
growth!  But  you  also  try  to  keep  cost 
down  . . . because  you  know  that 
most  parents  need  every  spare  penny 
they  can  save! 


Favored  for 
Infant 
Formula 


Pet  Evaporated  Milk  helps  you  solve 
both  problems!  It  assures  babies  of 
optimal  nutrition  and  gives  parents 
maximal  economy.  Pet  Milk  is  com- 
plete in  the  food  values  of  whole  milk 
. . . and  it’s  practically  as  easy  to  digest 
as  human  milk  . . . yet  Pet  Milk  costs 
less  than  other  forms! 

You  can  be  sure  of  this,  too!  Pet  Milk 
is  always  surely  safe  ...  as  if  there 
were  no  germs  of  disease  in  the 
world  . . . because  Pet  Milk  is 
sterilized  in  a sealed  container! 


So  for  safety,  nutrition,  and  economy, 
too  . . • suggest  Pet  Milk,  the  first 
evaporated  milk,  for  the  formula  of 
babies  in  your  care! 

Distribuidores:  IJ.  FERNANDEZ  & HNOS.,  SUCRS. 


P.  O.  Box  3629  - San  Juan,  P.  R. 


En  las 

infecciones 

tuberculosas 


El  Sulfato  de  Dihidroestreptomicina 


puede 
ahora 
complementarse 
por  via  oral  con 

Acido  Para-Aminosalicilíco 


I.a  Dilii(lroeslri-plonii<'ina 
y la  Estrí-ptomicina  son  ya 
ainplianienle  reconocidas  como 
los  agentes  quiniioterápicos 
más  valiosos  en  las 
infecciones  tuberculosas. 


Sulfato  de  Dihidroestreptomitino 


Complejo  de  Cloruro  Cólcico  de  Estreptomicino 

Acido  Para-Aminosolicílico 


La  eficacia  fie  estas  firogas  puefie  ahora  reforzarse 
afiministránfiolas  junto  con  Acido  Para-aminosalicílico, 
cuya  acción  químico-terapéutica  y cuya  propiedad 
de  inhibir  o retardar  el  desarrollo  de  resistencia 
bacteriana  permiten  un  tratamiento  más  prolongado 
que  cuando  se  emplean  los  antibióticos  solos. 

El  Acido  Para-aminosalicílico  es  un  agente  químico 
altamente  purificado,  adecuado  para  administrarse 
oralmente.  Se  lo  puede  prescribir  en  forma  de  cápsulas 
o en  solución  alcalina,  para  tomarse  en  dosis 
diarias  fraccionadas. 

En  los  casos  de  tuberculosis  en  que  está  indicada  la 
quimioterapia,  la  administración  combinada 
de  Sulfato  de  Dihidroestreptomicina— o Complejo 
de  Cloruro  Cálcico  de  Estreptomicina— y Acido 
Para-aminosalicílico  parece  ser,  a la  luz  de  la  evidencia 
clínica  más  reciente,  un  procedimiento  médico 
sumamente  eficaz.  En  los  raros  pacientes  en  que  la 
Dihidroestreptomicina  o la  Estreptomicina  estén 
contraindicadas,  el  Acido  Para-aminosalicílico  puede 
resultar  altamente  eficaz. 


MERCK  (XORTII  AMERICA)  Ixc. 
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SUBSIDIARIA  DE 
EXPORTACION  DE 
MERCK  & CO.,  INC, 
Fabricantes  de 
Productos  Químicos 
Rabway,N.J.,U.S.A. 


Distribuidores— CESAR  CASTILLO,  INC.,  Calle  Tetuan  155,  San  Juan 


“Beminal”  Forte  with  Vitamin  C is 
recommended  whenever  oral  admin- 
istration of  massive  doses  of  B fac- 
tors and  vitamin  C is  desirable.  Each 
capsule  contains: 


Thiamine  HCl  (Bi)  . . . 25.0mg. 
Riboflavin  (B2)  ...  12.5  mg. 
Nicotinamide  .....  100.0  mg. 
Pyridoxine  HCl  (Be)  . . 1.0  mg. 

Calc,  pantothenate  . . . 10.0  mg. 

Vitamin  C (ascorbic  acid)  lOO.Omg. 


Dosage:  One  to  three  capsules  daily 
or  as  directed  by  the  physician. 


Beminal” 


therapy 


The  “Beminal”  family  comprises  five  distinctive  com- 
binations for  the  selective  treatment  of  B deficiencies. 
© 1.  “Beminal”  Forte  with  Vitamin  C, 

Capsules  No.  817 

2.  “Beminal”  fortified  with  Iron  and 

^ Wy  9 Liver,  Capsules  No.  816 

3.  “Beminal”  fortified  with  Iron,  Liver, 
and  Folic  Acid,  Capsules  No.  821 

4.  “Beminal”  Forte  Injectable  (Dried) 
No.  495 

5.  “Beminal”  Tablets  No.  815 


Distribuidore.s  en  Puerto  Rico 
F.  PONT  FLORES  — San  .luan,  P.  R. 


a refreshing, 
soothing 
(ollyrium 

FOR  OCULAR  IRRITATION 
DUE  TO  EYESTRAIN, 
DUST,  SMOKE  OR  GLARE 


Ocusol®  is  an  isotonic,  aqueous  solution  containing  boric  acid  U.S.  P.  1.1%, 
sodium  borate  U.S.P.  0.5%,  berberine  sulfate  0.01%,  distilled  extract  of 
witcb  bazel  N.  F.  2.6%,  camphor  U.S.P.  0.04%,  methylparaben  U.S.P.  0.05%, 
rose  oil  0.01%,  glycerin  U.S.P.  1.3%,  NaCl  U.S.P.  0.38%  and  water  94.01%, 
Ocusol  is  harmless  to  the  eyes;  it  may  be  used  as  often  as  required.  Each 
package  contains  a sanitary,  plastic  eye  cup. 


Norwich 


THE  NORWICH  PHARMACAL  COMPANY 
Norwich,  New  York,  U.  S.  A. 


> Distribuidores.^CESAR  CASTILLO;  INC.,  Calle  Tetuan  155,  San  Juan 


NOW 


Protinal  Powder  — 

the  whole  protein. 


Delicious— more  like  a confection  than  a pharmaceutical  preparation. 


M.iCt"0  pulvefized — mixes  far  more  readily  with  milk  or  other  foods 
than  do  ordinary  granule  preparations. 


Effective — high  protein  content  (61.25%)  supplies  all  of  the  amino  acids  known 
to  be  necessary  to  maintain  life  and  growth  in  a 100%  digestible  form. 


Note:  Protinal  Powder  is  virtually  salt-free  (less  than 
0.03%)  and  contains  less  than  1.0%  fat. 


protinal  powder 


Vanillin  or  chocolate  flavored  in  8-ounce,  I -lb.  and  3-lb.  bottles 
LITERATURE  AND  SAMPLES  ON  REQUEST. 


THH  NATIONAL  DRUG  COMPANY  • PHILADELPHIA  44,  PA. 


Manufacturers  of 


Pharmaceutical, 

Biological  and 
Biochemical  Products 
for  the  Medical  Profession 


Repre.sented  in  Puerto  Rico  by: 
CESAR  A.  TORO,  Ph.G.  — San  Juan,  P.  R. 


Quimioterapia  local 
rápida  y segura 


Eficaz  y sin  peligro,  los  Chicles  Sul- 
fatiazol  Juaits  vienen  demostran- 
do su  utilidad  clínica  desde  hace 
más  años  que  ningún  otro  medica- 
mento quimioterápico  o antibiótico 
en  el  tratomiento  local  de  infeccio- 
nes bucofaringeas. 


infecciones 
bucofaringeas 


1.  EFICACIA.  Los  Chicles  Sulfatiazol  Juaits  producen  una  solución 
salival  concentrada  de  sulfatiazol  que  baña  las  mucosas  infectadas. 

2.  SEGURIDAD.  La  concentración  sanguínea  que  ocasiona  el  sulfa- 
tiazol es  casi  insignificante  aun  con  dosis  máximas  o en  los  niños, 
con  lo  que  se  evitan  reacciones  tóxicas  generales. 

3.  RAPIDEZ.  En  las  infecciones  bucales  y laríngeas  corrientes  debidas  ' 

a casos  agudos  de  angina  de  Vincent,  con  el  tratamiento  de  i 

Chicles  Sulfatiazol  Juaits  se  alivian  de  48  a 72  horas. 

4.  ESTABILIDAD.  Los  Chicles  Sulfatiazol  Juaits  conservan  su  poten- 
cialidad total  bajo  condiciones  ordinarias. 


5.  CONVENIENCIA.  Agradables  al  paladar,  son  fáciles  de  adminis- 
trar hasta  a los  niños.  La  dosificación  no  es  costosa. 


En  paquetes  de  24  tabletas 
de  0.5  gm.  en  cintas  higiénicas, 
en  una  cajita. 


6.  CAMPO  CLINICO.  Indicados  en  las  infecciones  susceptibles  a la 
acción  sulfonamida  de  la  zona  bucofaríngea. 


|;í;HfC-LES  SULFATIAZOL 


JUAITS 


Quimioterapia  local  segura 
White  Laboratories/  Inc.,  Newark  7,  N.  J.,  E.  U.  A • Fabricantes  de  Productos  Farmacéuticos 


Simplifique  la  analgesia  y antipiresis 
de  los  niños  con  ASPERGUM 

ASPERGUM  proporciona  "analgesia  salival”,  suave  alivio  en  la  zona 
bucofaríngea.  Más  eficaz  que  los  gargarismos  y pulverizaciones,  posee 
además  un  suave  efecto  sistemático  en  los  niños. 

Alivio  sintomático  después  de  la  amigdalectomía,  amigdalitis, 
resfriados,  fiebre  y dolor  de  cabeza. 

Dosis  adecuada— 3 Vi  grs.  de  aspirina  por  tableta. 

Dosificación  agradable— a los  niñps  les  gusta  mascar  el  chicle, 
base  del  Aspergum. 

Conveniente  y de  más  eficacia  local  que  los  gargarismos  y las 
pulverizaciones. 

ASPERGUM  de 

Desde  hace  más  de  veinte  años  reconfortante  ayuda  al  paciente 

White  Laboratories,  Inc.,  Newark  7,  N.  J.,  E.U.A.  • Fabricantes  de  Productos  Farmacéuticos, 


EL  HERALDO  MEDICO 

Revista  de  divulgación  médica 
Publicada  mensualmente  por  la 

ASOCIACION  MEDICA  DE  PUERTO  RICO 

Circulación:  5,000 

Aceptamos  anuncios.  Envíe  el  suyo  a; 

ASOCIACION  MEDICA  DE  PUERTO  RICO 
Apartado  3866 
Santurce,  P.  R. 


. about  30%  of  the  patients  who  consult  the 
general  practitioner  have  complaints  for  which 
there  is  no  discoverable  physical  or  organic  cause”^ 


Although  these  patients  have  no  apparent  organic 
basis  for  their  complaints,  they  are  ill  and  merit 
attention. 

In  functional  disorders,  response  to  stress  is 
effected  via  both  branches  of  the  autonomic 
nervous  system.  Therefore,  treatment  consists, 
where  possible,  in  removal  of  the  emotogenic 
factor  (practical  psychotherapy)  and  the  "partial 
blockade”  of  the  efferent  autonomic  pathways. 
The  family  physician  is  well-qualified  to  help 
these  patients;  his  advice  will  do  much  to  achieve 
the  desired  change  in  habits  and  to  avoid 
unhealthy  situations. 

Medical  treatment  is  also  essential.  Controlled 
sedation  of  the  entire  autonomic  nervous  system 
can  be  accomplished  by  simultaneous  administra- 
tion of  bellafoline  (cholinergic  inhibitor), 
crgotamine  tartrate  (adrenergic  inhibitor)  and 


phenobarbital  (central  sedative)  in  the  form  of 
Bellergal.  This  preparation  inhibits  autonomic 
impulses  without  completely  blocking  organ 
function. 

Karnosh  and  Zucker  state  that,  "Probably  the  best 
medication  for  all  neurovegetative  disorders  is  a com- 
bination of:  (a)  bellafoline  . . . (b)  ergotamine  tartrate 
...(c)  phenobarbital... A good  commercial  preparation 
of  these  ingredients  is  a tablet  called  bellergal  , . . The 
adult  dose  of  bellergal  is  3 or  4 tablets  daily.”* 
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Lo  dejamos  a 
(a  decisión  de 
ios  que  saben  J 


En  cuanto  a recetarlo,  esto  lo  dejamos  en 
manos  de  los  que  saben  — es  decir  de  los 
señores  Médicos.  Lo  que  nosotros  hacemos 
es  elaborar  un  producto  de  tan  buena  cali- 
dad, que  al  necesitarse  un  alimento  especial 
de  esta  índole,  el  Doctor  gustosamente  re- 
cetará Hemo  Borden’s. 


Porque  Hemo  es  un  bebida  alimenticia  sana, 
fortificada  con  cantidades  apreciables  de 
vitaminas  y minerales.  Además  Hemo  tiene 
un  delicioso  sabor  a chocolate.  Hemo  se 
anuncia  a base  de  lo  que  realmente  es— un 
exquisito  complemento  alimenticio— tomado 
caliente  o frío. 


NOTA:  La  Tabla  que  presentamos  al  pie,  muesisn  de  una  manera  clara  y fácil  el  contenido  vitamínico  y 
de  minerales  de  Hemo  comparado  con  los  requerimientos  mínimos  diarios  del  adulto,  de  dichos  elementos. 


-iC- 


HEMO  COMPARADO  CON  LAS  NECESIDADES 
MINIMAS  DIARIAS  DEL  ADULTO 


Requerimientos 
Mínimos  Diarios 
de  los  Adultos* 


1 Va  onzas  ó 38 
gramos  de  Hemo  en 
polvo  (2  porciones) 


Vitamina  A 
Vitamina  Bi 
Vitamina  B^CG) 
Vitamina  D 
Niacinamida 
Hierro 
Calcio 
Fósforo 


4000  Unid.  Int. 
333  Unid.  Int. 

2 miligramos 
400  Unid.  Int. 

* * 

10  miligramos 
750  miligramos 
750  miligramos 


4000 

333 

2 

400 

1 0 mgms. 
14.7 
376 
288 


2 porciones  de  Hemo 
en  2 vasos  de  a 8 onzas 
(240  c.c.)  de  leche 

4900 

400 

3 

410 

10.3  mgms. 
15.7 
950 
750 


*Según  han  sido  establecidos  por  el  Administrador  Federal  de  Seguri- 
dad bajo  la  autoridad  de  la  Ley  Federal  de  Alimentos  y Drogas  de 
los  Estados  Unidos. 

**Los  requerimientos  mínimos  diarios  del  adulto  aun  no  definitiva- 
mente establecidos. 


Hemo 


ELABORADO  POR  IOS  FABRICANTES  DE  KIIM 


Hecho  por  THE 


Envasado  en 
latas  de  1 libra 
ó 453  gramos 
(24  porciones) 


Y,  NEW_YORK,.N.  Y.,  E.  Ui'A 


Distribuidores  para  Puerto  Rico: 

PLAZA  PROVISION  COMPANY,  Fortaleza  104,  San  Juan,  P.  R. 


Un  Auxiliar  de  Importancia 

En  Bursitis 


I 


en  bursitis  no  se 
solamente  al  cal 
húmedo  que  proporcio- 
no, sino  también 
su  acción  analgésica 
descongestiva. 

CONVENIENTE  - 

fácil  de  usarse  — una 
aplicación  dura  de  8 a 
12  horas. 


NUMOTIZfNE,  INC 

900  N.  FRANKLIN  ST. 
CHICAGO. 


¡Usted 
piensa 
en  él, 
doctor ! 


ted  piensa  en  este  niño  porque  debe 
iar  su  dieta,  aconsejándole  a la 
:dre  los  alimentos  más  adecuados 
ra  su  nutrición. 

Usted  es  el  único  autorizado  para 
r este  consejo,  doctor,  y esto  es  lo 
e les  advertimos  a todas  las  madres 
nuestras  campañas  publicitarias 
Dre  el  Cereal  Instantáneo  clapp’s. 
iboramos  este  producto  de  acuerdo 
n los  más  escrupulosos  métodos  de 
dietética  moderna,  sometiéndolo  a la 
s rigurosa  vigilancia  profiláctica. 

EL  CEREAL  INSTANTANEO  CLAPP’s  ha  sido  el  alimento  básico  de  gran  parte  de  la  saludable  generación 
rteamericana  de  hoy,  por  su  excelente  contenido  de  vitaminas  y minerales  en  proporción  mayor  que 
que  tienen  los  cereales  ordinarios,  que  no  han  sido  elaborados  especialmente. 

Doctor,  nos  permitimos  sugerirle  esta  dieta  básica 
para  la  salud  y desarrollo  del  niño,  convencidos  de  que 


lapp 


es  la  dieta  más  segura  para  la  infancia. 


S 


il  PRIMtR  ELABORADOR  DE  ALIMENTOS 
EXCLUSIVAMENTE  PARA  NIÑOS 


THE  NEW  YORK  POLYCLINIC 

ESCUELA  DE  MEDICINA  Y HOSPITAL 
Organizada  en  1881 

La  Primera  Institución  Médica  de  América  para  Postgraduados 


DKIOI  ATOI.íXilA  \ 
SIMr()l-0<;i  A 

(’lirso  <le  tr<*s  afiíís,  (Miipozaiido  on 
Oolubro.  líonamln  loilos  I<>h 
sitos  ilol  Hoard  Aniorioano  do  l)or- 
inatolo^ía  y Sifiloloffía. 

SVMPOSirM  rAKA 
KsrEÍ’lAMSTAS 

t'n  oiirso  Intonso  do  oinoo  días 
do  diiraoi6n.  Kovisión  do  los  ro- 
<dontos  adolantos  on  Dorinatoloffía 
y SifiloloKtía,  «•onsistonto  de  oon- 
foroiKÍas  y doniost  raoioiios ; dis- 
cusión do  cnformodades  raras  do 
la  piel  ilustradas  oon  proyoorionos 
fijas  (laiitorn  slides). 


VKOEOGIA 

Tiirso  combinado  en  Vrología,  cu- 
liriondo  un  año  académico  (8  me- 
ses). Esto  curso  comprendo  ins- 
trucción en  farmacolojfía : fisiolo- 
gía; omljrioloffía ; bioquímica;  bac- 
teriología y patoloífía;  trabajo 
práctico  oil  anatomía  quirúrgica  y 
procedimientos  urológicos  opera- 
torios en  el  cadáver;  anestesia  re- 
gional y general  (cadáver)  ; gine- 
cología en  la  oficina;  diagnóstico 
proctológico ; el  uso  del  oftalmos- 
copio;  diagnóstico  físico;  interpre- 
tación roentgenológica  ; interpreta- 
ción ele<*trocardiográfica;  demar- 
tología  y sifiiología;  neurología; 
terapia  física;  instrucción  conti- 
nua en  diagnóstico  cistoendoseó- 
pico  y manipulación  del  instru- 
mental quirúrgico;  clínicas  opera- 
torias; demostraciones  en  el  tra- 
tamiento quirúrgico  de  tumores  de 
ia  vejiga  y otras  lesiones  vesica- 
les, así  como  resección  endoscó- 
^'í  a de  lu  próstata. 


i 

SYMPOSII  >l  EN 
DEKMATOrATOEOGlA 

Ibi  curso  intenso  de  cinco  días 
'’omi)  re  lid  ion  do  conferencias,  pro- 
vección  de  inierofotografías  y ma- 
terial ilustrativo,  y estudio  de  la- 
minillas microscópi<‘as  bajo  su- 
pervisión. 

SYMEOSICIM  TARA  EE 
rUACTICO  GENERAR 

En  curso  intenso  de  cinco  días. 
Revisión  de  los  adelantos  más  re- 
cientes en  el  diagnóstico  y trata- 
miento de  los  trastornos  más  co- 
munes de  la  piel,  incluyendo  sífi- 
lis; comprendiendo  conferencias, 
'jisés,  presentación  de  «-asos  y 
material  bist opatológico. 


OJOS,  oinos,  NARIZ  Y 
GARGANTA 

En  curso  combinado  cubriendo  un 
año  académico  (9  meses).  Consiste 
de  asistencia  a clínicas,  jiresencia 
en  operaciones,  conferemúas,  de- 
mostración de  <’asos  y demostra- 
ciones en  el  cadáver ; operaciones 
úe  ojos,  oíilos,  narix  y garganta 
'^n  el  <adáver;  demostraciones  clí- 
nicas y en  el  cadáver  sobre  bron- 
oscopia,  cirugía  de  la  laringe  y 
iriigía  facial;  refracciones;  radio- 
ogía;  patología,  bacteriología  y 
embriología;  fisiología ; neuro-ana- 
omía;  anestesia;  medicina  física; 
alergia;  examen  preoperatorio  y 
•>ost-operatorio  de  pacientes  en  las 
ialas  y clínicas.  También  cursos 
de  repaso  de  3 meses. 


PARA  INFORMES  D:r:GIRSE  A 

MEDICAL  EXECUTIVE  OFFICER:  345  West  5Qíh  St.,  New  York  City 


EL  HERALDO  MEDICO 

Circulación:  5,000 
Envíe  su  anuncio  a la 
ASOCIACION  MEDICA  DE  PUERTO  RICO 
P.  O.  Box  3866  — Santurce,  P.  R. 


A LOS  SEÑORES  MEDICOS 
DE  SAN  JUAN  Y SANTURCE 


Nos  permitimos  recordarles  que  en  caso  de  urgencia  los  señores 
médicos  que  necesiten  del  servicio  de  nuestras  farmacias  en  San  Juan 
o en  Santurce,  durante  las  altas  horas  de  la  noche,  pueden  llamar 
personalmente  a los  encargados  de  dichas  farmacias,  al  teléfono 
como  sigue: 


Para  servicios  en  San  Juan:  2-6544 
Para  servicios  en  Santurce:  2-7002 


2-6831 


Los  señores  médicos  pueden  tener  la  seguridad  de  que  serán  in- 
mediatamente atendidos  en  dichos  casos  de  necesidad. 

No  se  atenderán,  sin  embargo,  llamadas  hechas  por  personas 
particulares  que  no  puedan  usar  el  debido  discernimiento  sobre  la 
urgencia  o necesidad  de  las  llamadas. 


FARMACIA  BLANCO,  INC 


(San  Juan  — Santurce) 


THESODATE  (BREWER) 

refinic'ón:  El  Thesodate  (Brewer)  es  la  pastilla  original  con  RECU- 
BRIMIENTO ENTERICO  de  Acetato  Sódico  de  Teobromina. 
Indicaciones:  El  Thesodate  (Brewer)  se  indica  en  el  tratamiento  de 
la  enfermedad  de  la  arteria  coronaria,  el  edema  y la  hipertensión. 
Distribución:  El  Thesodate  (Brewer)  se  vende  en  frascos  c’e  100 
pastillas. 

‘Thesodate,  480  mg.  (7%  granos). 

Thesodate,  480  mg.  (714  granos);  Fenobarbital,  32  mg.  (14  gra- 
no). 

Thesodate,  320  mg.  (5  granos);  Fenobarbital  16  mg.  (14  grano): 
Yoduro  de  Potasio  128  mg.  (2  granos). 

Dosis:  Una  pastilla  antes  de  las  comidas  y antes  de  acostarse. 

COMPROBACION  CLINICA: 

1.  Riseman,  J.  E.  F.,  Brown,  M.  G.,  Arch.  Int.  Med.,  Vol.  60. 
pág.  100,  1937. 

2.  Brown,  M G.,  y Riseman,  J.  E.  F.,  J.  A.  M.  A.,  Vol,  109,  pág,  256, 
1937. 

3.  Levy,  R.  L.,  Bruenn,  H.  G.  Williams,  N.  E.,  Am.  H.  Jour.,  Vol. 
19,  pág.  639,  No.  6,  June,  1940. 

* El  Thesodate,  4 80  mg.  se  ha  usado  muchísimo  como  diurético.  La 
dosis  que  se  recomienda  es  de  ocho  pastillas  al  día  por  dos  días  y luego 
cuatro  pastillas  diarias. 

Solicite  literatura 

BREWER  & COMPANY,  INC. 

Worcester,  Mass.,  U.S.A. 

Químicos  Farmacéuticos  desde  1852 


Nuevos  hechos  sobre  los 
Aminoácidos,  que  demuestran  por 
qué  la  Avena  Quaker  es  un 
Alimento  nutritivamente  Superior 


A sido  difícil  explicar  de  un 
todo  la  reconocida  superio- 
ridad  nutritiva  de  la  Avena 
Quaker.  Pero  ahora,  gracias  al  per- 
feccionamiento de  técnicas  para 
determinar  cuantitativamente  los 
porcentajes  de  aminoácic'  ■ indi- 
viduales, ha  sido  posible  vencer  en 
parte  esta  diñcultad. 

El  valor  de  una  proteína  se  deter- 
mina no  sólo  por  los  porcentajes 
cuantitativos  de  aminoácidos  apro- 
vechables por  absorción,  sino  tam- 
bién por  las  cantidades  relativas 
de  un  aminoácido  con  respecto  a 
otro.  Esto  es  particularmente 
cierto  en  cuanto  a los  ocho  amino- 
ácidos indispensables. 


ceso  de  ningún  otro  aminoácido; 

En  otras  palabras:  ninguna  ca- 
dena puede  ser  más  resistente  que 
su  eslabón  más  débil  ...  de  igual 
modo  ninguna  proteína  puede  su- 
perar al  valor  de  un  aminoácido 
en  su  cantidad  más  limitada. 

Es  bien  sabido  que  la  avena  po- 
see mayor  cantidad  de  proteína 
que  cualquier  otro  cereal  . . . pero 
es  igualmente  importante  el  hecho 
de  que  el  valor  proteínico  de  la 
Avena  Quaker  está  excepcional- 
mente bien  proporcionado  entre 
los  aminoácidos  individuales. 

Esta  es  otra  razón  por  qué  la 
Avena  Quaker  es  un  alimento  nu- 
tritivamente superior. 


Al  utilizar  las  proteínas,  un  orga- 
nismo animal  metaboliza  los  ami- 
noácidos individuales  en  ciertas 
proporciones  razonablemente  fijas. 
Por  ejemplo,  si  la  cantidad  abso- 
luta de  triptófano  requerida  por  el 
organismo  es  baja,  esta  deficiencia 
no  podrá  remediarse  con  un  ex- 


AVENA QUAKER 


La  Maravilla 


Alimenticia  de  la  Naturaleza 


s beeti  a 
itocess^^S 


develope' 


•ib' 

nrov'Ae  ^ 


of  ascoi 
5““|p„edacc 
ioo*« 

.«kv  bobie* 


Tíy.ú  tcdiai^i 

(Digitoxina  Cristalina,  Lilly) 


Digítoxina  Pura 


El  ‘Crystodigin’  es  un  monoglucósido  crista- 
lino y puro,  cuyo  efecto  digno  de  confian- 
za se  debe  a una  cantidad  exactamente  pe- 
sada de  una  substancia  libre  de  las  mate- 
rias extrañas  que  a veces  causan  irritación 
gastrointestinal.  La  estabilidad  del  ‘Crysto- 
digin’ es  garantizada  por  su  pureza  quí- 
mica. El  ‘Crystodigin’  es  igualmente  eficaz 
administrado  bucal  o intravenosamente. 

El  ‘Crystodigin’  se  halla  disponible  en  ta- 
bletas de  0.2  mg  y en  ampollas  de  1 cm"* 
contentivas  de  0.2  mg. 


Eli  Lilly  Pan-American  Corporation 

Indi  a na  poli  6,  Indiana,  E.  U.  A. 
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Suscripción  Anuai-:  Í4.00 


male  hormone  therapy  is  synonymous  with 


ORETON 


at  hand  in  every  useful  form 


the  wide  choice  of  preparations  — 

ORETON* 

Amptih  and  Vials  for  injeclion  (Testosterone  Propionate  U.S.PXIII) 

ORETON-M* 

Tablets  and  Ointment  (Methyliestosterone  O.S.P  XIII) 

ORETON-F* 

Pellets  for  implantation  (Testosterone) 

and  now 

ORETON  Buccal  Tablets  — 

readily  meet  the  requirements  of  the  simplest  or  most  difficult 
problem. 

The  newest  addition  to  the  Oreton  family  of  potent  male  hor* 
mone  preparation,  Oreton  Buccal  Tablets,  now  makes  it  possible 
to  administer  by  mouth,  testosterone  propionate,  the  most  effi- 
cient and  widely  used  parenteral  androgen. 

The  success  of  Oreton  Buccal  Tablets  is  due  to  the  specially 
developed  solid-solvent  base,  POLVHYDROL,t  which  enables  the 
hormone  to  be  absorbed  perorally  (via  the  buccal  mucosa)  with 
a high  order  of  efficiency. 

f PoLTHTuROL  trade-mark  oí  Scheríng  Corporatíoo 


CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


Distribuidores — CESAR  CASTILLO,  INC.,  Calle  Tetuan  155,  San  Juan 


PABENA. . . precooked  oatmeal 
specified  by  physicians 


PABENA*  is  oatmeal,  and  lias  the  ridi,  fidl  oatmeal 
ilaior.  Its  nutritional  (jualities  and  its  vitamin  and 
mineral  content  are  similar  to  those  oí  Pablum.* 

PABENA  is  valuable  for  infants  and  children  who 
are  sensitive  to  wheat,  anti  is  an  ideal  first  solid  food. 

PABENA,  like  all  ¡Mead's  products,  is  acher- 
tised  only  to  the  medical  profession. 


• T.  .M.  Reg.  U.  S.  Pat.  Oft. 


PRECOOKED  OATMEAL 

''itomin-and-minerol-«Bricii*‘^ 

consists  of  oatmeal,  malt  syrup.  ^defH 

prepared  for  humar»  use.  sodium  chlofW^ 
and  reduced  iron.  Pabena  furnishes  aiifr 

•'Eluding  ihomtne.  and  nutntionalty  -■» 


and 


‘‘ais  (ifftn 


• copper,  calcium.  k- — ■-  . 


Writable,  convenient  to  prepare,  econo 


■squires  ho  COOKIN6*A¿*f 
hoi  or  cold.  S«fv«  with  mMk 


fi«ie 


WeAB  iOHNSOSai^ 


I\  O.  HOX  3081  — SAN  .lUAN,  1».  R. 


La  rinitis  alérgica 
y el  catarro  común 

La  incidencia  de  la  rinitis  alérgica  está 
más  generalizada  de  lo  que  parece.  Los  sín- 
tomas nasales  atribuidos  en  muchos  casos 
al  catarro  común  son  en  realidad  debidos 
a la  rinitis  alérgica.^  En  gran  número  de 
casos  de  esta  índole,  el  Neo-Antergan* 
proporciona  pronto  y eficaz  alivio. 

En  ciertas  personas  las  manifestaciones 
de  rinitis  alérgica  que  no  son  de  impor- 
tancia pueden  agravarse  si  el  paciente 
sufre  a la  vez  un  catarro  corriente.  En  es- 
tos casos  el  Neo-Antergan  también  es 
eficaz,  porque  ayuda  a dominar  la  molesta 
congestión  nasal  debida  a la  alergia. 

El  Neo-Antergan  se  caracteriza  por  su  al- 
ta potencia  antihistamínica  y su  alto  coefi- 
ciente de  seguridad.  Puede  administrarse 
con  confianza  siempre  que  se  desee  una 
reacción  antihistamínica  eficaz  y segura. 


■■Neo-Ántergan  es  la  marca  re- 
gistrada de  Merck.  & Co.,  Inc, 
para  la  piranisamina. 

♦ Marca  Registrada 


MALEATO  de  NEO-ANTERGAN*  (Marca  del  Maléalo  de  Piranisamina) 

(Maléalo  de  N-p-  meloxibencilo—N’,  N'-dimetilo-N  -a-piridilelilenediamina) 

MERCK  (^ORTH  AMERICA)  INC. 

161  AVENUE  OF  THE  AMERICAS,  NEW  YORK  13,  N.  Y.,  U.  S.  A. 
Sucesores  de  P.  W.  R.  Export  Corporation 


SUBSIDIARIA  DE 
EXPORTACION  DE 
MERCK  & CO.,  INC. 
Fabricantes  de 
Productos  Químicoia 
Rahway,  N.  J.,  U.  S.  A* 


Distribuidores**-^ CESAR  CASTILLO,  Inc.,  Calle  Tetuón  155,  San  Juan 


B-NüTRON  tablets 

supply  essentiaUy  the  same 

ormuU-foradu'»’''*" 

‘^ay  prefer  tablets. 

^ 1 S or  16  oz.-Syr«P 


Ebcli  T««»poonf«l  (5  ee.)  «ontom* 

thiamine  CHIOIIDE  i»i ) ? * ** 

ftiaOFLAVlÑ  (B2) "'®’ 


miDOXINE  (B6)*  ■ 


....  0.2  m9- 
niacinamide  

FEMOUS  GIUCONATE  * 

manganese  sodium 
citrate  N.  F.  VI I • - w 

rrM*rv*d  wlH»  B*fuelc  Acid  0.2%  ^ 

*Hmd  io  bwaoa  nwrrilian  !»«  not  hmn 


NION  CORPORATION  • LOS  ANGELES'SS,  CALIFORNIA 

\ 

\ 

I 

Representantes  para  Puerto  Rico 
JOAQUIN  BELENDEZ  SOLA 


Ave.  Labra  Núm.  802 
Santurce,  P.  R. 


Apartado  1188 
San  Juan,  P.  R. 


Fuerza  Perdurable 

. . . Erigida  sobre  una  Base  Solida 

L:i  r.limenLacióii  correcta  del  bebé  es  de  inestimable 
importancia  en  los  primeros  meses  de  su  vida.  Es  precisa- 
mente durante  este  período  cuando  se  requiere  una  base 
sólida  para  que  el  niño  se  desarrolle  fuerte  y saludable. 

DRYCO  E3  lOEAL  COMO  AUMENTO  EN  LOS  CUMAS  CALIOOS 
La  tierna  criaturita  necesita  proteínas  en  cantidades  apre- 
ciables para  llenar  las  necesidades  de  su  crecimiento 
muy  rápido  de  la  temprana  edad,  así  como  para  formar 
sus  tejidos.  DRYCO,  con  su  alto  valor  proteico  llena 
estos  requisitos.  Y el  contenido  reducido  de  grasa  de 
DRYCO  provee  una  cantidad  adecuada  de  este  elemento, 
disminuyendo  la  posibilidad  de  trastornos  digestivos.  En 
los  climas  cálidos  o tropicales  ésta  es  una  señalada  ven- 
taja. 

ES7E;:A1MENTE  envasada  PAttA  ttETENEIt  SU  TRESCURA 


Para  iafonnes  detalladas,  escriba  a: 

THE  BORDEN  COMPANY 
350  Madison  Avenue 
Nueva  York  17,  N.Y„  E.  U.  A. 


DRYCO  es  la  mejor  leche  fresca,  consistentemente  uni- 
forme, fácilmente  digestible  y enriquecida  con  vitaminas. 
Se  envasa  especialmente  en  latas  cerradas  al  vacio  para 
asegurar  su  frescura  original  y valor  nutritivo  en  cual- 
quier clima. 


Distribuidores  para  Puerto  Rico: 

PLAZA  PROVISION  COMPANY,  Fortaleza  101,  San  Juan,  P.  R. 


La  Lámpara  de  Hendidura  de  Poser 


^IvSEÑADA  por  H & L,  la  Lám- 
para de  Hendidura  de  Poser 
para  el  diagrnóstico  diferencial 
en  la  patología  del  ojo,  presenta 
muchas  ventajas  en  biomicros- 
copia.  La  iluminación  brillante 
del  tipo  Koeppe  lleva  una  hendi- 
dura ajustabie.  Un  microscopio 
gran  angular  y binocular  de  16x 
permite  abarcar  toda  la  córnea. 
Oculares  con  puntos  ópticos  lar- 
gos facilitan  el  examen  rápido 
del  campo  ancho.  Ambos  brazos 
rotan  alrededor  del  ojo  del  pa- 
ciente como  centro.  Es,  pues, 


una  lámpara  indispensable  para 
el  oftalmólogo. 

H.  V.  GROSCH  CO. 

Calle  Comercio  402 
San  .Juan,  I’uerto  Kico 

BAUSCH  & LOMB 

Optical  Co.  - Hochester,  N.  Y., 
E.  U.  A. 

Fundada  en  1853 


* 


1 


indicada  en  el  tratamiento  de  las  otitis 

bacterianas  medias  y externas.  . 


Tres  investigaciones  clínicas  en  más 
de  200  pacientes  han  demostrado  la 
gran  eficacia  del  Fiiracín  como  agente 
asociado  al  tratamiento  de  la  otitis 
bacteriana.*  Muchos  casos,  sin  resul- 
tado con  otras  medicaciones,  respon- 
dieron al  Furacín.  Los  microorganis- 
mos aislados  en  dichos  ensayos  se 
clasificaron  como  Escherichia  coli. 


Proteus  vulgaris,  diversas  especies  de  i 
Pseudomonas,  estafilococos,  estrepto-  ^ 
cocos  y difteroides. 

Furacín  Oto-Solución  Anhidra  con-  j 
tiene  Furacín,  marca  registrada  de  ' 
nitrofurazone  N.N.R.,  al  0.2%  en'  i 
glicol  polietilénico,  un  líquido  hidro-  • 
soluble,  anhidro  e higroscópico. 


ENVIAMOS  LITERATURA  A SOLICITUD.  i 

•Anderson.  J.  y Sleele,  C.:  Use  of  Nitrojuran  Therapy  in  External  OtUt^  l! 
Lar>  ngoscope  58  1279.  1948.  • Douglass.  C : The  Use  of  Furacm  tn  the  i¡ 
Treatment  of  Aural  Infections  Laryngoscope  1274.  1918.  Keardont^l 

ii 

I 


Distribuidores — CESAR  CASTILLO,  INC.,  Calle  Tetuan  155,  San  Juan 


if 


SIMPLE 


Until  there  are  mechanical  means  for  vvinding- 
np  the  failing  heart  . . . consider  tliis: 

Nativelle  isolated  Digitaline  to  minimize 
the  disadvantages  of  whole  leaf.  He 
replaced  variable  results  with  the 
predictable  cjfccts  of  dosage  by  weight. 

Digitaline  Nativelle  digitalizes  in  a few 
hours  and  maintains  the  maximum  ejficiency 
obtainable.  This  maintenance  is  positive! 

Complete  absorption  and  a uniform 
rate  of  dissipation  provide  full  digitalis 
effect  between  doses.  Elimination  of  crude 
substances  virtually  eliminates  side  effects. 

Digitaline  Nativelle 

(Jtiej  eieiive  principle  oj  digitalis  purpurea  (digiloxhi) 


Ease  of  Adminisiralton 

t PID  DIGITALIZATION:  1.2  rtiR.  in  equally  divided  doses  of  0.6  mg.  at  three-hour  intervals. 

MAINTENANCE:  O.I  or  0.2  mg.  daily  depending  upon  patient’s  response. 
< ANGE-OVER:  Prescribe  0.1  or  0.2  mg.  of  Digitaline  Nativelle  to  replace  maintenance  doses  of  0.1  gm.  or  0.2  gm.  of  whole  leaf. 
, Smd  for  new  brochure  ’’Mtxietn  DikIuIis  Therapy"  Varick  Fhamiacal  Co.  Inc.  (Division  of  E.  Fougera  & Co.  Inc.)  75  Varick  St.,Ncw  York. 


ROTARY  MICROTOME 

tor  Ultra-thin  Sectioning 


pLECTRON  Microscopes  can  penetrate 
^ only  the  thinnest,  most  transparent  of 
specimens — as  a result  sections  cut  with  or- 
dinary microtomes  (one  to  fifty  microns  in 
thickness)  are  unusable.  The  technique  de- 
veloped by  Drs.  Pease  and  Baker  and  des- 
cribed in  the  April  1948  issue  of  Proceed- 
ings of  the  Society  for  Experimental  Biology 
and  Medicine,  and  also  the  Journal  of  Ap- 
plied Physics,  May,  1949,  permits  cutting  of 
suitable  ultra-thin  sections  with  the  Spencer 
No.  821  Thin  Sectioning  Precision  Rotary 
Microtome.  Using  this  technique,  actual  tis- 
sue, cancer  cells,  blood  cells,  bacteria,  etc., 
may  be  sectioned  for  examination  under  the 
electron  microscope.  This  opens  the  way  to 
further  scientific  and  medical  progress 
through  research. 

The  No.  821  Microtome  is  rigid,  precise, 


and  identical  in  all  respects  to  the  well- 
known  Spencer  No.  820.  It  has,  however,  an 
extremely  accurate  adapter  which  changes 
the  angle  of  the  inclined  plane  to  feed  in 
increments  down  to  .05  microns.  Built  firm- 
ly into  the  base  casting,  this  feed  mecha- 
nism is  entirely  independent  of  the  vertical 
movement  of  the  specimen.  Three  object 
discs  are  regularly  supplied.  The  up-and- 
down  excursion  of  the  object  clamp  is  two 
inches.  This  permits  the  cutting  of  large 
serial  sections.  The  balance  wheel  may  be 
locked  by  means  of  a lever  when  the  object 
clamp  is  at  the  top  of  its  excursion  to  per- 
mit trimming  of  the  specimen. 


Spencer  Precision 
Rotary  Microtome 
No.  821 


Ultra-thin  Sectioyiing 
Attachment  No.  829 


PUERTO  RICO  OPTICAL  COMPANY 

SAN  JUAN,  PUERTO  RICO 
Agentes  Exclusivos  de 
AMERICAN  OPTICAL  COMPANY 
Southbridge,  Mass. 


r EMPLEOS  IMPORTANTES 


CASEINATO  DE  CALCIO 


★ DESNUTRICION.— Por  consistir  casi  enteramente  de  proteína 
(88%),  el  Gasee  resulta  útil  para  enriquecer  la  dieta  del  niño  o 
del  adulto  con  desnutrición  por  insuficiencia  proteica.  Gracias  a 
ser  inodoro  e insaboro,  el  Gasee  no  afeeta  ni  el  olor  ni  el  sabor 
del  alimento. 

DIARREA. — El  Gasee  posee  mérito  extraordinario  en  el  trata- 
miento dietético  de  la  diarrea,  lo  mismo  en  el  lactante  amaman- 
tado que  en  el  alimentado  artificialmente.  La  rapidez  eon  que  el 
Gasee  ataca  este  común  trastorno  nutritivo,  constituye  un  factor 
importante  para  evitar  la  deshidrataeión  y el  desgaste  proteico. 

COLICO. — Gon  la  administración  antes  de  cada  mamada  de  15  cc. 
(3  cucharaditas)  de  una  mezcla  de  l}/2  gramos  (1  cucharadita 
compacta  rasa)  de  Gasee  y 40  cc.  de  agua,  se  consigue  aliyiar  casi 
inmediatamente  el  cólico  en  los  lactantes  amamantados. 

PREMADUREZ. — En  la  alimentaeión  del  prematuro,  se  han  ob- 
tenido superiores  resultados  eon  regímenes  enriqueeidos  eon  Gasee, 
por  ejemplo : (1)  Olac,  (2)  Alaeta-Semidescremada,  Gasee  y Dextro 
Malto,  (3)  leche  de  pecho  y Gasee,  etc. 

ATREPSIA. — El  Gasee  ha  demostrado  también  su  utilidad  en 
casos  de  atrepsia  eausados  por  vómito,  diarrea,  o hipoalimentación. 

ENFERMEDAD  CELIACA. — El  Gasee  está  indicado  para  todo 
el  período  del  régimen  trifásieo  en  el  tratamiento  de  la  enferme- 
dad celíaca. 

De  venta  en  todas  las  droguerías  y farmacias. 

Muestras  y literatura  a la  disposición  de  los  Sres.  Médicos, 


o 

Mead  Johnson  & Co., Evansv¡iie2i, ind., e.u.a. 


P.  o.  Box  ,3081  — San  .luán,  P.  R. 


SE  DIFUNDE  como  la  tiata  ei^  cm  íüecamte 


Mayor  absorción 
en  las 
hi  poder  morlisis 
y mayor  campo 
de  anestesia  con 

HYDA8E 

MARCA 


llIALUUOINlDAi^A 

Las  soluciones  inyectadas  se  difunden  fáciiniente  a 
través  de  los  tejidos  tratados  con  HYDASE. 

Se  puede  administrar  un  volumen  de  líquido  mayor 
con  más  rapidez  y seguridad. 

Evita  la  tumefacción  local  o el  dolor  causado  por 
la  distensión. 

HYDASE  es  también  un  valioso  coadyuvante  en  la 
anestesia  por  bloqueo  o por  infíltración. 

Presentación:  Ampollas  estériles  de  150  TUU  (uni- 
dades turbirreductoras)  de  la  hialiironidasa  más  pura 
disponible. 


HYDASE  es  un  producto 


® 


Distribuidores:  WYCTH  INTERNATIONAL  LIMITED  — PHILADELPHIA,  U.  S.  A, 

FRANCISCO  N.  CASTAGNET 
San  Juan,  Puerto  Rico 


OBJECTIVE  IN 

j^ODERN-DAY 

pediatric  feeding 


TO  A WIDE  VARIETY  OF  FOODS 


The  infant’s  sense  of  taste,  at  birth,  is  quite  unclerdevel 
oped  . . . He  distinguishes  between  sweet  and  sour, 
bitter  and  bland,  as  indicated  by  grimaces  and  refusal  to 
take  food  which  is  bitter  or  sour  . . . But  individualized 
taste  develops  rapidly  with  growth  and  experience.  . . . 

There  are  far-reaching  advantages  in  providing  a widely  varied 
diet  at  a very  early  age:  The  diversity  will  accustom  the 
infant  to  a wide  range  of  taste;  he  will  learn  to  enjoy  the  variety 
of  foods  essential  to  optimal  growth  and  development;  aver- 
sion to  strange  foods,  so  often  developed  when  first 
introduced  at  a later  date,  is  thus  largely  avoided. 

Libby’s  Baby  Foods  provide  the  variety  needed  for  such 
planned  feeding.  . . . They  are  strained  AND  homogenized, 
and  so  fine  in  texture  that  they  flow  readily  through  a nipple 
opening  of  ordinary  size,  when  mixed  with  the  milk  formula. 
Hence,  they  lend  themselves  to  feeding  early  in  life,  even  as 
early  as  the  fifth  week — before  food  hostilities  develop. 

Taste  is  important  in  conditioning  the  child  to 
lasting  food  likes.  Libby’s  Baby  Foods  are  pal- 
atable. Taste-test  Libby’s  Spinach,  for  instance, 
and  learn  for  yourself  how  good  it  is. 


BEETS  • CARROTS  • PEAS  • SPINACH  • GARDEN  VEGETABLES  • MIXED 
VEGETABLES  • VEGETABLE  SOUP  • LIVER  SOUP  • APPLE  SAUCE  • APPLES 
AND  APRICOTS  • APPLES  AND  PRUNES  • PEACHES  • PEACHES,  PEARS. 
APRICOTS  • PEARS  • PRUNES  • CUSTARD  PUDDING  • VEGETABLE  BEEF 


LIBBY,  MCNEILL  & LIBBY 


Chicago  9,  Illinois 


■ ” — 

nuevo  catalizador  del  hierro^ 
para  mejorar  la  hemogénésis  f 


i 

h El  Mol-iron  de  Juaits  es  un  complejo  estable  de  óxido  de 
í’  molibdeno,  cuya  potencialidad  ferrosa  en  la  anemia  hipo- 
''  crómica  ha  sido  comprobada  en  recientes  investigaciones.  En 
I un  compuesto  ( co-precipitado ) de  sulfato  ferroso,  ofrece 
f:;  estas  características. 

i 

f Aumento  hemoglobínico.  Los  pacientes  que  toman  ta- 
bletas  de  Mol-iron  experimentan  con  un  tratamiento  más 
corto,  un  aumento  considerable  de  hemoglobina  por  término 
, medio. 

f Mejor  tolerancia.  Con  este  nuevo  agente  hemopoyético 
' los  efectos  secundarios  gastrointestinales  son  mucho  menos 
: frecuentes,  aun  en  pacientes  que  han  demostrado  intoleran- 
i cia  a otros  preparados  a base  de  hierro. 

Campo  clínico  más  exterco.  Es  más  eficaz  que  otros  pre- 
parados en  las  anemias  hipocrómicas,  cualquiera  que  sea  su 
I etiología,  en  las  hemorragias  crónicas  y en  las  deficiencias 
[ nutritivas. 

r Ponga  a prueba  las  Tabletas  Mol-iron  en  los  casos  de  mayor 
; intolerancia  de  hierro.  Le  sorprenderán  sus  buenos  resultados. 


tabletas 


SULFATO  FERROSO  MOLIBDENICO 


White  Laboratories,  Inc.,  Newark  7,  N.  J.,  E.  U.A.  ♦ Fabricantes  de  Productos  Farmacéuticos 

DÍEÍribuidores:  FRANCISCO  N.  CASTACxNET 
San  Juan,  Puerto  Rico 


for  effecfive  treatment  of 

hypertension 


VERUTAL 


tablets  (RAND) 
containing 
VERATRUM  VIRIDE 


VERUTAL  TABLETS  (Rand)  combine^K 
EOUR  fherapeufically  effecfive  W 
drugs  in  a NEW  FORMULA  for  fhe  ^ 

freafmenf  of  ESSENTI AL  HYPERTENSION. 

EACH  VERUTAL  TABLET  CONTAINS: 

Verafrum  VIride ^00  mg, 

Manr)lfol  Hexanitrafe V2  S'"* 

Rufln 10  mg.  y 

Pbenobarbital V4  9''- 

PROFESSIONAL  SAMPLES  AND  LITERATURE  UPON  REQUEST 

pft€M.t:nV€M.C^U.tlCitt  CO*^  titc* 

DISTRIBUTOR:  A.  F.  LEGRAND-Apartado  3911,  Santurce,  P.  R.— ALBANY,  NEW  YORK 


OtlOHS 

mvenous 


\ntrait'usc 


Oise'S 


to  relieve  nausea  and  vomiting 
of  pregnancy  and  in  adoles- 
cent acne 


•««««* 


•••  •••••  . 

PYRIBEXIN 


(Pyridoxine  HCI  Thiamine  Ctiloride) 
Each  1 cc  coniains: 

Vitamin  Bl  50  mg 

Vitamin  B6 50  mg 

VIALS  OF  10  ec 


IROBLEX 


romic 


tor  use  in  hypoc 
tritional  anemias 


(Iron  - Liver  - B Complex) 
Each  cc  contains: 

Thiamine  HCl  (Bl)  1C 

Riboflavin  (B2)  

Pyridoxine  HCl  ( B6)  

NICOTINAMIDE 

IRON  CACODVLATE  1 

LIVER  (10  U.S.P.  UNITS 

PER  CC)  

Phenol  (As  preservative)  0.5 

VIALS  OF  10  cc 


ImproveiJ 


Formula 


NION  CORPORATION  los  angeles  38,  california 

JOAQUIN  BELENDEZ  SOLA,  INC 

P.O.  BOX  1188,  SAN  JUAN,  PUERTO  RICO 


BIOLAC  ES  UN  ALIMENTO  COMPLETO 


ofrece  las  Ventajas  de  la  Leche  Materna 


Los  Niños  alimentados  con 
Bíolac  obtienen  todos  los  compo- 
nentes alimenticios  esenciales. 

Porque  Bíolac  es  excelente 
leche  de  vaca,  modificada  en  tal 
forma  que  proporciona  todos  los 
componentes  alimenticios  esen- 
ciales de  la  leche  materna.  Con- 
venientemente envasado  al  vacío 
en  forma  de  polvo,  sólo  hay  que 
mezclarlo  con  agua  para  preparar 
la  fórmula. 

He  aquí  razones  por  qué  los 
niños  reciben  toda  la  nutrición 
que  necesitan,  de  este  alimento 
(con  excepción  de  la  vitamina 
C)  . . . por  qué  tantos  médicos 
recetan  Bíolac: 

1 • Bíolac  es  hecho  de  leche  de 
la  más  alta  calidad.  Vacas  salu- 
dables sometidas  a la  prueba  tu- 
berculina,  suplen  la  leche  que  se 
convierte  en  Bíolac.  Este  polvo 
se  conserva  sin  refrigeración. 


2.  Bíolac  es  enriquecido  y mo- 
dificado para  que  actúe  como 
la  leche  materna.  Se  le  agrega 
lactosa,  el  azúcar  natural  de  la 
leche  materna.  El  contenido  de 
grasa  se  reduce;  los  glóbulos  se 
dividen  en  partículas  de  tamaño 
similar  a los  de  la  leche  materna. 
La  proteína  es  provista  en  canti- 
dades que  compensan  las  diferen- 
cias biológicas  que  existen  entre 
la  proteína  de  la  leche  de  vaca  y 
la  de  la  leche  materna.  Se  le  agre- 
gan vitaminas  y hierro. 

3.  Bíolac  es  un  alimento  com- 
pleto. Bíolac  iguala  o supera  los 
requisitos  reconocidos  de  vitami- 
nas A,  Bi,  Bj  y D,  calcio,  fósforo, 
hierro,  proteína,  azúcar  y grasa. 
(Nótese  que  ni  la  leche  materna 
ni  la  de  vaca  suplen  cantidades 
suficientes  de  la  vitamina  C,  la 
cual  debe  agregarse  al  régimen 
por  medio  de  jugo  de  naranja  o 
de  tomate.) 


4.  Bíolac  es  tan  sano.  Como 
sólo  se  usa  un  ingrediente  para 
preparar  la  fórmula  de  Bíolac, 
casi  se  eliminan  las  posibilidades 
de  errores  al  medirlo  y mezclarlo. 
Preparada  cuidadosamente  la  fór- 
mula Bíolac  será  uniforme  día 
tras  día. 

5.  Bíolac  es  fácil  de  preparar. 

Sencillamente  mezcle  el  Bíolac 
con  agua  fría  previamente  her- 
vida, y la  fórmula  estará  lista. 
Cada  lata  trae  una  cuchara  de 
medir. 

6»  Bíolac  es  fácil  de  recetar. 

Recuerde  que  Bíolac  es  un  ali- 
mento infantil  completo.  Los  ni- 
ños lo  toman  con  mucho  agrado 
y sólo  la  adición  de  la  vitamina 
C es  necesaria,  a su  debido  tiem- 
po, para  asegurar  el  crecimiento 
normal  y la  buena  salud  de  las 
criaturas. 


BIOLAC 
^Dilución  Normal^ 


LECHE  DE  VACA 
No  Modificada 


proteína 
□ lactosa 


1 grasa 
I minerales 


Bíolac 


BIOLAC 
(^Diludón  Nonnal^ 


I proteína 
□ lactosa 


6S 

i 

45 


LECHE 

HUMANA 


73 


I grasa 
I minerales 


THE  BORDEN  COMPANY 

350  Madison  Avenue,  New  York,  N.Y. 

B'olac  cs  leche  pura  de  vaca, 
modificada.  Sencillamente  se 
mezcla  con  a^ua  pura  para 
obtener  una  formula  infantil 
equilibrada. 


Distribuidores  para  Puerto  Rico: 

PLAZA  PROVISION  COMPANY,  Fortaleza  104,  San  Juan,  P.  R. 


compare 


RESINAT'S  RESULTS  WITH  ANY  OTHER' FORM  OF  ANTACID  THERAPY 


Mounting  clinical  evidence  continues  to 
support  claims  as  to  the  efficacy  of 
RESINAT.  The  latest  report  on  120  patients 
treated  with  resinat,  demonstrates  com- 
plete symptorr.dtic  relief  in  48-72  hours 
and  regression  of  the  ulcer  crater  in  2-4 
weeks  in  the  majority  of  casesd 
RESINAT:  , 

1.  Is  completely??i|Qntoxic.  V 

2.  Acts  as  an  ,a 

3.  Coats  thi;^*^] 

4.  Does  np.h 

5.  Produces  no  aci 
jectionable  side  e 

RESINAT  has  been  called  “the  c 
approach  to  the  ideal  antacid. 

RESINAT  «ou^  available  in  tablet  form 
(0,5  Gm)  in  addition  to  Capsules  (0.25  Gm) 


GasUopiiotillraph  of  mucosa 
coated  by  Resinat. 


JíKtíophotograph  of  mucosa 
^coated  by  other  substance. 

1.  Weiss,  S.,  Espinal,  R.B.  & Weiss,  J.;  Thera- 
peutic Application  of  Anion  Exchange 
Resins  in  the  Treatment  of  Peptic  Ulcer, 
Review  of  Gastroenterology,  16:501-509, 
June,  1949- 


RESINAT 


Literature  arid 
samples  available 


RESINAT  PATENT  PENDING 


completely  nontoxic  anion  exchange  resin 

FOR  PEPTIC  ULCER 


THE  NATIONAL  DRUG  COMPANY,  PHILADELPHIA  44,  PA. 


Manufacturers  of 


Pharmaceutical, 

Biological  and 
Biochemical  Products 
for  the  Medical  Profession 


Represented  in  Puerto  Rico  by: 
CESAR  A.  TORO,  Ph.G.  — San  Juan,  P.  R. 


...en  seguida 

se  nota 
en  la  curva 
de  peso... 


// 
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Al  suplementar  la  dieta  infantil  corriente  con 
vitamina  B se  podrá  notar  un  aumento  de  peso  rápido  e 
inmediato,  reduciéndose  a veces  la  anorexia,  irritabilidad, 
espasticidad  y los  trastornos  digestivos. 

Cinco  gotas  diarias  de  Líquido  Multi-beta  White’s, 
como  suplemento  a la  dieta  infantil  corriente,  propor- 
cionan los  factores  vitamínicos  B en  cantidad  proporcio- 
nada a la  insuficiencia  media  en  dicha  dieta. 

Es  agradable  y fácil  de  tomar,  miscible  en  mezclas 
lácteas,  jugo  de  naranja  y otros  líquidos  y en  alimentos 
blandos.  Se  puede  tomar  directamente  del  cuentagotas. 
Notablemente  estable. 


I Líquido 

¡ 

I 


Multi-beta 

-poro  corregir  insuficiencias  en  la  dieta  infantil 


\ M.F.Gaynor  y R.H.Dennet  en  Journal 
of  Pediatrics,  Abril  1934 

2 B.R.  Hoobler  en  Journal  of  American 
Medical  Association,  Feb.  28,  1931 

3 M.V.  Poole,  B.M.  Hamil,  T.B.Gooley 
e I.  G.  Macy  en  American  Journal  of 
Disease  in  Children,  Oct.  1937 


White  Laboratories,  Inc.,  Newark  7,  N.  J.,  E.  U.A.  • Fabricantes  de  Productos  FormacéuHcos 
Distribuidores:  FRANCISCO  N.  CASTAGNET 


San  Juan,  Puerto  Rico 


liberación  gradual 


Con  el  advenimiento  de  la  Penicilina  G Procaina  Crista- 
lina en  Aceite  de  Maní  con  2%  de  Monoestearato  de 
Aluminio  ya  no  se  necesita,  en  muchos  casos,  las  inyec- 
ciones frecuentes  en  la  penicilinoterapia.  Este  nuevo 
producto  de  Merck  & Co.,  Inc.  permite  una  liberación 
gradual  de  la  penicilina,  obteniéndose  así  una  acción 
eficaz  y prolongada.  En  consecuencia  va  ganando  rápi- 
damente amplia  aceptación  como  un  medio  más  eficaz 
y conveniente  de  administrar  penicilina. 

Después  de  una  sola  inyección  intramuscular  de  1 c.c. 
(300.000  unidades),  se  mantienen  niveles  sanguíneos 
verificables  de  penicilir  a durante  48  horas  en  aproxima- 


damente 90%  de  los  pacientes  en  cama.  En  la  mayoría 
de  éstos  se  mantienen  hasta  96  horas.  Sólo  en  los  casos 
más  graves  se  necesita  inyecciones  frecuentes. 

La  próxima  vez  que  emplee  penicilina,  tenga  en  cuenta 
las  ventajas  que  le  ofrece  este  tipo  superior  de  penicilina 
de  Merck  & Co.,  Inc.: 

• Liberación  gradual— acción  eficaz  y prolongada, 
— inyecciones  frecuentes  generalmente  innecesarias 

• Prácticamente  no  irritante 

• Bien  tolerada 

• No  requiere  refrigeración 


La  Penicilina  G Procaina  Cristalina  en 
Aceite  de  Maní  con  2%  de  Monoeslea- 
ralo  de  Aluminio  se  puede  conservar  con 
seguridad  a la  temperatura  ambiente  por 
períodos  hasta  de  18  meses  sin  pérdida 
apreciable  de  potencia.  Merck  & Co., 
Inc.  la  suministra  en  convenientes  iras- 
uuitos  esterilizados  de  diez  dosis  de  1 c.c. 
'aúú.OOO  unidades). 


Pida  los  últimos  linprosos  doscriptim 


NoOw  York.  N Y , U S A 


Distribuidores— CESAR  CASTILLO;  INC.,  Calle  Tetuan  155,  San  Juan 


^Vitamin  per  unit  of  weight, 
antiunemic  substance  known.” 


is  the  most  effective 


RUBRAMIN 

SQUIBB  vitamin  B12  concentrate 

now  in  plentiful  supply 

► essentially  painless,  protein-free  aqueous  solution 

► approximately  the  same  cost  as  Liver  Extract 

1 cc.  ampuls,  each  ampul  containing  15  micrograms  of 
vitamin  B12.  Boxes  of  5. 

Dosage  for  15  mitrogram  RUBRAMIN  is  the  same  as  that  for 
15  unit  Liver  Extract. 


Sqi  ^11^15  MANUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  1858 


Vitamin  B-complex  and  ferrous  sulfate  compound 


Hyotole  is  a particularly  effective  combination 
of  readily  assimilable  iron  plus  thiamine,  riboflavin,  i 
pyridoxine,  calcium  pantothenate,  niacinamide, 
choline  and  folic  acid,  reinforced  with  crude  liver 
and  other  factors  of  the  vitamin  B-complex. 

Hyotole  produces  an  exceptionally  prompt  hemo* 
poietic  response;  it  is  especially  indicated  in  nutri- 
tional anemias,  and  is  ideally  suited  for  the  effective 
treatment  of  hypochromic,  macrocytic  and  iron  de- 
ficiency anemias. 

Hyotole  is  pleasantly  flavored  and  quickly  effective 
in  both  children  and  adults. 

Rx,  In  4 oz.  and  16  oz.  bottles. 


SHARP  & DOHME,  Philadelphia,  U.S.A; 


Liver  Protein  Hydrolysate  supplying 

AMINO  ACIDS  for  ORAL  THERAPY 


The  amino  acids  in  LEDINAC  Liver  Protein  Hydrolysate  Lederle 
provide  a rapidly  absorbable  supplement  which  tends  to  combat 
“protein  starvation”  in  patients  and  secure  normal  nitrogen 
balance  in  the  tissues.  Amino  acids  furnish  one  of  the  best  means 
of  providing  convalescent  patients  with  nitrogenous  foods. 


LEDINAC  Liver  Protein  Hydrolysate  Lederle  provides  in  a 
palatable,  chocolate-flavored  form,  a rapidly  absorbable  dietary 
supplement  that  does  not  tax  unduly  the  digestive  powers  of 
the  patient. 


LEDINAC  Liver  Protein  Hydrolysate  Lederle  is  a source  not  only 
of  modified  protein  and  amino  acids,  but  also  of  vitamins,  minerals, 
and  carbohydrates.  It  is  derived  from  mammalian  liver  — the 
richest  nutritional  storehouse  in  the  body. 

*Reg.  U.  S.  Pat.  Off. 


FORMULA 

Liver  Protein  Digest 54.0% 

Maltose 38.5% 

Flavoring  Agents  (including 

chocolate  and  saccharin)  . . 7.5% 

Supplying:  Carbohydrate 32.5% 

Fat 3.5% 

Protein 50.0% 

Free  Amino  Nitrogen 1.0% 


including  the  amino  acids,  Arginine, 
Histidine,  Lysine,  Tryptophane,  Phenylala- 
nine, Methionine,  Threonine,  Leucino,  Iso- 
leucine, Valine,  and  Cystine. 


Each  30  Gm.  contains: 

Thiamine  Hydrochloride  (Bj)  1.00  mg. 

Riboflavin  (B2) 2.00  mg. 

Niacinamide 6.60  mg. 

Pantothenic  Acid 2.30  mg. 

Pyridoxine  Hydro- 
chloride (Bé) 0.24  mg. 

Biotin 2.70  gamma 

Inositol 23.00  mg. 

Choline 120.00  mg. 

Calcium 106.00  mg. 

Phosphorus 297.00  mg. 

Iron 4.80  mg. 

Calories 103.8 


Packa(jed  in  one-half  ponnd  jars 

LEDEKLE  LA  KO  II  AT  OKIES  KIVISlOX 

AMERICAN  CYANAMID  CO.MPANY  • 30  ROCKEFELLER  PLAZA,  NEW  YORK  20,  N.Y. 


In  manifest  vitamin  cLefrtíencies  it  is  inadvisable  and 
impractical  to  rely  primarily  o«  dietary  correction.  The 
deprivation  of  essential  rwife4H#Nfpctors  usually  has 
existed  for  many  yeors,  and  it  is  i«^^tat#fo  give 
tKtequ'bte  treatment  in  order  to  resfsre  promptly. 

Pluraxin  is  especially  designed  for  intensive ' 


Therapeutic  Formula 
Vitamin  A (from  fish  liver  oil) 
Vitamin  Bi  (thiamine)  . 

Vitamin  B2  (riboflavin) . 

Vitamin  Bs  (pyridoxine) 
Nicotinamide  .... 
Calcium  pantothenate  . 

Vitamin  C (ascorbic  acid)  . 
Vitamin  D2  (calciferol) . 


Pluraxin 

25,000  U.S.P.  Units 
15  mg. 
10  mg. 
2 mg. 
150  mg. 

10  mg. 
150  mg. 
1,000  U.S.P.  Units 


"w,. 


Same  formula  with  folic  acid  5 mg.  per  capsule 

One  capsule  daily  is  usually  sufficient.  Some  patients  may  require 
larger  doses  at  first.  In  vitamin  therapy,  "it  is  far  better  to  prescribe 
too  much  than  too  little,  too  soon  rather  than  too  late"  (Spies). 
Available  in  bottles  of  30  and  100  capsules. 

PLURAXIN 


Now  also  Plnratin  with  FOLIC  LCID 


INC. 


New  York  13,  N.  Y.  Windsor,  Ont. 


The  businesses  formerly  conducted  by  WInthrop  Chemical  Company,  Inc. 
and  Frederick  Stearns  & Company  are  now  owned  by  Winthrop-Stearns  Inc. 


PLURAXIN,  trodemark  reg.  U-  S.  Pot.  Off.  & Conodo 


PROFESSIONAL  BUILDING  — Ave.  de  Diego  308 
Santurce,  Puerto  Rico 
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CORTISONA  Y ACTH 

RESUMEN  DE  LA  LITERATURA 

RAMON  M.  SUAREZ,  M.D. 
Santurce,  P.  R. 


Nunca  antes  en  la  historia  de  la  medicina,  se  había  observado 
tanto  progreso,  ni  constatado  tantos  cambios  fundamentales  en  la 
teoría  y práctica  de  la  profesión,  como  los  que  hemos  visto  crecer 
y desarrollarse  durante  la  presente  generación.  Muchas  enferme- 
dades han  desaparecido  del  escenario,  otras  han  disminuido  tanto 
que  son  actualmente  consideradas  como  curiosidades  médicas,  otras 
han  perdido  sus  manifestaciones  típicas  o clásicas,  y aparecen  aho- 
ra tan  modificadas,  que  a veces  es  difícil  reconocerlas,  y,  por  fin, 
nuevas  entidades  han  surgido,  y otras,  que  no  son  nuevas,  han  sido 
remozadas  con  nuevos  nombres  y con  un  mayor  interés  en  las 
mismas.  Entre  estas  últimas  están  las  llamadas  enfermedades  del 
colágeno. 

Pasó  la  era  de  las  “autointoxicaciones”  y de  los  mal  llamados 
“antisépticos  intestinales”,  la  tifoidea  casi  ha  desaparecido  de  to- 
dos los  países  civilizados  del  mundo,  la  pulmonía  lobular  ya  no  cura 
por  crisis  en  siete  o nueve  días,  el  cirujano  no  opera  un  caso  de 
mastoiditis  hace  mucho  tiempo,  la  peritonitis  ya  no  es  siempre 
fatal,  la  difteria  disminuye  rápidamente,  el  tifus  exantemático 
se  trata  con  éxito.  No  pasará  mucho  tiempo  sin  que,  como  resul- 
tado de  las  actividades  sanitarias,  y como  consecuencia  de  un  más 
alto  nivel  económico  del  pueblo  y de  más  educación  y mejor  nutri- 
ción, desaparezcan  también  las  diarreas  y enteritis,  las  enfermeda- 
des carenciales,  y la  mayor  parte  de  las  anemias,  y disminuya  la 
tuberculosis.  A los  médicos  de  la  próxima  generación  les  quedarán 
las  enfermedades  seniles  degenerativas,  la  hipertensión,  la  arte- 
rieesclerosis, el  cáncer,  las  leucemias,  y las  ya  mencionadas  enfer- 
medades colágenas:  la  artritis  reumatoide,  lupus  eritematoso,  po- 
liarteritis  nudosa,  fiebre  reumática,  etc. 
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RAMON  M.  SUAREZ 


El  descubrimiento  de  la  Cortisona  y el  ACTH,  y los  ensayos 
clínicos  efectuados  durante  el  último  año,  principalmente  en  los  Es- 
tados Unidos  de  Norte  América,  han  dado  un  gran  impulso  al  es- 
tudio e investigación  de  estas  últimas  enfermedades. 

Ha  pasado  o está  debilitándose  la  “era  de  las  vitaminas”,  es- 
tamos viviendo  actualmente  la  fiebre  de  la  “era  de  la  quimiotera- 
pia y de  los  antibióticos”,  y hemos  entrado  de  lleno  con  un  entu- 
siasmo extraordinario  en  una  nueva  etapa  de  investigaciones  mé- 
dicas, que  pudiéramos  legítimamente  llamar  la  “era  de  los  este- 
roides”  o la  “era  de  las  hormonas”. 

En  mayo  de  1937,  el  Dr.  Edward  E.  Kendall, ‘ y sus  socios  de  la 
Clínica  Mayo,  aislaron  y le  asignaron  su  fórmula  química  a una 
hormona  de  la  corteza  de  la  glándula  suprarrenal  que  ellos  llamaron 
el  “Compuesto  E”,  y que  conocemos  hoy  día  como  Cortisona.  Por 
tres  años  permaneció  la  hormona  olvidada  en  los  laboratorios  de 
Kendall,  hasta  que  en  el  1940,  durante  la  última  Guerra  Mundial, 
se  propagó  el  rumor  de  que  a los  pilotos  alemanes  de  la  Luftwaffe 
se  les  inyectaba  extractos  de  corteza  de  la  suprarrenal,  para  que 
pudieran  volar  sin  dificultad  a alturas  de  más  de  40,000  pies  sobre 
el  nivel  del  mar.  Los  laboratorios  de  la  Fundación  Mayo  y de  la  casa 
Merck  intensificaron  la  preparación  de  la  hormona,  y por  fin,  en 
el  1948,  pudieron  producirla  en  suficiente  cantidad  para  poderse 
usar  en  investigaciones  clínicas,  tras  un  proceso  largo  y costoso 
de  síntesis  parcial,  teniendo  como  base  inicial  algunos  ácidos  bi- 
liares. 

Aún  así  la  cantidad  del  producto  sintetizado  es  muy  pequeña, 
y se  investiga  actualmente  la  posibilidad  de  obtener  la  hormona  por 
métodos  más  sencillos,  teniendo  como  base  benceno  o naftaleno,  o 
extrayéndola  de  ciertos  tubérculos  o plantas  de  las  familias  Es- 
trofanto  y Dioscórea.  Hasta  donde  nosotros  hemos  podido  averi- 
guar, la  casa  Merck  es  la  única  que  prepara  la  Cortisona  hoy  día. 

Esteroide  es  el  nombre  que  se  le  dá  a un  grupo  de  compuestos 
extensamente  distribuidos  en  la  naturaleza,  semejantes  química- 
mente al  colesterol,  y que  contienen  carbón,  oxígeno  e hidrógeno, 
esto  es:  un  sistema  hidrogenado  de  ciclo-penteno-fenantreno.  Algu- 
nas de  las  substancias  incluidas  en  el  grupo  de  los  esteroides  son: 
las  hormonas  sexuales,  las  agluconas  cardíacas,  los  ácidos  biliares, 
las  saponinas,  los  esteróles  propios,  los  venenos  del  sapo,  y algu- 
nos de  los  carburos  carcinogénicos.  Tienen  los  esteroides  una  es- 
tructura química  similar  a la  de  la  Cortisona  (17-hidroxi-ll  dehi- 
drocorticoesterona).  Esta  substancia  se  conoce  también  como  el 
Compuesto  E de  Kendall,  Compuesto  F de  Wintersteiner  y Pfiffner 
y Substancia  Fa  de  Reichstein. 

Mientras  la  cortisona  dormía  olvidada  en  los  laboratorios  de 
Kendall,  otros  investigadores  de  la  Clínica  Mayo,  encabezados  por 
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Philip  S.  Hench,  se  esforzaban  por  averiguar  el  mecanismo  de  la 
leversibilidad  de  las  manifestaciones  de  la  artritis  reumatoide,  pro- 
uucidas  por  la  ictericia  y por  el  embarazo.  No  podía  ser  la  hormona 
femenina,  se  dijeron,  ni  la  hiperbilirubinemia,  puesto  que  estas 
substancias  no  son  comunes  al  embarazo  y a la  ictericia.  Basán- 
dose también  en  que  algunos  procedimientos,  tales  como  la  adminis- 
tración de  anestesia  general  u operaciones  quirúrgicas  que  estimu- 
lan la  corteza  de  la  suprarrenal,  pueden  producir  remisiones  transi- 
torias en  enfermos  de  artritis  reumatoide,  llegaron  a la  conjetura 
de  que  el  agente  hipotético  responsable  de  la  mejoría  o remisión, 
era  probablemente  una  hormona  suprarrenal  y decidieron  probar  el 
efecto  del  compuesto  E o Cortisona,  con  los  resultados  tan  dra- 
máticos ya  conocidos  por  todos. 

Fué  una  suerte  que  tuvieran  Hench-  y sus  colaboradores  su- 
ficiente Cortisona,  para  haber  podido  usar  dosis  relativamente 
altas  (300  mg.  diarios)  en  sus  primeros  pacientes.  De  haber  usa- 
do dosis  pequeñas,  los  resultados  beneficiosos  no  hubieran  sido  ob- 
servados, y la  hormona  hubiese  quizás  regresado  al  laboratorio, 
a dormir  el  “sueño  de  los  justos”. 

Al  mismo  tiempo  que  Hench  empieza  sus  ensayos  clínicos  con 
la  Cortisona  (otoño  de  1948),  el  Dr.  John  R.  Mote  de  Armour  & 
Co.,  preparaba  suficiente  hormona  adrenocorticotrófica  de  la  glán- 
dula pituitaria  de  cerdos,  para  entregar  a un  número  selecto  de 
investigadores.  Esta  hormona,  conocida  hoy  como  ACTH,  fué  usa- 
da primeramente  por  Thorn  en  Boston,  como  una  prueba  funcional 
de  la  glándula  suprarrenal  en  la  enfermedad  de  Addison. 

La  ACTH  y la  Cortisona,  siendo  completamente  distintas  en- 
tre sí,  producen  efectos  muy  similares.  El  efecto  clínico  y las  al- 
teraciones fisiológicas  que  se  observan,  se  deben  a un  aumento 
de  cortisona  en  el  organismo.  Este  aumento  se  obtiene  inyectando 
la  cortisona  sintética  o estimulando  la  corteza  de  la  glándula  supra- 
rrenal a segregar  más  cortisona  por  medio  de  la  ACTH.  La  cortiso- 
na, por  lo  tanto,  como  terapia  de  substitución,  puede  actuar  aún 
en  ausencia  de  las  suprarrenales,  mientras  que  para  que  la  ACTH 
sea  efectiva,  se  necesita  que  existan  glándulas  suprarrenales  fun- 
cionalmente intactas.  En  otras  palabras,  la  Cortisona  actúa  directa- 
mente y la  ACTH  actúa  indirectamente. 

Son  ya  muchas  las  contribuciones  que  acerca  de  estas  hor- 
monas han  aparecido  durante  el  pasado  año  de  1949,  y lo  que  va 
del  actual,  en  la  literatura  médica  (y  es  mayor  aún  la  publicidad 
exagerada  que  desgraciadamente  le  ha  dado  la  prensa  diaria).  He- 
mos mencionado  ya  el  informe  original  de  Hench,  Kendall  y cola- 
boradores, y el  de  Thom.  Mencionamos  ahora  las  comunicaciones 
de  Boland  y Headley,^  Markson,‘  Thorn,^  Sprague,  Power,  Mason, 
Albert  Methieson,  Hench,  Kendall,  Slocumb  y Polley,**  Spies  y 
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Stone/-  ® Spies,  Stone,  Dreizen  y Morton,®  y Elkinton,^®  todos  en 
los  Estados  Unidos  de  Norte  América,  y McNee,“  C.  H.  Li^-  en 
Inglaterra,  y dos  notas  editoriales  en  el  British  Medical  Journal^®- 

De  todos  esos  trabajos  se  desprende  que  el  descubrimiento  de 
los  efectos  clínicos  de  la  Cortisona  y ACTH  han  abierto  un  nuevo 
y amplio  camino  a la  investigación  y una  esperanza  para  muchos 
enfermos  crónicos,  y para  algunos  que  padecen  de  ciertas  enfer- 
medades agudas. 

La  Cortisona,  según  Sprague,  Power  y colaboradores,®  tiene 
los  siguientes  efectos  en  los  animales  de  experimentación:  (1)  man- 
tiene la  vida  a animales  adrenalectomizados,  (2)  aumenta  su  re- 
sistencia a “stresses”  (que  traducimos  como  tensión  emocional,  in- 
fecciones, intoxicaciones,  etc.),  (3)  afecta  el  metabolismo  de  los 
prótidos  y carbohidratos  y produce  hiperglicemia,  glicosuria  y ba- 
lance azoico  negativo,  (4)  destruye  los  corpúsculos  blancos,  sobre 
todo  los  linfocitos,  los  eosinófilos  y los  ganglios  linfáticos,  (5)  afec- 
ta el  metabolismo  de  los  electrolitos,  (6)  produce  atrofia  y depri- 
me el  funcionamiento  de  la  corteza  suprarrenal  y produce  atrofia 
del  timo,  (7)  aumenta  la  capacidad  para  el  esfuerzo  muscular  en 
animales  adrenalectomizados,  pero  no  así  a los  que  tienen  sus 
suprarrenales  intactas,  y (8)  aumenta  la  actividad  antihialuroni- 
dasa.  La  ACTH,  (1)  afecta  el  metabolismo  de  los  prótidos  y car- 
bohidratos, (2)  actúa  también  sobre  los  leucocitos,  (3)  altera  el 
metabolismo  de  los  electrolitos,  (4)  produce  atrofia  del  timo,  pero 
no  de  las  suprarrenales,  a las  cuales  estimula,  y (5)  aumenta  la 
actividad  antihialuronidasa. 

Como  Uds.  ven,  los  efectos  fisiológicos  producidos  por  la  Cor- 
tisona se  parecen  mucho  a las  alteraciones  que  se  observan  en  el 
síndrome  de  Cushing,  que  son:  disminución  en  la  tolerancia  de  los 
carbohidratos,  debilidad  y atrofia  muscular,  osteoporosis,  piel  de- 
licada y estriada  con  tendencias  a magullarse  y formar  cardena- 
les al  más  leve  traumatismo,  linfopenia,  eosinopenia,  y aumento 
en  la  excreción  de  corticoesteroides  en  la  orina.  La  cara  redonda 
(moon-face),  característica  del  síndrome  de  Cushing,  es  uno  de  los 
efectos  secundarios  (side-effects)  que  se  observan  en  los  enfermos 
que  han  estado  recibiendo  esta  hormona  por  mucho  tiempo.  La 
alteración  de  las  facciones  se  debe  a la  acumulación  de  grasa  en 
las  mejillas.  También  se  ha  observado  la  aparición  de  acné  y de 
hirsutismo  como  efecto  androgénico,  keratosis  pilaris,  pigmenta- 
ción melanófera,  hipopotasemia  y amenorrea. 

Aunque  se  han  informado  casos  serios  de  hipertensión  arte- 
rial como  complicación  del  tratamiento,  Sprague,  Power  et  al,  la 
observaron  en  un  solo  caso  y éste  probablemente  tenía  sus  riñones 
enfermos  antes  de  empezar  el  uso  de  la  Cortisona,  Creen  esos  au- 
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tores  que  el  efecto  de  la  Cortisona  y ACTH  sobre  la  presión  ar- 
terial es  insignificante. 

La  mayor  parte  de  los  sujetos  estudiados  en  los  Estados  Uni- 
dos han  sido  sometidos  a un  gran  número  de  investigaciones  bic- 
químicas,  fisiológicas  y metabólicas,  que  incluía  entre  otras: 

(1)  La  administración  de  distintos  menús,  limitando  la  in- 
gestión de  agua  a 1,500  cc.  diarios. 

(2)  Medir  orina  y heces  fecales  eliminadas  cada  24  horas. 

(3)  Determinación  de  17-cetoesteroide  y corticoesteroides  en 
sangre  y orina. 

(4)  Estudio  del  balance  metabólico  de  potasio,  sodio,  cloru- 
ros, nitrógeno,  calcio  y fósforo. 

(5)  Determinación  de  los  electrolitos  en  el  plasma  y orina. 

(6)  Estudio  frecuente  del  hemograma  con  especial  atención 
al  cómputo  de  los  eosinocitos. 

Se  pudo  observar  que  la  Cortisona  usada  en  seres  humanos 
por  largo  período  de  tiempo,  aumenta  el  número  de  leucocitos,  y no 
produce  cambio  significativo  en  los  linfocitos  y eosinófilos,  mien- 
tras que  la  ACTH  produjo  una  total  desaparición  de  los  eosinófi- 
los del  4^  al  6°  día  de  administración,  y que  esta  eosinopenia  se 
prolongó  durante  todo  el  período  de  administración  de  la  hormona. 

La  Cortisona  produce  un  aumento  en  la  excreción  de  corticoes- 
teroides en  la  orina,  también  de  creatina  y ácido  úrico,  y puede 
provocar  una  alcalosis  hipoclorémica  e hipopotasémica.  Al  principio 
ocurre  una  retención  de  sal,  pero  más  tarde  la  eliminación  de  sal 
se  aumenta.  En  un  caso  se  observó  un  aumento  en  el  calcio  y el 
fósforo  fecales.  La  ACTH  aumenta  la  secreción  de  17-hidrocorti- 
coesterona  (Compuesto  F de  Kendall).  Administrada  en  dosis  de 
10  mg.  cada  6 horas,  de  acuerdo  con  Thorn,  resulta  en  retención 
de  sodio  y de  cloruros,  pérdida  inicial  de  potasio,  aumento  en  11- 
oxiesteroide  urinario  y en  la  cantidad  de  11,  17  oxiesteroides,  au- 
mento en  la  glicemia,  disminución  en  los  eosinófilos  circulantes, 
aumento  en  la  excreción  de  ácido  úrico  y de  17-cetoesteroide  uri- 
nario. 

Las  hormonas  se  han  usado,  como  ya  hemos  dicho,  en  casos 
de  artritis  reumatoide,  donde  su  acción  ha  sido  de  un  dramatismo 
nunca  antes  visto  con  el  uso  de  ninguna  droga.  Pacientes  inválidos 
han  vuelto  a tener  el  uso  de  sus  articulaciones  anquilosadas  y de- 
formes, se  han  tornado  eufóricos  y han  obtenido  remisiones  casi 
completas  de  su  enfermedad,  para  volver  a recaer  cuando  se  sus- 
pende el  uso  de  las  hormonas.  Se  han  tratado  con  éxito  algunos 
casos  de  lupus  eritematoso  diseminado,  fiebre  reumática  aguda, 
corea,  gota,  colitis  ulcerativa  crónica,  dermatomiositis,  escleroder- 
mia,  linfadenopatías  (linfosarcoma  y Hodgkin’s),  leucemia,  mías- 
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tenia  gravis,  status  asmáticas,  periarteritis  nudosa,  nefrosis  y 
glomerulonefritis. 

Ya  pasó,  o está  pasando,  el  entusiasmo  inicial,  y van  aparecien  - 
do los  peligros  potenciales  que  acarrea  el  uso  de  estas  hormonas, 
iilkinton"’  informa  un  caso  en  el  cual  la  eosinofilia  característica 
del  asma  no  desapareció  con  el  uso  de  la  ACTH,  a pesar  de  que  se 
produjeron  todas  las  demás  evidencias  de  aumento  en  la  actividad 
•'drenocortical.  También  informa  el  mismo  autor  un  caso  serio  de 
hipopotasemia  y otro  de  encefalopatía  transitoria,  coma  y convul- 
siones con  aumento  de  la  presión  intracraneana  en  otro  de  sus 
' oho  enfermos,  un  caso  con  las  características  del  síndrome  de  Cu- 
shing, pero  sin  hipertensión  ni  glicosuria  y también  otro  caso  que 
se  hizo  refractario  al  tratamiento  después  de  haber  experimenta- 
do una  mejoría  inicial.  Este  último  caso  presenta  extraordinario 
Miterés.  Se  trataba  de  una  mujer  blanca  de  29  años  de  edad,  que 
padecía  hacía  8 meses  de  artritis  reumatoide  subaguda.  Se  admite 
al  hospital  en  estado  grave,  con  fiebre,  hepatoesplenomegalia,  de- 
rramie  pleural,  hipertrofia  del  corazón,  retinopatía  exudativa  y he- 
morrágica,  leucopenia  y anemia  con  una  hemoglobina  de  solo  7 
gramos.  Se  establece  un  diagnóstico  de  enfermedad  del  colágeno 
generalizada  del  tipo  de  lupus  diseminado,  e hiperesplenismo.  Ex- 
))erimenta  gran  mejoría  cuando  se  le  administró  ACTH  en  dosi.s 
diarias  que  variaban  entre  75  y 160  mg.  A los  14  días  de  trata- 
miento hubo  que  suspender  la  administración  de  la  hormona,  pues 
cada  inyección  le  producía  elevación  térmica.  Una  inyección  de 
prueba  produjo  prurito  generalizado.  Al  usarse  un  nuevo  lote  de 
la  droga  recibido  a los  26  días  de  iniciado  el  tratamiento,  volvió 
a experimentar  una  gran  mejoría,  pero  a los  44  días  la  enferma 
aparentemente  se  tornó  refractaria  al  agente  terapéutico:  subió  la 
fiebre,  el  hígado  y el  bazo  se  agrandaron,  la  anemia  se  agudizó,  y 
reaparecieron  los  derrames  pleurítico  y pericárdico.  A pesar  de  la 
administración  de  200  mg.  diarios  por  3 días  consecutivos  de  ACTH, 
de  transfusiones  de  sangre  y de  repetidas  paracentesis,  la  enferma 
murió  a los  78  días  de  hospitalización.  El  diagnóstico  patológico  fué 
“enfermedad  del  colágeno  de  tipo  indeterminado”.  Durante  el  pri- 
mer curso  de  tratamiento  con  la  hormona  adrenocorticotrófica  de  la 
pituitaria,  los  datos  metabólicos  indicaban  que  la  corteza  suprarre- 
nal había  sido  estimulada:  la  enferma  presentaba  balance  positivo 
de  sodio  y negativo  de  nitrógeno,  y aumento  en  la  excreción  urinaria 
de  17-cetoesteroides.  Durante  los  últimos  días  y poco  antes  de  la 
muerte,  cuando  se  hizo  refractoria  a grandes  dosis  de  la  hormona, 
la  enferma  no  estaba  en  balance  positivo  de  sodio,  pero  en  cambio, 
el  balance  nitrogenado  se  hizo  más  negativo,  y aumentó  la  excre- 
ción urinaria  de  17-cetoesteroides  y de  ácido  úrico.  A pesar  de  que 
esos  datos  parecen  demostrar  algún  aumento  en  la  actividad  adre- 
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nocortical,  el  suero  de  la  paciente  demostró  por  medio  de  una  re- 
acción de  fijación  de  complemento  en  diluciones  hasta  1:128  la  pre- 
sencia de  un  anticuerpo  contra  la  preparación  adrenocortical  de  la 
pituitaria.  No  se  pudo  determinar  si  esta  substancia  era  una  anti- 
hormona verdadera,  o un  anticuerpo  contra  otra  de  las  proteínas 
presentes  en  la  hormona.  Tampoco  se  pudo  saber  si  la  aparente 
inefectividad  de  la  hormona  adrenocortical  se  debía  a agotamiento 
de  la  corteza  de  las  suprarrenales  o a incapacidad  de  los  órganos 
terminales  (“end  organs”)  a responder  al  estímulo  de  la  hormona. 

Otros  de  los  efectos  secundarios  o colaterales  de  la  Cortisona 
y ACTH  son  los  signos  y síntomas  del  síndrome  de  Cushing  modi- 
ficado o incompleto,  que  por  suerte  desaparecen  al  descontinuarse 
el  uso  de  la  hormona,  y que  algunos  autores  creen  posible  que  no 
se  presenten  si  la  droga  se  administra  en  dosis  pequeñas  o se  re- 
pite en  cursos  cortos  de  tratamiento.  La  cara  redonda,  el  acné,  el 
aumento  rápido  en  peso,  el  hirsutismo  en  la  mujer  y la  formación 
de  estrías  en  la  piel,  son  las  manifestaciones  más  frecuentes.  De- 
bemos recordar  que  el  aumento  considerable  de  peso  sería  perjudi- 
cial en  enfermos  del  corazón.  La  observación  que  tiene  que  inte- 
resar al  cirujano,  quizás  más  que  al  médico,  es  que  los  enfermos 
(y  los  animales)  que  están  recibiendo  Cortisona  o ACTH  desarro- 
llan incapacidad  para  cicatrizar  sus  heridas  y para  la  formación 
de  tejido  granuloso  en  los  abcesos.  Este  efecto  que  es  indudable- 
mente beneficioso  cuando  se  trata  de  tejidos  inflamatorios  alrede- 
dor de  las  articulaciones,  puede  ser  desastroso  cuando  se  trata  de 
una  lesión  tuberculosa  activa.  Aconsejamos,  por  lo  tanto,  que  no 
se  usen  estos  productos  en  ningún  caso  quirúrgico,  ni  en  ningún 
enfermo  tuberculoso. 

Pudiera  ser  que  estos  peligros,  efectos  colaterales,  y manifes- 
taciones desagradables  de  las  hormonas,  no  se  deban  a ellas  mis- 
mas, sino  a impurezas  en  las  preparaciones  actuales,  o a la  presen- 
cia de  otras  substancias  hasta  ahora  desconocidas.  Recordemos  que 
algo  parecido  sucedió  cuando  se  introdujo  la  insulina  por  primera 
vez  a la  clínica,  y que  los  efectos  tóxicos  desaparecieron  cuando 
se  pudo  purificar  esa  hormona  pancreática. 

Nos  parece  que  en  cuanto  al  ACTH  se  refiere,  ya  vamos  por 
ese  camino.  El  Dr.  C.  H.  Li’-  del  Instituto  de  Bioquímica  de  la  Uni- 
versidad de  California,  ha  aislado  de  la  ACTH  un  polipéptido  con 
un  peso  molecular  de  solo  1,200,  cuando  la  hormona  original,  que 
es  también  de  naturaleza  proteica,  tiene  un  peso  molecular  de 
20,000.  El  nuevo  polipéptido  se  ha  usado  con  el  mismo  resultado  que 
la  ACTH  en  fiebre  reumática  por  investigadores  de  Estocolmo,  y 
Morris  y Morris’’^  en  Inglaterra  han  aislado  del  extracto  de  la  hi- 
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pófisis  un  polipéptido  aparentemente  homogéneo  que  resultó,  por 
medio  de  la  prueba  de  Sayers,  Sayers  y Woodbury,  de  depleción  de 
ácido  ascórbico  en  las  suprarrenales,  8.5  veces  más  activo  que  la 
preparación  adrenocorticotrófica  standard  de  Armour,  y 10  veces 
más  activo  que  la  hormona  proteica  de  Sayers,  White  y Long. 

Nuestra  experiencia  con  estas  nuevas  hormonas,  es,  hasta  la 
fecha,  muy  limitada.  Hemos  usado  la  ACTH  en  casos  de  esprú,  leu- 
cemia, fiebre  reumática  aguda,  y en  la  llamada  eosinofilia  tropical. 
Estas  observaciones  nuestras  serán  objeto  de  una  comunicación  en 
un  futuro  cercano. 

Mientras  tanto,  podemos  resumir  diciendo  que  aunque  el  uso 
de  estas  hormonas  permanecerá  por  algún  tiempo  limitado  a los  en- 
sayos experimentales,  los  resultados  obtenidos  hasta  la  fecha,  y las 
implicaciones  que  de  los  mismos  se  derivan,  nos  hacen  alentar  la  es- 
peranza de  que,  como  consecuencia  del  descubrimiento  de  la  Corti- 
sona  y ACTH,  se  haya  empezado  a escribir  un  nuevo  capítulo  en 
Terapéutica. 
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PRELIMINARY  OBSERVATIONS  ON  THE  THORN  TEST=*= 


MANUEL  E.  PANIAGUA,  M.D.;  CARMEN  BUSO  CASAS,  PH.D.;  and 
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witli  the  technical  assistance  of 

MARIA  GARCIA  SANZ,  M.T.;  and  LILLIAN  BONETA,  M.T. 

During  the  past  few  years  a great  amount  of  experimental  and 
clinical  investigation  on  the  function  of  the  adrenal  cortex  has 
demonstrated  the  importance  of  this  endocrine  organ  for  the  main- 
tenance of  health  in  the  organism  as  a whole.  It  is  true  that  the 
easily  recognizable,  full-blown  clinical  pictures  of  hypo-  and  hyper- 
function of  the  adrenal  cortex  such  as  Addison’s  disease,  Cushing’s 
and  the  adreno-genital  syndromes  are  unquestionably  rare.  On  the 
other  hand,  the  work  of  Selye  and  his  theory  of  general  adapta- 
tion, and  the  more  recent  studies  on  the  effects  of  cortisone  and 
ACTH  on  the  so-called  diffuse  vascular  collagen  diseases,  have 
brought  the  adrenal  cortex  into  the  foreground  of  research  and 
have  made  the  question  of  recognizing  mild,  subclinical  deficiencies 
one  of  great  importance. 

Unfortunately,  one  of  the  drawbacks  to  clinical  investigation 
in  this  field  has  been  the  difficulties  inherent  to  most  laboratory 
tests  for  adreno-cortical  function.  These  tests  are  usually  technic- 
ally complicated,  take  a long  time  and  become  too  expensive  for 
routine  clinical  use  except  in  certain  institutions  where  a large 
amount  of  endocrine  research  is  conducted. 

Table  I shows  the  best  known  adreno-cortical  function  tests 
grouped  according  to  the  “specific”  function  they  determine. 

The  Wilder  test  consists  of  provoking  an  Addisonian  crisis 
by  giving  a sodium-poor,  potassium-rich  diet  and  is,  therefore,  a 
dangerous  procedure. 

The  Kepler  test  is  relatively  simple  but  it  depends  to  a great 
extent  on  the  functional  integrity  of  the  kidney. 

The  Conn  test  is  simple,  reliable,  and  does  not  involve  any  risk 
since  it  consists  of  the  determination  by  chemical  analysis  of  the 
.sodium  chloride  content  of  sweat  provoked  by  exposure  to  a tem- 
perature of  about  92-949F  and  90%  humidity,  and  collected  in 
long  rubber  gloves. 

Both  the  Selye  and  Schenker,  and  the  Venning  and  Bian  tests 
are  bioassays  requiring  special  skill,  long  hours  and  20-30  labora- 
tory animals. 


* Read  during  the  annual  meeting  of  the  Puerto  Rico  Medical  Association, 
December  14-18,  1949,  San  Juan,  P.  R. 
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TABLE  I 

TESTS  FOR  ADRENAL  CORTICAL  FUNCTIONS 


Salt  metabolic  activity  Sugar  metabolic  activity  Androgenic  activity 

(mineralo-corticoids  - Selye)  (gluco-corticoids  - Selye) 


1.  Cutler-Power-Wilder  Test 
(potassium  resistance) 


1.  Selye  and  Sclienker  Test  1.  17-ketosteroids 
(bioassay  of  “corticoids”  determination 
in  urine) 


2.  Robinson-Power-Kepler 
Test  (diuresis  and  NaCl 
elimination) 


2.  Venning  and  Bian  Test 
(bioassay  of  liver  gly- 
cogen) 


3.  Conn  Test 

(sweat  NaCl  concentra- 
tion) 


3.  Talbolt  and  Heard  Test 
(chemical  analysis  of 
corticoids) 


4.  Thorn  Test 


Talbot  and  Heard’s  chemical  analysis  of  corticoids  is  also  long 
tedious,  complicated  and  expensive. 

The  determination  of  17-ketosteroids  remains  one  of  the  most 
reliable  tests  of  both  hypo-  and  hypercorticoidism.  It  has  been  sim- 
plified lately  but  still  requires  the  greatest  part  of  the  working 
day  of  a skilled  technician  and  thus  becomes  a relatively  expensive 
test. 


THE  THORN  TEST 

Recent  experimental  and  clinical  studies'-  -•  on  the  effect  of 
the  secretion  of  adrenal  cortical  hormones  have  demonstrated  that 
one  of  the  several  accompanying  phenomena  is  a decrease  in  cir- 
culating eosinophiles  and  lymphocytes,  and  an  increase  in  uric 
acid  excretion,  more  noticeable  when  it  is  estimated  as  the  ratio 
of  uric  acid  to  creatinine  excretion.  On  the  basis  of  these  findings. 
Thorn  and  his  co-workers^  devised  a simple  test  of  practical  clinical 
value  for  determining  the  functional  capacity  of  the  adrenal  cortex. 
It  consists  of  the  administration  of  a single  dose  of  25  mgm.  of 
pituitary  adreno-corticotrophic  hormone  (ACTH)  followed  by  a 
determination  of  the  total  number  of  circulating  eosinophiles  4 
hours  later,  and  of  the  ratio  of  uric  acid  to  creatinine  excretion 
in  the  urine  as  compared  with  values  before  the  injection.  Their 
results  in  normal  individuals  showed  a decrease  in  eosinophiles  of 
50%  or  more  and  an  increase  in  the  uric  acid  creatinine  ratio  of 
more  than  50%.  Addisonians  usually  show  a decrease  of  not  more 
than  20%  in  the  number  of  eosinophiles  and  an  average  increase 
of  about  20%  in  the  uric  acid  creatinine  ratio.  In  this  latter  deter- 
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mination  there  may  be  overlapping  of  the  lowest  normal  values  and 
those  shown  by  mild  Addisonians.  In  some  cases  of  adrenal  insuf- 
ficiency there  may  be  even  a reversal  of  the  normal  trend  with 
increased  eosinophiles  and  decreased  uric  acid  creatinine  ratio. 

This  test,  with  limitations  discussed  later  on,  seemed  to  be  of 
great  value  for  the  study  of  adreno-cortical  function,  except  for 
the  fact  that  it  was  practically  impossible  to  obtain  ACTH.  Fortu- 
nately, Long^  was  able  to  demonstrate  that  a number  of  non- 
specific stimuli  usually  associated  with  a discharge  of  epinephrine 
produced  results  similar  to  those  obtained  by  injection  of  ACTH 
in  experimental  animals  as  determined  by  the  cholesterol  and  as- 
corbic acid  content  of  the  gland.  These  results  were  not  obtained 
in  hypophysectomized  animals.  Therefore,  he  concluded  “that  all 
adrenal  cortical  activity  in  the  normal  animal  must  first  be  initia- 
ted by  the  anterior  lobe”,  and  that  in  a manner  as  yet  not  known, 
epinephrine  stimulates  the  hypophysis  to  secrete  its  own  ACTH. 

From  Long’s  conclusion  it  was  only  a step  further  to  substitute 
epinephrine  for  ACTH  in  the  above  mentioned  test.  This  was  done 
by  Recant,  Forsham  and  Thorn'’  giving  1.5  mgm.  of  epinephrine 
hydrochloride  in  200  cc.  of  saline  solution  intravenously  over  a 
one-hour  period. 

Following  this  technique  we  performed  6 tests  in  normal  in- 
dividuals, and  one  in  a case  of  treated  sprue  in  complete  remission. 
The  results  are  shown  on  Table  II. 


TABLE  II 


SUBJECT 

SEX 

AGE 

DIAGNOSIS 

EOSINOPHILES 

PER  CENT 

DECREASE 

AFTER  4 HRS. 

LYMPHOCYTES 

PER  CENT 

DECREASE 

AFTER  2 HRS. 

Urinary  Uric  Acid/ 
Creatinine  Ratio 

BEFORE  AFTER  PERCENTAGE 

INFUSION  INFUSION  CHANGE 

B. 

R. 

F 

22 

Normal 

81.3 

54.3 

0.17 

0.69 

-1-305.8 

B. 

L. 

F 

30 

Normal 

64.5 

54.6 

0.24 

0.27 

4-  12.5 

Z. 

T. 

F 

26 

Normal 

89.0 

57.7 

0.27 

0.47 

+ 74.0 

A. 

M. 

F 

18 

Normal 

72.0 

14.2 

0.58 

0.69 

+ 18.9 

F. 

R. 

M 

19 

Normal 

51.6 

75.1 

0.93 

1.02 

4-  9.6 

J. 

J. 

M 

19 

Normal 

78.4 

27.3 

0.28 

0.75 

4-167.8 

C. 

F. 

F 

60 

Treated 

sprue 

72.1 

-- 

1.02 

1.80 

4-  76.4 

Lately,  Forsham^  has  obtained  similar  results  using  a single 
subcutaneous  injection  of  0.3  cc.  of  epinephrine  hydrochloride  as 
a stimulant.  Consequently,  we  repeated  the  test  with  this  modifica- 
tion in  four  of  the  original  eight  cases.  The  results  (Table  III)  were 
practically  identical  in  the  case  of  the  eosinophiles  which  accord- 
ing to  Forsham  is  the  most  reliable  of  all  three  determinations. 


TABLE  III 
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In  our  desire  to  simplify  further  the  original  test  we  have 
done  away  with  the  determination  of  the  uric  acid/creatinine  ratio 
since  its  results  depend  to  a great  extent  on  the  functional  inte- 
grity of  the  kidney.  In  our  last  three  tests  (Table  IV)  we  deter- 
mined only  the  eosinophile  and  lymphocyte  counts.  The  latter,  al- 
though not  included  in  Thorn’s  original  method  because  of  the  re- 
latively small  change  (maximal  drop  of  30 9^  in  2 hours),  has 
been  done  in  all  our  cases  as  a double-check.  It  is  noteworthy  that 
in  5 of  7 lymphocyte  counts  in  the  first  eight  tests  (Table  II)  there 
was  a decrease  of  over  50  in  2 of  them  greater  than  that  of  the 
cosinophiles.  Of  the  6 tests  done  with  a single  injection  (Tables  III 
and  IV),  only  1 had  a decrease  of  56%,  3 being  between  15  and 
30%  , and  2 under  10%?. 


TABLE  IV 


Subject 

Sex 

Age 

Eosinophiles 
% decrease 
after  4 hrs. 

Lymphocytes 
% decrease 
after  2 hrs. 

J.  R. 

M 

7 

62.7 

7.0 

A.  M.(2) 

F 

18 

64.9 

24.1 

I.  G. 

F 

9 

44.7 

1.9 

It  would  be  presumptuous  to  attempt  a critical  evaluation  of 
the  test  on  the  basis  of  our  scant  experience,  especially  since  we 
have  not  found  a single  case  of  adrenal  insufficiency  on  whom  to 
try  it.  As  for  the  clinical  interpretation  of  the  results.  Thorn  him- 
self has  warned^  about  possible  “false  positive”  reactions.  These, 
he  claims,  may  appear  if  the  test  is  performed  when  the  adrenal 
cortex  is  in  a state  of  temporary  depletion  due  to  previous  stimula- 
tion, thus  failing  to  respond  normally.  It  will  be  interesting  to 
confirm  this  deduction  experimentally  by  applying  a second  stimu- 
lus at  the  height  of  the  effect  of  the  first  one.  This  we  intend  to 
do  presently  and  the  results  will  be  discussed  in  a future  commu- 
nication. 

The  other  limitations  of  the  test  are  that  it  is  a measure  of 
the  glucose-metabolic  activity  only  and  that  it  tests  decreased  but 
not  increased  function.  On  the  other  hand,  we  are  more  interested 
in  detecting  hypofunction  and,  as  far  as  we  know,  selective  de- 
pression of  one  or  more  of  the  metabolic  activities  of  the  adrenal 
cortex  does  not  occur  naturally;  therefore,  a decrease  in  any  of 
its  known  functions  may  be  accepted  as  demonstrating  adreno- 
cortical insufficiency. 
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As  for  the  sensitivity  of  the  test,  Forsham^  claims  that  it  is 
close  to  100%  and  states  that  it  has  helped  to  confirm  the  diag- 
nosis in  a suspected  case  of  Addison’s  disease  where  the  other 
tests  (Kepler,  Wilder  and  17-ketosteroids  determination)  had 
failed. 

In  conclusion,  we  believe  that  the  Thorn  test  is  one  of  the 
simplest  and  most  reliable  tests  for  the  clinical  detection  of  adreno- 
cortical insufficiency  and  hope  that  its  widespread  use  in  the 
future  will  help  both  the  researcher  and  the  practitioner. 
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STRICTURE  OF  THE  RILE  DUCTS*  ** 


GEORGE  M.  SAYPOL,  M.D. 

INTRODUCTION 

In  diminishing  order  of  incidence,  stricture  of  the  bile  ducts 
is  caused  by  surgical  trauma,  obliterative  cholangitis,  fibrosis  of 
the  lower  end  of  the  common  bile  duct  by  pancreatitis,  and  ulcera- 
tion by  pressure  of  a stone.  In  the  experience  of  Walters,’  Flickin- 
ger  and  Masson,-  and  Cattell,*  surgical  trauma  is  the  cause  of  fi- 
brosis in  from  73%  to  90%  of  the  cases.  At  the  other  extreme  is 
Judd,*  who  reported  that  in  almost  50%  of  his  cases  stenosis  was 
definitely  or  possibly  caused  by  obliterative  cholangitis,  leaving 
slightly  more  than  50 7^  related  to  surgical  trauma.  In  a study  of 
forty-eight  cases.  Carter  and  the  author^  considered  the  following 
causes:  trauma,  29  cases  (60%-);  chronic  obliterative  cholangitis, 
12  cases  (25% ) ; fibrosis  of  the  lower  end  of  the  common  bile 
duct,  6 cases ; and  ulceration  by  stone,  1 case. 

When  one  considers  that  the  gallbladder  may  be  the  site  of 
progressive  inflammation  from  edema  to  suppuration,  to  gangrene, 
and  ultimately  to  fibrosis  of  the  gallbladder,  it  is  difficult  to  under- 
stand why  the  duct  system  is  not  vulnerable  more  often  to  the 
same  pathological  processes.  Excluding  admitted  injury  to  the  bile 
ducts,  such  factors  as  chemical  irritation  due  to  disturbed  bile 
salt-cholesterol  ratios,  activated  pancreatic  enzymes  with  reflux 
(6  and  7),  and  infection,  have  been  considered  as  possible  related 
factors. 


ANALYSIS  OF  STUDY 

(Tables  I - XIII  illustrate  our  experience.) 

Forty-eight  patients  with  stricture  of  the  bile  ducts  had 
seventy-two  reconstructive  operations  performed  by  us.  Forty-six 
of  the  patients  were  operated  upon  between  1940  and  1949.  Seven 
of  them  were  operated  upon  primarily  by  us,  and  the  other  forty- 
one  patients  had  a total  of  one  hundred  ten  operations  performed 
before  admission.  Among  the  latter,  only  9 biliary-intestinal  anas- 
tomoses were  made. 


* From  the  Department  of  Surgery  of  the  Post  Graduate  Medical  School  of 
New  York  Univcrsity-Bellevue  Medica-l  Center. 

**  Presented  before  the  Annual  Meeting  of  the  Puerto  Rican  Medical  Associa- 
tion, December  18,  1949. 
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Vitallium  tubes  were  used  in  4 patients  previously.  We  have 
not  employed  them. 

During  the  first  week  following  primary  operation  elsewhere, 
eighteen  patients  developed  jaundice,  sixteen  developed  a biliary 
fistula,  and  9 developed  both  jaundice  and  fistula.  No  fistulae 
were  present  after  the  first  week.  In  eleven  additional  patients 
jaundice  appeared  from  2 months  to  twenty-five  years  later. 

Among  the  7 patients  operated  upon  primarily  by  us,  4 had 
chronic  obliterative  cholangitis  and  3 had  fibrosis  of  the  lower 
end  of  the  common  bile  duct. 

Among  twenty-one  patients  who  had  chills  and  fever  before 
our  first  operation,  eighteen  had  positive  bile  cultures. 

Results  were  considered  satisfactory  in  the  absence  of  symp- 
toms and  signs  referable  to  the  biliary  tract,  improved  if  there 
were  infrequent  attacks  of  chills  and  fever,  and  unimproved  if 
there  was  no  relief  of  preoperative  symptoms  and  signs. 

DISCUSSION 

Results  following  surgery  for  stricture  of  the  bile  ducts  have 
improved  because  of  aids  in  pre  and  postoperative  care  such  as 
parenteral  protein  solutions,  vitamin  B,  C,  and  K,  liver  extract, 
and  the  increased  use  of  blood  transfusions.  Aureomycin  and  Chlo- 
romycetin may  prove  to  give  additional  aid  in  controlling  infec- 
tion. 

The  increased  use  of  immediate  and  delayed  cholangiography, 
the  latter  in  patients  with  preliminary  decompressive  procedures, 
has  enabled  us  to  localize  the  site  of  stricture  more  accurately. 

A knowledge  of  various  reconstructive  procedures  for  stric- 
ture facilitates  a successful  operation.  The  seriousness  of  this  con- 
dition impresses  one  with  the  importance  of  performing  careful 
gallbladder  surgery  only  when  cholecystectomy  is  indicated.  The 
shortcomings  of  our  present  methods  of  repairing  stricture  is  ap- 
parent when  one  considers  how  often  multiple  operations  have  to 
be  performed.  In  order  to  insure  a patent  stoma  when  T tubes  are 
inserted,  they  are  left  in  for  at  least  a year.  To  prevent  blockage 
by  new  stones,  patients  are  taught  to  irrigate  their  tubes  regularly 
with  saline  solutions,  and  hydrocholeretics  by  mouth  are  frequently 
used. 

CONCLUSION 

Patients  with  stricture  of  the  bile  ducts  are  miserable  be- 
cause of  repeated  attacks  of  jaundice,  itching,  chills  and  fever,  and 
weight  loss.  Although  multiple  operations  are  often  required,  satis- 
factory results  in  69%  of  the  patients  in  this  study  with  a sur- 
gical mortality  of  12%  justify  continued  efforts  to  rehabilitate 
them. 
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TABLE  I 

AGE  AND  SEX  DISTRIBUTION  OF  48  PATIENTS  WITH 
STRICTURE  OF  THE  BILE  DUCTS 


ACE  - YEARS  NO.  PATIENTS 


20  to  29 3 

30  to  39 10 

40  to  49 17 

50  to  59 11 

60  to  69 6 

70  to  81 1 

FEMALE  TO  MALE  RATIO  - 5:1 


TABLE  II 

FREQUENCY  DISTRIBUTION  OF  PATIENTS  BY  NUMBER  OF  BILIARY 
OPERATIONS  PERFORMED  PRIOR  TO  ADMISSION 

NO.  OF  NO.  OF  TOTAL  NO.  OF 

PATIENTS  OPERATIONS  PER  PATIENT  OPERATIONS 

7 0 0 

9 1 9 

17  2 34 

5 3 15 

6 4 24 

15  5 

2 6 12 

1 11  11 


48  110 

TABLE  III 

PROCEDURES  AT  PRIMARY  OPERATION  ELSEWHERE 


PROCEDURE  NO.  OF  CASES 


Cholecystectomy  36 

Cholecystectomy  (Simultaneous  Choledochostomy)  — 3 

Cholecystostomy  1 

Cholecyst  jejunostomy 1 


TOTAL 


41 
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TABLE  IV 

ANALYSIS  OF  LESIONS  FOUND  AT  PRIMARY  OPERATION  ELSEWHERE 


LESION  NO.  OF  CASES 


Chronic  Cholecystitis  and  Cholelithiasis 22 

Acute  Cholecystitis  and  Cholelithiasis 5 

Chronic  Cholecystitis,  Cholelithiasis  and 

Choledocholithiasis  2 

Chronic  Pancreatitis 1 

No  Stones 6 

No  Pathological  Report  Available 5 


TOTAL 41 


TABLE  V 

SIGNS  AND  SYMPTOMS  FOLLOWING  PRIMARY  OPERATION 
ELSEWHERE  AND  ON  ADMISSION  TO  OUR  HOSPITAL 


NUMBER  OF  PATIENTS 
ONE  WEEK  FOLLOWING  ON 

SIGNS  AND  SYMPTOMS  FIRST  OPERATION  ADMISSION 


Jaundice  18 

Biliary  Fistula 16 

Jaundice  and  Biliary  Fistula 9 

Chills  and  Fever 

Pruritus 

Palpable  Liver 


42 

7 

3 

26 

24 

23 


TABLE  VI 

ANALYSIS  OF  LESIONS  ACCORDING  TO  ETIOLOGY 


ETIOLOGY 


NO.  OF  PATIENTS 


Known  Trauma  (History)  7 

Suspected  Trauma  (History)  22 

Chronic  Obliterative  Cholangitis 12  j ^ Intrahepatic 

Fibrosis  of  Lower  End  of  Common  Duct  — 6 ' ^^^^ahepatic 

Ulceration  by  Stone 1 


TOTAL 


48 
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TABLE  VII 

OPERATIVE  BILE  CULTURES  — 38  CASES 
RELATION  TO  CHILLS  AND  FEVER 

CHILLS  NO  CHILLS 

CULTURES  AND  FEVER  AND  FEVER  TOTAL 

Positive  18 6 24 

E.  Coli 20 

E.  Coli  and  C.  Welchii  _ 1 

Hemolytic  Streptococcus  3 

Negative  3 11 14 


TABLE  VIII 

FREQUENCY  DISTRIBUTION  OF  PATIENTS  BY  NUMBER  OF 
BILIARY  OPERATIONS  PERFORMED  AFTER  ADMISSION 

PATIENTS  NO.  OF  OPERATIONS  TOTAL  NO.  OF 

NUMBER  PERCENT  PER  PATIENT  OPERATIONS 

27  56  1 27 

18  38  2 36 

3 6 3 9 


48  100  72 


TABLE  IX 


ANALYSIS  OF  OPERATIVE  PROCEDURES  PERFORMED  BY  US 
PROCEDURE  NUMBER 


Hepaticoduodenostomy  Over  a T Tube 46 

Hepaticogastrostomy 3 

Hepaticocholedochostomy 1 

Hepaticocholecystenterostomy 1 

Choledochoduodenostomy  4 

Cholecystduodenostomy  2 

Cholecystgastrostomy 1 

Plastic  Repair  of  Common  Duct 

(Using  Cystic  Duct  Patch)  2 

Revision  of  Hepaticojejunostomy  2 

Decompressive  Procedures  Including  Cholecystostomy, 

Choledochostomy,  Hepaticostomy  and  Hepatostomy  10 


TOTAL 72 


STRICTURE  OF  THE  BILE  DUCTS 


285 


TABLE  X 

RESULTS  OF  OPERATION 


PATIENTS 

RESULT  NUMBER  PERCENT 


Satisfactory  26  54 

Improved 7 15 

Unimproved  2 4 

Deaths  in  Hospital 6 12 

Deaths  After  Discharge  from  Hospital  __  7 15 


TOTAL 48  100 


TABLE  XI 

FOLLOW-UP  DATA  TO  DATE  ON  SATISFACTORY 
AND  IMPROVED  CASES 


TIME  SINCE  OPERATION 

IN  YEARS 

NUMBER  OF  PATIENTS 

12 

1 

8 

1 

7 

2 

6 

1 

5 

1 

4 

8 

8 

5 

2 

5 

1 

8 

TiPst}  thari  1 

6 

TOTAL  . 

33 
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TABLE  XII 

ANALYSIS  OF  DEATHS  — IN  HOSPITAL 


NO.  OF 

PREVIOUS 

OPERATIONS 

OPERATIVE 

PROCEDURES  BY  US 

CAUSE  OF  DEATH 

4 

Revision  of  Hepaticoduode- 
nostomy  and  Removal  of 
Stones 

Liver  Insufficiency 

2 

Hepaticoduodenostomy 

5 Months  Later  Right  and 
Left  Hepaticostomy 

Liver  Insufficiency 

2 

Hepaticoduodenostomy 

5 Months  Later  Insertion 
of  New  T Tube  Because  of 
Blockage  by  Stone 

Liver  Insufficiency 

0 

Cholecystostomy 

10  Days  Later  Insertion 
of  T Tube  for  Stenosis  of 
Common  Hepatic  Duct 

Liver  Insufficiency 

5 

Revision  of  Hepaticoduo- 
denostomy 

Intestinal  Obstruction 

0 

Cholecystgastrostomy  for 
Stenosis  of  Lower  End  of 
Common  Duct 

Peritonitis  (Autopsy) 
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TABLE  XIII 

ANALYSIS  OF  DEATHS  — AFTER  DISCHARGE  FROM  HOSPITAL 


No.  OF  Time 

Previovs  Operative  After 


Operatioxs 

I Procederes  by  rs 

Cause  of  Death 

Discharge 

0 

Cholecystoduodenostomy  for 
Fibrosis  Lower  End  of  Com- 
mon Duct 

10  Months  Later  Revision 
of  Anastomosis 

Liver  Insufficiency 
and  Peritonitis  Fol- 
lowing Re-Operation 
at  Another  Hospital 
(Autopsy) 

6 mos. 

2 

Revision  of  Hepatlcoduodenos- 
tomy 

Liver  Insufficiency 
Hemorrhage  G.  I. 
Tract  (Autopsy) 

1 yr. 

0 

Cholecystostomy 

8 Months  Later  Hepaticodiio- 
denostomy  for  Stenosis  of 
Common  Hepatic  Duct 

Liver  Insufficiency 

2 yrs. 

2 

Hepaticoduodenostomy 

Liver  Insufficiency 

2V2  yrs. 

0 

Cholecystomy  - Followed  by 
Hepaticocholecysto-enteros- 
tomy 

Pneumonia 

9 mos. 

6 

Right  Hepaticoduodenostomy 
Followed  by  Left  Hepatico- 
gastrostomy  Using  Stoma-ch 
Flap 

Hemorrhage  Follow- 
ing Operation  for 
Portal  Hypertension 

4 yrs. 

0 

Cholecystectomy  and  Choledo- 
choduodenostomy  for  Steno- 
sis of  Lower  End  of  Com- 
mon Duct 

Cerebr&l  Accident 

6 yrs. 
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Prior  to  the  discussion  of  any  diagnostic  criteria  of  glaucoma, 
it  would  be  of  great  interest  to  review  the  current  concepts  of 
the  pathogenesis  of  glaucoma.  There  are,  practically  speaking,  two 
schools  of  thought  on  the  etiology  of  primary  glaucoma.  One  school 
believes  that  glaucoma  is  due  to  a disturbance  in  the  central  ner- 
vous system  — that  is,  in  the  diencephalon  — with  its  concom- 
mitant  effects  on  the  vascular  system  through  the  autonomic  ner- 
vous system.  At  the  other  extreme  is  the  mechanistic  school  which 
believes  that  glaucoma  is  due  to  disturbances  of  the  anterior  cham- 
ber angle. 

This  latter  school  of  thought  divides  the  primary  glaucomas 
into  two  basic  types  — the  narrow  angle  and  the  wide  angle.  In 
the  narrow  angle  glaucoma,  the  tension  goes  up  because  the  angle 
is  blocked.  And  when  the  angle  becomes  blocked  acutely,  a conges- 
tive glaucoma  forms.  The  eye  in  this  type  is  anatomically  predis- 
posed to  glaucoma.  In  the  wide  angle  type,  there  is  no  disturbance 
in  the  angle  itself,  but  there  is  assumed  to  be  a disturbance  of  the 
trabeculae  and  the  canal  of  Schlemm.  In  actuality,  I think  it  would 
be  safe  to  state  that  we  still  do  not  know  the  true  nature  of  glau- 
coma, and  because  of  this  fact,  two  such  divergent  schools  of 
thought  can  exist. 

Naturally,  there  are  many  observers  who  feel  that  there  may 
be  a medium  position,  and  combine  the  concept  of  the  preexisting 
anatomical  disturbance  with  the  superimposed  vascular  changes 
— in  other  words  sclerosis  of  the  vessels  which  no  longer  respond 
to  the  properly  balanced  stimuli  of  the  autonomic  nervous  system. 

There  are  cases  of  glaucoma  which  never  show  increase  in 
tension  but  show  cupping  of  the  optic  nerve  which  continues  to 
progress  despite  all  measures  to  arrest  it.  These  cases  are  presumed 
to  have  sclerosis  of  the  vessels  of  the  optic  nerve  with  disap- 
pearance of  the  nerve  fibres  and  formation  of  cupping.  On  the 
other  hand,  there  are  cases  which  have  a history  of  prolonged  in- 
crease of  tension  without  any  cupping  being  visible.  These  cases 
are  assumed  to  have  a sclerosis  of  the  exit  channels  of  the  anterior 
chamber.  The  third  type,  which  shows  increased  tension  and  cup- 
ping, could  be  assumed  to  be  due  to  sclerosis  in  the  posterior  as 
well  as  in  the  anterior  segments.  The  problem  still  has  not  been 
solved,  but  I believe  that  we  will  slowly  come  to  a solution  as  we 
acquire  more  knowledge  of  the  formation  of  the  intra-ocular  fluid, 
its  circulation,  and  the  various  pathological  changes  which  occur. 
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In  examining  the  patient  for  glaucoma  it  does  not  take  any 
great  skill  to  diagnose  one  who  already  has  increased  tension  and 
cupping.  Such  patients  present  only  the  problem  of  classification 
according  to  the  type  of  glaucoma.  It  is  the  group  of  patients  who 
are  only  suspected  of  having  glaucoma  which  frequently  presents 
a more  difficult  diagnostic  problem.  To  label  a patient  as  glauco- 
matous imposes  upon  him  a great  number  of  restrictions,  and  places 
a financial  burden  upon  him.  It  is,  therefore,  of  utmost  importance 
to  be  able  definitely  to  determine  the  patient’s  status. 

For  a complete  diagnosis  of  glaucoma  we  must  take  into  con- 
sideration the  following  factors. 

1.  The  history  can  be  of  great  importance.  It  is  sometimes 
very  difficult  to  elicit  definite  answers.  We  all  look  for  the  familiar 
.symptoms  of  glaucoma  — headaches,  loss  of  vision,  halos,  rings 
around  lights,  and  inflammed  eyes.  Very  often  the  patient  will 
have  none  of  these  symptoms.  On  the  other  hand,  patients  may  of- 
fer the  statement  that  they  have  been  seeing  halos.  One  must  be 
very  careful  in  evaluating  these  statements.  All  sorts  of  entoptic 
phenomena  such  as  flashes  of  light,  black  spots,  and  reflections 
are  labeled  halos  by  patients.  It  is  also  important  not  to  suggest 
the  existence  of  halos  to  patients  since  they  frequently  fixate  on 
such  suggestions  and  make  the  diagnosis  difficult.  The  family 
history  may  reveal  some  significant  information.  Very  often  the 
patient  may  know  of  a relative  who  has  had  glaucoma.  Glaucoma 
frequently  is  a familial  disease,  and  a family  history  can  sometimes 
clinch  the  diagnosis  in  a suspected  case. 

2.  The  second  step  is  the  recording  of  the  central  vision  and 
the  refractive  error.  The  patient  must  be  refracted  to  the  best  pos- 
sible vision.  The  future  evaluation  of  his  status  may  depend  upon 
the  behavior  of  the  central  vision. 

3.  The  third  factor  and  an  important  one  is  the  tension.  The 
intraocular  pressure  is  not  the  disease  itself,  it  is  only  one  of  its 
signs.  The  tension  can  at  any  time  be  normal  and  the  patient  still 
have  glaucoma.  The  tonometry  can  be  performed  with  any  one  of 
the  three  standard  instruments  — the  Schioetz,  the  McLean,  or 
the  electronic  tonometer.  It  must  be  remembered  that  there  is  a 
definite  diurnal  variation  in  the  tension.  The  tension  may  be  nor- 
mal at  all  times  except  toward  the  early  morning  hours.  It  is  neces- 
sary at  times  to  admit  the  patient  to  the  hospital  so  that  tensions 
can  be  taken  at  regular  intervals  over  a period  of  24  hours. 

Another  important  consideration  is  the  ocular  rigidity.  An 
eye  with  a high  ocular  rigidity  may  indicate  on  the  tonometer  a 
very  high  tension  which  may,  however,  not  be  pathological.  And 
vice  versa  — an  eye  with  a low  ocular  rigidity  may  indicate  a low 
tension  which  may  be  pathological  in  this  particular  eye.  How  are 
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we  to  avoid  this  pitfall?  One  method  is  to  take  the  tension  with 
a 5.5  gram  weight  and  then  with  a 10  gram  weight.  If  the  tension 
with  the  10  gram  weight  is  much  higher  than  with  the  5.5,  the 
patient  has  a high  ocular  rigidity.  And  vice  versa,  if  the  tension 
with  the  higher  weight  is  lower,  the  ocular  rigidity  is  low.  Another 
method  is  to  use  a conversion  table  as  has  recently  been  demons- 
trated by  Jonas  Friedenw'ald. 

This  brings  us  to  a very  important  consideration.  With  our 
instruments  we  measure  the  ocular  tension  and  not  the  intraocular- 
pressure.  The  readings  we  obtain  are  not  those  of  the  natural  con- 
ditions of  the  eye,  but  are  a reaction  of  the  eye  to  the  weight  we 
have  placed  on  it.  It  would  be  more  valuable  for  us  to  know  the  in- 
traocular pressure  without  having  to  consider  the  rigidity  of  the 
eye.  This  differentiation  may  explain  to  us  some  of  the  strange 
cases  we  have  all  seen  where  the  tension  was  high  and  the  eye 
continued  to  be  normal  over  a period  of  many  years.  And  vice  ver- 
sa, where  the  tension  was  low  and  the  eye  continued  to  deteriorate 
over  the  years.  In  the  one  case  the  intraocular  pressure  was  really 
normal.  In  the  other,  it  was  high. 

4.  The  fourth  factor  in  the  diagnosis  of  glaucoma  are  the 
visual  fields.  The  study  of  the  visual  fields  and  their  changes  is 
the  most  important  weapon  in  the  evaluation  of  the  progress  of  a 
case  of  chronic  glaucoma.  The  typical  field  changes  in  glaucom.a 
are  principally  in  the  nasal  portion,  beginning  usually  with  an  in- 
volvement of  the  upper  nasal  sector  leading  to  Roenne’s  step.  The 
blind  spot  becomes  enlarged  and  an  arcuate  scotoma  forms  from 
it,  known  as  Bjerrum’s  scotoma.  The  nasal  defect  meets  the  Bjer- 
1 urn’s  scotoma  and  the  entire  nasal  field  can  be  lost.  The  defects 
usually  begin  in  the  upper  nasal  field  because  the  division  between 
the  upper  and  lower  half  of  the  retina  the  horizontal  raphe,  is 
about  1.5  degrees  below  the  geometric  center.  Thus  the  lower  fibres 
are  more  crowded  than  the  upper.  The  temporal  half  of  the  field 
usually  goes  next.  Occasionally,  a small  island  is  left  in  the  tem- 
poral field.  Only  in  rare  cases  do  the  visual  field  defects  begin  in 
the  temporal  half.  It  is  remarkable  however,  that  a central  field 
is  retained  even  in  some  of  the  most  advanced  cases  of  chronic 
glaucoma.  Of  course,  eventually,  even  this  area  is  lost. 

It  is  of  interest  to  speculate  about  the  causes  of  these  changes. 
The  distribution  of  the  nerve  fibres  as  they  emerge  from  the  optic 
nerve  determine  the  appearance  of  these  changes.  But  the  under- 
lying cause  is  thought  to  be  due  to  the  increased  tension  with  its 
resultant  pressure  on  the  nerve  fibres.  Another  school  of  thought, 
however,  believes  it  to  be  due  to  vascular  changes.  The  influence 
of  intra-ocular  pressure  on  the  nerve  fibres  cannot  de  denied.  But 
the  work  of  John  Evans  in  angio  scotometry  leads  one  to  feel  that 
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the  vessels  play  a great  role  in  these  changes.  The  enlargement 
of  the  blind  spot  and  of  the  angio  scotomas  associated  with  the 
ingestion  of  various  substances  such  as  caffein,  alchohol,  and  nico- 
tine confirmed  the  role  played  by  the  vessels.  The  visual  field 
changes,  therefore,  have  both  a neural  as  well  as  a vascular  basis. 

5.  The  fifth  factor  in  the  determination  of  the  glaucomatous 
status  are  the  findings  on  gonioscopy.  In  the  last  few  years  this 
diagnostic  method  has  become  more  widely  used,  and  has  assumed 
an  increasing  role  in  the  evaluation  of  the  patient’s  status.  As  a 
matter  of  fact,  in  the  last  year  it  has  become  an  essential  in  the 
discussion  of  glaucoma.  At  the  meeting  of  the  American  Academy 
of  Ophthalmology  and  Otolaryngology  in  1948  a symposium  was 
held  on  glaucoma.  At  this  symposium  it  was  decided  that  the  old 
classification  of  glaucomas  into  the  congestive,  acute  and  chronic, 
and  non-congestive  or  simple  glaucoma,  was  no  longer  adequate. 
It  was  decided  to  classify  primary  glaucomas  into  two  types  — the 
narrow  angle  and  the  wide  angle  glaucomas.  This  classification 
was  originally  proposed  by  Rader  in  1923.  Only  gonioscopy  can 
answer  with  what  type  of  glaucoma  you  are  dealing.  It  is  obvious 
that  the  mechanistic  school  of  the  etiology  of  glaucoma  must  have 
dominated  this  symposium.  I cannot  say  how  long  it  will  take 
before  the  pendulum  will  swing  towards  the  central  or  vascular 
school  of  etiology  of  glaucoma.  However,  it  was  felt  that  for  a 
greater  unification  of  the  study  of  glaucoma  it  would  be  advisable 
for  all  ophthalmologists  to  classify  their  cases  in  this  manner. 

It  was  with  some  amusement  that  I recently  read  an  article 
by  Sir  Stewart  Duke-Elder  in  the  November  1948  issue  of  Archi- 
ves of  Ophthalmology.  In  this  paper  Duke-Elder  pointed  out  a great 
number  of  clinical  inconsistencies  with  this  classification. 

The  gonioscopic  examination  is  performed  with  a special  con- 
tact lens  of  which  there  are  two  types.  One  is  the  original  Koppe 
lens  or  its  modifications.  The  other  is  the  Goldman  lens  or  its  mo- 
dification by  Allen.  With  the  Koppe  lens  the  patient  is  prone  and 
the  angle  is  examined  by  means  of  a light  in  some  form  of  bino- 
cular magnification.  The  Goldman  and  Allen  lenses  are  used  at  the 
slit-lamp.  The  purpose  of  this  lens  is  to  neutralize  the  inner  re- 
flections of  the  cornea  and  allow  us  to  visualize  the  iris  angle. 

To  facilitate  the  understanding  of  the  angle  it  might  be  better 
to  describe  the  essential  land  marks.  On  looking  with  the  gonios- 
cope  we  must  first  find  the  line  of  Schwalbe.  This  is  a greyish 
white  curved  line  which  corresponds  to  the  scleral  spur.  Looking 
towards  the  angle  we  then  distinguish  the  ciliary  body,  the  trabe- 
culae, the  pectinate  ligaments,  and  the  iris.  In  a wide  angle  all 
this  can  be  seen.  In  a narrow  angle  nothing  is  seen  except,  per- 
haps, the  line  of  Schwalbe. 
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6.  The  sixth  factor  are  the  provocative  tests.  These  tests  are 
extremely  helpful  in  doubtful  cases.  Where  we  have  increased  ten- 
sion and/or  glaucomatous  cupping,  such  tests  are  of  academic  in- 
terest only.  The  diagnosis  has  already  been  made.  But  there  are 
many  patients  with  suspected  early  glaucoma  who  have  no  in- 
creased tension,  no  visual  field  changes,  and  no  other  stigmata  of 
glaucoma.  It  is  among  this  group  of  patients  that  the  provocative 
tests  are  of  great  importance.  Many  provocative  tests  have  been 
reported,  of  which  only  four  are  used  extensively. 

One,  the  dark  room  test,  for  which  the  patient  is  placed  in  a 
dark  room,  depends  upon  the  dilatation  of  the  pupil.  The  patient 
must  be  kept  awake  however,  since  miosis  sets  in  when  he  falls 
asleep.  If  the  test  is  positive,  there  should  be  a rise  in  tension  with- 
in 15  to  20  minutes. 

Another  test  is  the  use  of  a mydriatic.  This  too  depends  upon 
the  dilatation  of  the  pupil.  A rise  of  tension  should  result  after  the 
mydriatic  has  taken  effect.  These  two  tests  are  principally  appli- 
cable in  the  narrow  angle  glaucoma  since  their  action  is  mechanical 
and  depends  upon  the  angle  being  occluded. 

The  third  test  is  the  water  drinking  test  which  is  most  useful 
in  suspected  wide  angle  glaucomas.  In  such  cases  the  iris  angle  is 
not  occluded.  The  technique  consists  in  requiring  the  patient  to 
drink  a thousand  cc.  of  water  on  an  empty  stomach  without  any 
food  for  at  least  4 hours.  The  tension  is  taken  prior  to  the  test 
and  then  at  intervals  of  30,  60,  and  90  minutes.  There  should  be  a 
rise  at  the  end  of  30  minutes  and  the  level  of  tension  should  remain 
high  for  another  30  minutes  before  it  drops  again. 

Another  provocative  test  is  the  lability  test  which  depends 
for  its  action  upon  two  factors.  One  the  cold  pressor  reflex  in- 
creases the  blood  pressure,  and  two,  congestion  is  caused  in  the  eye 
by  a partial  interference  with  the  venous  drainage.  This  test  seems 
to  be  applicable  to  both  wide  angle  and  narrow  angle  glaucomas. 
It  must  be  reported  that  there  are  many  observers,  particularly  in 
the  Chicago  school,  who  do  not  believe  that  the  lability  test  is  of 
any  value  but  depend  principally  upon  the  dark  room  and  water 
drinking  tests. 

7.  The  seventh  factor  is  the  appearance  of  the  optic  nerve. 
A cupping  with  the  vessels  dipping  in  and  with  a visible  pulsation 
of  the  retinal  artery  may  be  glaucomatous.  However,  one  must 
make  sure  that  the  patient  is  not  suffering  from  an  aortic  insuf- 
ficiency which  too  can  cause  pulsation  of  the  retinal  artery.  All 
of  us  have  had  the  experience  of  looking  at  a disc  and  not  being 
able  to  determine  whether  the  cupping  was  physiological  or  patho- 
logical. One  must  not  overlook  the  cases  of  so  called  soft  glaucoma 
which  have  only  the  glaucomatous  cupping  as  a dominant  feature. 
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The  appearance  of  the  optic  nerve  therefore,  by  itself,  cannot  be  a 
diagnostic  sign  for  glaucoma. 

Before  concluding  I would  like  to  mention  briefly  two  more 
diagnostic  criteria.  One,  the  aqueous  veins  can  be  the  subject  of  a 
long  discussion.  However,  the  conclusions  obtained  are  not  too  de- 
finite and  the  technique  is  not  too  easy.  Another  diagnostic  cri- 
terion is  pupillography.  This  is  performed  by  a complicated  instru- 
ment. It  was  found  by  Loewenstein  and  Schoenberg  that  patients 
with  glaucoma  had  specific  types  of  pupillographic  curves.  But 
many  patients  without  glaucoma  had  similar  curves  so  that  this 
test  is  not  too  conclusive. 

The  diagnosis  of  glaucoma  and  its  subsequent  management 
depends  on  all  the  above  mentioned  factors.  As  I stated  before, 
a case  presenting  the  classical  symptoms  offers  no  problem.  It  is 
that  large  group  of  patients  with  early  glaucoma  for  whom  the 
ophthalmologist  must  have  this  large  armamentarium  of  tests  at 
his  command  so  that  he  may  adequately  diagnose,  classify,  and 
treat  his  glaucomatous  patients. 

737  Park  Avenue 


ANALÍÍESIA  AND  ANESTHESIA  IN  OHSTETKICS* 

FRANK  J.  WALSH,  M.U. 

The  ideal  analgesies  and  anesthetics  for  pregnancy  and  labor 
have  not  as  yet  been  found.  For  centuries  all  of  mankind  has  sym- 
pathized with  women  in  the  agony  of  ch  Idbirth  but  not  until  the 
1800’s  did  the  obstetricians  begin  to  make  much  effort  to  help 
aleviate  this  pain.  Then  as  now  many  people  believe  wom.en  were 
made  to  suffer.  However,  since  the  emancipation  of  women  they 
are  demanding  more  and  more  relief  n their  labors.  I firmly  believe 
the  time  will  come  in  our  civilization  when  no  woman  will  be  made 
to  go  thru  an  entire  labor  without  some  analgesic  to  help  her. 

Perhaps  the  earliest  recorded  efforts  to  deaden  pain  in  labor 
was  the  introduct  on  of  ether  into  obstetrics  by  Sir  James  Y.  Simp- 
son in  1847.  In  1880  Klikowitch  used  nitrous  oxide  for  delivery. 

In  1902  Von  Steinbuchel  introduced  scopolamine  hydrobromide 
injections  to  produce  amnesia  and  analgesia.  Since  then  a multi- 
plicity of  drugs  have  been  used  to  allev'ate  pain  in  labor.  Some  are 
good  but  all  are  dangerous  unless  used  with  intelligence  and  as- 
surance to  the  patient  that  they  are  only  to  relieve  pain,  not  to  make 
the  labor  painless.  Irrespective  of  what  drugs  are  used  in  labor 
I believe  it  is  highly  important  that  the  patient  be  put  in  a proper 
psycological  state  by  allay'ng  her  fears  by  impressing  on  her  your 
ability  to  combat  any  complication  that  might  occur  and  your 
desire  to  relieve  her  pain. 

The  most  commonly  used  drugs  are  morphine,  dilaudid,  panto- 
pon, demerol,  scopolamine,  the  barbiturates,  paraldehyde,  Gwath- 
mey  ether  and  o 1 rectal  instillations. 

The  most  common  anesthetics  used  are  ether,  chloroform,  ni- 
trous oxide,  ethylene,  cyclopropane,  local  infiltration  with  nova- 
caine,  caudal  and  spinal  anesthesia. 

Morphine  and  scopolamine  were  introduced  by  Steinbuchel  in 
1902.  In  1907  Gauss  reported  1000  cases  with  its  use  and  80  per- 
cent had  excellent  relief  in  a semicomatose  state  of  amnesia  which 
he  defined  as  “twilight  sleep.” 

The  method  of  administration  as  used  in  Freburg:  when  pains 
are  4 to  5 minutes  apart  and  lasting  30  or  more  seconds  the  first 
injection  is  given ; it  consists  of  morphine  gr  1 '6  and  scopolamine 
gr.  1 150.  Forty  five  to  sixty  minutes  later  scopolamine  grains 
1 '200  is  given  by  hypodermic  and  repeated  in  doses  of  grains 
1/300  to  1/500  every  hour  or  two;  keeping  the  patient  in  a constant 
state  of  amnesia. 


* From  the  staff  in  01)st-Gyn.,  University  of  Illinois. 

Presented  before  P.  R.  Medical  Association  as  an  activity  of  the  Sect,  in 
Obst  & Gyn,  4 Jan.  1950. 
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The  disadvantages  of  these  drugs  are  these:  (1)  The  extreme 
restlessness  of  the  patient,  mounting  sometimes  to  maniacal 
threshing  about.  (2)  Aseps  s is  difficult  to  maintain  because  the 
patient’s  restlessness.  (3)  Operative  deliveries  are  increased.  (4) 
The  fetal  mortality  is  increased  one  or  tv/o  percent. 

Demerol  is  a synthetic  compound  related  to  atropine  and  is 
almost  as  toxic  as  morphine.  It  is  best  used  in  conjunction  with 
scopolamine  or  barbiturates.  It  is  usually  given  in  doses  of  100  milli- 
grams with  scopolamine  gr.  1 1500  to  grs.  1/100  when  the  patient 
is  in  active  labor  and  the  cervix  is  dilated  3 centimeters.  The  de- 
merol  is  repeated  in  100  milligram  doses  every  4 to  6 hours  and 
the  scopolamine  in  doses  of  1 200  to  1 150  grs.  every  two  hours. 

Pantopon  is  a derivate  of  morph  ne,  and  slightly  less  toxic; 
it  is  administered  hypodermically  n doses  of  1 6 to  1 3 grs.  Di- 
laudid,  another  opium  derivative,  is  used  in  doses  of  grs.  1/64  to 
1 32  and  is  much  like  morphine. 

The  barbiturates:  Pernocton  was  the  first  of  these  drugs  used 
in  obstetrics.  It  was  introduced  by  R.  Burnam  in  1927.  This  was 
rapidly  followed  by  amytal,  sodium  amytal,  sodium  pentobarbital 
evipal,  vinbarbital  sodium,  tuinal  and  many  other  synthetic  bar- 
bituric Acid  preparations.  The  most  commonly  used  of  these  drugs 
is  pentobarbital  with  scopolamine.  The  method  of  use  s to  give  the 
patient  0.3  to  0/4  gm.  (5  to  6 grs.)  pentobarbital  by  mouth  as 
soon  as  the  patient  is  in  labor  or  upon  entering  the  hospital.  If  the 
pains  are  strong,  or  when  they  become  strong  enough  for  the 
patient  to  complain,  scopolamine  grs.  1 150  (.0004  grams)  is  given 
hypodermically  every  four  to  six  hours,  the  pentobarb  tal  is  re- 
peated in  doses  of  0.10  grams  (If'o  grains)  the  scopolamine  is  not 
repeated. 

Another  method  is  to  use  the  pentobarbital  orally  and  24  cc 
of  paraldehyde  in  45  cc  of  olive  oil  per  rectum.  The  pentobarbital 
is  repeated  every  4 to  6 hrs  in  doses  of  lV->  grains.  The  paraldehyde 
may  be  repeated  per  rectum  in  doses  of  8 to  16cc  in  30cc  of  olive 
oil.  St  11  another  modification  is  to  use  pentobarbital  orally  with 
Gwathmey’s  technic  of  ether  per  rectum.  The  method  as  outlined 
by  Me  Cormick  is  as  follow^s:  (1)  A cleansing  soda  bicarbonate  ene- 
ma is  given  on  admission.  (2)  Two  to  four  capsules  of  pentobarbital 
are  given  by  mouth.  (3)  When  the  above  medication  begins  to  lose 
its  effect  or  the  patient  complains  a rectal  instillation  of  one  of  the 
following  is  made:  #(1)  Formula-ether  75cc  (2'2)  oz-  olive  or 
mineral  oil  45cc  (I'/joz.).  #(2)  Formula  ether  (2-1  2 oz.)  paral- 
dehyde 7.7cc  (2  drams)  olive  or  mineral  oil  45cc  (I'/j  oz.).  Rectal 
instillations  are  repeated  as  needed  every  two  to  six  hours.  Sodium 
pentothal  is  an  intravenous  anesthetic  and  is  not  recommended  fop 


use  ill  obstetrics  because  of  the  high  fetal  depression  and  resulting 
increase  in  mortal  ty. 

Avertin  (tribromethanol)  has  been  used  successfully  in  pre- 
operative sedation  but  is  considered  unsafe  for  obstetrical  use. 

Inhalation  Anesthetics:  Chloroform  is  practically  discarded  as 
an  inhalation  anesthetic  in  this  country  because  of  its  extreme 
toxicity  and  narrow  margin  of  safety. 

Ethyl  ether  is  the  most  commonly  used  inhalation  anesthetic, 
it  has  a side  margin  of  safety  even  in  the  hands  of  inexperienced 
anesthetists.  It  is  of  low  cost  and  tox'city  but  is  irritating  to  the 
respiratory  passages  and  contra-indicated  in  upper  respiratory  in- 
fections. 

Divinyl  ether  is  a newer  type  of  ether.  It  is  qu’cker  acting  and 
more  rapidly  excreted  than  ethyl  ether.  Its  use  is  recommended 
only  for  short  operative  procedures. 

Nitrous  oxide  was  first  introduced  in  obstetrics  in  1915  by 
Webster,  Lynch  and  Davis.  However,  the  margin  of  safety  is 
narrow  and  unless  a high  mixture  of  oxygen  is  used  (20  to  40 
percent)  liver  damage  or  anoxia  and  collapse  may  ensue.  Its  use 
should  be  restricted  to  trained  anesthetists. 

Ethylene  since  its  introduction  by  Arno  Luckhardt  has  had 
much  success  in  obstetrical  and  surgical  usage,  but  it  too  is  highly 
explosive  and  requires  a high  percentage  of  oxygen.  However,  it 
is  less  toxic  than  nitrous  oxide  and  can  be  used  in  conjunction  with 
ether  for  prolonged  or  deep  anesthesia. 

Cyclopropane  was  first  proposed  for  an  anesthetic  agent  by 
Lucas  and  Henderson  in  1929.  Waters  and  his  associates  reported 
its  use  in  a large  series  of  obstetrical  cases.  It  produces  good  re- 
laxation, is  easily  administered  and  is  pleasant  for  the  patient  to 
inhale.  Its  chief  disadvantages  are  its  increase  bleeding  time  and 
may  cause  a susceptible  heart  to  fibrillate  and  because  of  this 
should  never  be  used  with  Pituitrin.  If  used  together  the  result 
may  be  fatal  to  the  patient. 

Block  anesthesia:  Spinal  anesthesia  is  rated  by  many  obs- 
tetricians as  the  most  dangerous  of  all  anesthetics.  However, 
Schmitz  and  Baba  have  recently  reported  a large  series  of  cases 
with  heavy  nupercaine  and  Saddle  block  anesthesia  with  no  mater- 
nal mortality.  We  feel  that  spinal  anesthesia  as  used  and  advocated 
by  these  men  is  safe,  but  that  the  blood  pressure  must  be  watched 
at  all  times  and  if  it  drops  much  below  normal  intravenous  epine- 
phrine must  be  given  immediately.  About  10  percent  of  all  patients 
given  a spinal  anesthetic  complains  of  headache.  We  feel  that 
spinal  anesthesia  has  certain  advantages  and  some  disadvantages 
and  should  not  be  used  by  one  who  is  not  thoroughly  trained  in  its 
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Caudal  Analgesia  with  cocaine  was  first  used  by  Corming  in 
the  latter  part  of  the  last  century.  Stoekel  in  1909  reported  a 
series  of  cases  with  variable  results  delivered  with  it.  Kingston 
& Edwards  in  1941  reported  a large  series  with  continuous  caudal 
analgesia  using  metaca'ne  (1.5  percent)  with  good  results.  However, 
it  is  not  without  risk  and  if  used  injudiciously  death  may  occur. 
Dr.  J.  E.  Fitzgerald,  the  chief  of  the  obstetrical  divis'on  of  Cook 
County  Hospital  Ch’cago  has  forbidden  its  use. 

Local  Anesthesia  was  first  advocated  by  Gellhorn  in  1927 
following  the  use  of  morphine  and  scopolamine  in  the  first  stage 
of  labor.  The  solution  used  is  .5  to  1 percent  novocaine  with  or 
without  adrenalin  1:1000,  3 drops  to  each  ounce  of  solution.  The 
technique  of  administration  is  beautifully  outlined  by  Griffin  and 
Benson  in  the  American  Journal  of  Obstetrics  and  Gynecology. 

The  advantages  of  this  anesthesia  are  these: 

(1)  Ease  of  administration  by  the  obstetrician,  without  special 
training. 

(2)  Safe  for  mother  and  child. 

(3)  Incidence  of  hemorrhage  is  definitely  reduced. 

(4)  There  is  no  delayed  liver  damage. 

(5)  Pulmonary  complications  caused  by  inhalation  anesthetics 
are  eliminated. 

(6)  No  special  after  care  is  needed. 

(7)  Liquids  may  be  taken  immediately  post  partum. 

(8)  Local  anesthesia  is  cheaper  than  any  other  form  of  anes- 
thesia. 

By  infiltrating  the  anterior  abdominal  wall  with  .5  to  1 percent 
novocaine  Cesarean  Sections  can  be  performed  with  greater  safety 
to  both  the  mother  and  the  baby. 

Hypnotism  was  first  mentioned  for  obstetrical  deliveries  by 
Lichstein  and  Cocke.  It  consists  of  powerful  suggestion  to  the  pa- 
tient that  she  will  sleep  through  her  entire  labor  and  feel  no  pain. 
As  advocated  by  Kroger  and  DeLee  the  condition'ng  of  the  patient 
must  start  about  the  sixth  month  of  gestation  and  be  repeated  with 
each  office  visit  so  that  she  will  sleep  through  all  circumstances 
at  the  command  of  the  hypnotist.  This  method  is  without  compli- 
cations, but  requires  a susceptible  subject  and  a skilled  hypnotist. 

SUMMARY 

Herewith  are  presented  the  various  methods  of  relief  of  pain 
during  labor,  and  it  may  be  readily  seen  that  none  are  completely 
satisfactory,  and  that  the  ideal  method  of  pain  relief  is  not  as  yet 
devised.  We  feel  that  large  amounts  of  sedation  and  anesthesia 
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produce  more  maternal  and  fetal  compl’cations.  We  feel  that  all 
sedative  analgesic  drugs  are  contraindicated  in  premature  labors. 
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MODERN  CONCEPTS  OF  THE  MECHANISMS  OF 
HEART  FAILURE* 

D.  SANTIAGO  STEVENSON,  M.D. 

Presbyterian  llosyital,  San  Juan,  P.  K. 

This  subject  in  the  past  decade  has  been  changing  so  rapidly 
and  to  such  a degree  that  the  literature  has  become  extremely  con- 
fusing. The  old  concept  that  the  heart  was  just  a pump,  and  the 
circulatory  tree  a rigid  net  work  of  tubing,  and  that  as  the  pump 
failed  the  fluid  just  backed  up  on  the  one  side  or  failed  to  be  pro- 
pulsed  on  the  other,  though  simple  and  easy  to  understand,  in  the 
light  of  newer  and  ever  increasing  methods  of  investigation  does 
not  hold  water.  Newer  methods  of  investigation,  such  as  more  exact 
determinations  of  cardiac  output,  blood  volumes,  cardiac  catheter- 
ization for  determination  of  pressure  and  gaseous  contents  of  the 
blood  inside  the  cavities  of  the  heart,  study  of  renal  circulation  and 
function  and  the  use  of  radioactively  tagged  cells  and  ions,  have 
brought  out  a vast  and  confusing  number  of  facts  with  an  almost 
equal  accompanying  number  of  theories.  To  the  neophyte,  the  prob- 
lem becomes  more  and  progressively  more  confusing.  We  shall  at- 
tempt to  expose  the  major  pros  and  cons  of  the  opposing  views,  but 
We  are  afraid  that  you  must  draw  your  own  conclusions.  The  prob- 
lem certainly  is  still  in  a state  of  flux  and  as  yet  is  unsettled. 

DEFINITION  OF  HEART  FAILURE 

The  term  circulatory  or  heart  failure  is  used  to  designate  the 
diminution,  however  small,  of  the  remarkably  good  power  of  ac- 
commodation of  the  circulation  to  the  ever  varying  needs  and  stres- 
ses encountered  by  the  organism.  In  practice,  actually,  it  is  the  limi- 
tation of  the  patient’s  activity,  as  evidenced  by  symptoms  and 
signs  known  to  be  engendered  by  defective  blood  circulation.^  Ob- 
viously circulatory  failure  is  a relative  concept,  comprising  all  sorts 
of  degrees  and  stages  from  the  preclinical  phases  recognized  only 
under  the  most  exceptional  conditions  of  stress  and  through 
specialized  laboratory  methods,  on  to  the  frank  failure  with 
the  congestive  symptoms,  which  we  so  often  encounter  cli- 
nically, and  reaching  finally  the  terminal  complete  failure, 
incompatible  with  life,  hence  synonymous  with  death.  Cer- 
tainly, failure  is  relative.  When  we  consider  also,  that  the 

* Preseuted  at  the  weekly  conference  at  the  School  of  Tropical  Medicine. 
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heart  of  most  of  us  living  sedentary  lives  as  we  do, 
is  unable  to  cope  at  present  with  passed  accomplishments  of  our 
childhood  and  youth,  not  to  mention  the  poor  showing  it  would 
make  in  front  of  the  heart  of  a trained  athlete.  Nevertheless  for 
our  daily  sedentary  lives,  it  performs  satisfactorily.  Again,  on  the 
other  hand,  a heart  the  seat  of  pathology,  doesn’t  necessarily  mean 
that  it  is  a failing  heart.  For  instance,  an  example  of  this  is  afford- 
ed by  many  cases  of  congenital  heart  disease,  such  as  Patent  Duc- 
tus Arteriosus,  present  for  many  years  before  any  evidence  of  fail- 
ure appears.  Heart  failure,  we  might  repeat  again,  is  relative. 

In  order  to  properly  analize  or  study  the  dysfunction  or  failure 
of  a system,  we  must  perforce  review  briefly  its  normal  anatomo- 
physiology.  The  circulatory  system  must  be  considered  as  a whole. 
The  entire  circulatory  apparatus  or  organ  comprises  the  heart, 
right  and  left  side.  The  pulmonary  circulation,  in  all  its  aspects 
of  arteries,  arterioles,  capillaries  and  veins.  The  peripheral  circula- 
tion: large  arteries,  arterioles,  capillaries,  venules  and  large  veins, 
the  large  venous  spaces,  the  organs  of  special  circulation,  such  as 
the  kidneys,  the  spleen  and  probably  also  the  lymphatic  system. 
We  must  also  consider  the  nervous  autonom'c  control  of  the  entire 
system  and  also  the  humero-hormonal  control.  This  vast  and  com- 
plex system  is  ever  in  a state  of  change  and  unrest.  All  changes 
in  any  one  of  its  portions  do  promote  secondary,  subsequent  and 
related  changes  in  other  portions  of  the  system.  We  must  remem- 
ber it  is  also  at  the  beck  and  call  of  other  organs  and  systems  in 
the  body,  and  of  other  physiological  activities  of  the  body,  be  they 
internal  or  external  in  nature. 

Let  us  briefly  describe  the  normally  functioning  cardiovas- 
cular system.  Starting  at  random  on  the  venous  side  of  the  cir- 
culation, we  first  have  a large  pool  of  blood,  containing  large  vo- 
lumes of  blood  at  low  tensions.  This  we  might  call  the  systemic 
venous  reservoir.-  It  is  comprised  by  the  intra-abdominal  great 
veins,  the  intrathoracic  great  veins,  and  the  right  auricle,  which 
we  might  consider  as  part  and  parcel  of  the  intra-thoracic  great 
venous  system.  The  blood  in  this  systemic  venous  reservoir  is  at  a 
relatively  low  tension,  in  fact,  at  a lower  tension  than  the  blood 
in  the  peripheral  venules  and  it  is  this  gradient  that  in  part  fa- 
cilitates the  flow  of  blood  toward  the  heart.  Large  enough  amounts 
of  blood  contained  in  this  system,  must  be  present  so  that  70  to 
80  cc  which  are  removed  with  each  heart  beat,  the  so  called  stroke 
volume,  can  be  removed  with  only  a very  small  (3  to  5 millimeters) 
change  of  pressure  in  the  right  auricle.'*  The  right  auricular  pres- 
sure and  the  pressure  in  the  great  veins  is  in  the  order  of  less  than 
10  cms.  of  water. 

Now,  how  does  blood  move  inside  of  the  venous  system,  from 
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the  smaller  venules  to  the  larger  veins  and  to  the  right  side  of  the 
heart  when  there  is  no  “pump”  forcing  it?  There  are  several  pro- 
cesses concerned.  One  is  the  pressure  gradient.  There  is  definitely 
a lesser  pressure  in  the  systemic  venous  reservoir,  intra-thoracic 
greater  veins  and  right  auricle,  than  there  is  in  the  venules. 
Secondly,  there  is  the  help  of  muscular  contractions.  Third,  there 
is  a definite  venomotor  activity  helping  in  the  movements  centrally 
of  the  blood. ^ Fourth,  the  fight  against  gravity  is  definitely  aided 
by  the  valves  present  in  certain  veins.  Lastly,  there  is  definite  help 
obtained  from  the  negative  pressure  present  in  the  thorae'e  cavity 
on  inspiration."'  Gravity,  of  course,  helps  in  the  upright  position 
in  the  emptying  of  the  veins  from  the  upper  portion  of  the  body. 
Of  these  mechanisms  the  pressure  difference,  though  small,  bet- 
ween the  blood  in  the  smaller  venules  and  that  in  the  larger  pool 
of  blood  centrally,  is  probably  the  most  important.  This  pressure 
gradient  is  probably  maintained  by  the  fact  that  blood  from  the 
arterial  side  of  the  circulation  is  passing  into  the  capillaries  and 
forcing  itself  into  the  venules  continuously,  while  the  centrally 
placed  venous  pools  are  large  and  relatively  eas  ly  distensible.  Once 
the  blood  has  filled  the  right  aurkle,  it  has  been  recently  fairly 
well  established,  that  auricular  contraction  per  se  is  of  very  little 
help  in  emptying  the  blood  from  the  auricles  into  the  ventricles. 
Proof  of  this  is  met  in  the  fact  that  ventricular  filling  continues 
without  difficulty  in  patients  with  auricular  fibrillation.  In  the  r'ght 
ventricle  the  stroke  volume  is  around  80  cc.  Stroke  volume  means 
the  amount  of  blood  that  is  removed  from  inside  the  ventr'cle  with 
each  contraction  of  the  heart.  The  diastolic  volume  in  the  right 
ventricle  is  known  to  be  130  cc  and  the  systolic  volume  (at  the 
end  of  systole)  is  50  cc.'*  The  80  cc  difference  between  them  is  the 
stroke  volume.  Actually,  this  means  that  the  evidence  now  seems 
to  indicate  that  the  ventricles  even  normally  do  not  empty  com- 
pletely. At  the  end  of  diastole  the  pressure  inside  of  the  ventricular 
cavity  is  around  1 to  3 millimeters  of  mercury. (Definitely  less 
than  the  pressure  found  in  the  right  auricle.)  Hence,  the  movement 
of  blood  is  from  the  auricle  into  the  ventricle.  The  pressure  during 
systole,  on  the  average,  is  of  around  25  millimeters  of  mercury  in 
ihe  right  ventr'cle.  The  same  pressure  of  25  millimeters  of  Hg  is 
extended  or  is  continued  on  into  the  pulmonary  artery,  so  25  mil- 
limeters Hg  have  been  measured  in  this  system,  with  a diastolic 
pressure  of  8 millimeters.  Pressure  in  the  pulmonary  capillaries 
have  been  recorded  anywhere  from  7 to  14  millimeters  Hg.**  The 
pulmonary  venous  reservoir,  as  compared  to  the  larger  systemic 
circulatory  reservoir  of  blood,  is  certainly  much  smaller  and  defini- 
tely less  distensible  and  has  much  less  space  to  distend  in.  The 
volume  of  blood  in  the  pulmonary  venous  reservoir  is  anywhere 
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fiom  3 to  5 hundred  cc  of  blood.'  The  venous  reservoir  of  the  pul- 
monary side  is  compr.'sed  of  the  pulmonary  venous  system  and  the 
left  auricle. 

It  is  well  known  that  the  pressure  inside  of  the  left  auricle  is 
definitely  a little  more  elevated  than  in  the  right  auricle,  around 
4 millimeters  higher.  The  left  ventricle  presumably  must  have  the 
same  volume  as  the  right  ventricle,  and  the  stroke  volume  must 
be  the  same  in  the  normal  heart,  otherwise  there  would  be  con- 
gestion of  the  pulmonary  circulation.  The  systolic  pressure  is 
known  to  be  around  120  (plus  or  minus  20,)  and  the  diastolic  pres- 
.sure,  however,  is  from  3 to  8 millimeters.  The  left  ventricle  also 
has  been  found  not  to  empty  completely  in  systole.^ 

The  coronary  circulation  we  might  mention  in  passing  only  to 
stress  its  importance  in  maintenance  of  the  metabolic  needs  of  the 
heart  itself.  Coronary  flow  occurs  mainly  because  of  the  pressure 
gradient  between  the  high  pressure  at  the  coronary  ostia 
at  the  base  of  aorta  and  myocard'al  capillaries  and  veins. 
Coronary  veins,  emptying  as  they  do  into  the  coronary 
sinus  and  cavities  of  the  right  side  of  the  heart,  whenever  there  is 
increased  pressure  in  the  cav.'ty,  as  in  heart  failure,  are  able  to 
slow  the  intrinsic  cardiac  circulation  through  back  pressure  and 
thus  further  compromise  the  myocardium.  The  normal  pressure 
for  systemic  aorta  and  large  arteries  are  well  known.  The  complex 
mechanism  of  automatic  regulation  of  arteriolar  tone  and  hence 
peripheral  resistance  to  mainta'n  a constant  normal  blood  pressure, 
is  of  general  knowledge. 

The  systemic  veins  are  considered  to  take  an  active  part  in 
Ihe  circulation  through  venomotor  mechanisms  which  maintain 
tone,  in  turn  increasing  or  decreasing  venous  pressure  as  re- 
qu  red.  '*•  There  is  some  evidence  that  this  is  mediated  through 
a venomotor  center,  probably  at  the  carotid  region  which  is  sensitive 
to  cardiac  outputs.”-  Others  have  invoked  a venomotor  center 
sensitive  to  venous  oxygen  tension.’’*  There  are  large  venous  de- 
pots and  areas  of  shunts  such  as  the  spleen,  liver  and  splanchnic 
area  which  at  least  in  the  dog,  play  an  active  part  in  venous  blood 
distribution  and  circulation.”- 

In  the  normal  heart  at  rest  the  cardiac  output  averages  4.5  to 
G.5  liters  per  minute.  The  cardiac  output  is  defined  as  the  volume 
of  blcod  expehed  in  a unit  of  time  by  either  ventricle  through  a 
cross  sect  on  of  vascular  bed  (the  pulmonary  artery  or  the  aorta)  at 
its  origin.'  The  cardiac  index  is  the  cardiac  output  per  scpuiro 
meter  of  body  surface  and  normally  is  2.2  to  3.2.  Cardiac  output 
depends  on  the  metabolic  requirements  of  the  tissues.  The  higher 
Ihe  metabolic  requirements,  that  is  the  0-  consumption  of  the  tis- 
sues, the  higher  the  output.  An  example  of  this  is  the  high  cardiac 


D.  «.-1 XTIAOO-SITKVKNSON 


ñO’, 

output  in  hyperthyroidism.  Moderate  exercise  in  a person  with  nor- 
mal circulation  increases  oxygen  consumption  from  300  cc.  per 
minute  at  rest  up  to  1,800  cc.  per  minute  during  moderate  exercise. 
This  increased  oxygen  consumption  is  provided  for  (1)  by  a two- 
fold arteriovenous  oxygen  difference  which  signifies  that  there 
is  a two-fold  increased  utilization  of  the  blood  oxygen  by  the  tis- 
sues. The  second  mechanism  is  a three-fold  increase  of  the  cardiac 
output. - 

By  what  method  is  cardiac  output  increased  in  exercise?  Car- 
diac output  is  determined  by  the  amount  of  blood  expelled  per  each 
ejection,  that  is,  the  stroke  volume,  and,  by  the  number  of  ejections 
per  unit  of  time,  that  is,  the  heart  rate.  In  exercise  cardiac  out- 
put .‘s  increased  mainly  by  increase  in  the  heart  rate,  although 
there  is  a slight  increase  in  stroke  volume.  With  the  increased 
blood  flow  brought  about  by  exercise  the  pressure  in  the  pulmo- 
nary artery  is  not  changed  and  systemic  blood  pressure  may  be 
only  slightly  increased  indicating  that  there  is  accompanying  ar- 
teriolar dilatat’on  with  diminished  peripheral  resistance. With 
moderate  exercise  peripheral  venous  pressure  has  been  variously 
reported  as  moderately  elevated,  slightly  elevated  or  even  reduced.* 
Anyway,  we  are  more  concerned  with  the  “net  filling  pressure”  at 
the  right  side  of  the  heart  than  with  the  peripheral  venous  pressure, 
as  it  is  this  first  one  which  is  able  to  determine  changes  in  the 
stroke  volume  of  the  ventricle  through  the  application  of  Starling’s 
Law."’-  *'•  *'■*  It  has  been  determined  that  minor  changes  of  only 

2 to  4 mm.  Hg.  in  the  end  diastolic  pressure  at  the  right  ventricle 
will  appear  to  produce  increase  of  some  20  to  40  in  stroke  volume. 

Venous  blood  volumes  in  exercise  are  shifted  from  within 
the  blood  depots  throughout  the  body  in  such  a fashion  that  there 
is  always  adequate  filling  of  the  right  side  of  the  heart  regardless 
of  the  increase  in  output.  These  changes  are  probably  brought 
about  by  increased  milking  action  of  muscular  contraction  and 
active  reflex  veno-motor  mechanisms.  Heart  volume  is  not  in- 
creased in  moderate  exercise.  This  signifies  that  stroke  volume  is 
not  increased  through  Starling’s  principle  of  increased  muscular 
contraction  from  increased  muscular  fiber  stretching.  Rather  we 
must  invoke  a nervous  or  humeral  mechanism  tending  to  increase 
fiber  contractility  without  increase  in  fiber  length.-*  Severe  ex- 
ertion, however,  shows  increase  in  cardiac  dimensions  up  to  12% 
above  normal  size.--  Undoubtedly  in  this  case.  Starling’s  mechanism 
of  over-stretching  with  subsequent  increase  in  output  comes  main- 
ly into  play.  Severe  exertion  must  be  for  obvious  reasons,  always 
short  lived.  Otherwise  we  could  predict  that  if  exercise  could  be 
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maintained  long  enough,  a stage  would  be  arrived  at  in  which  car- 
diac failure  would  appear. 

There  is  evidence  that  this  is  so  because  there  are  cases  of 
failure  of  a normal  heart  under  conditions  of  severe  prolonged 
strain.  An  outstanding  example  of  this  is  traumatic  arteriovenous 
shunt.-  The  findings  in  this  condition  are; 

(1)  Increased  cardiac  output  and  rate. 

(2)  With  time,  cardiac  hypertrophy  and  dilatation. 

(3)  Venous  pressure  and  right  auricular  pressure  slightly 
increased. 

(4)  Low  diastolic  blood  pressure. 

(5)  Eventually,  blood  volume  increases. 

(6)  Eventually,  frank  congestive  heart  failure. 

Closure  of  the  arteriovenous  communication  brings  about  re- 
versal of  the  above  changes.  First,  immediate  reduction  of  the  rate, 
output,  and  blood  pressure.  Later  on,  disappearance  of  the  con- 
gestive failure,  decrease  of  blood  volume  and  finally  reversal  of 
the  heart  size  to  normal.  This  definitely  shows  how  a normal  heart 
under  prolonged,  sustained  stress  and  increased  output  may  hyper- 
trophy, dilate  and  eventually  fail. 

This  brings  us  to  the  so  called  “high  output”  form  of  heart 
failure.  The  entity  of  congestive  heart  failure  with  high  cardiac 
output  exists  in  a number  of  varied  and  unrelated  conditions:  (1) 
severe  anemia,  (2)  Beri-Beri  heart,  (3)  thyrotoxicosis,  (4)  pul- 
monary fibrosis.  In  all  these  conditions  the  cardiac  outputs  are 
higher  than  normal.  Venous  pressures  are  increased,  circulation 
rates  are  faster  than  normal,  blood  volume  is  increased,  and  the 
congestive  state  may  finally  be  reached.  This  presents  a confusing 
state  of  affairs  and  the  question  has  been  raised,  particularly  by 
Starr,  as  to  whether  this  entity  could  be  called  heart  failure  when 
the  cardiac  output  is  much  above  normal  levels.--^  The  gist  of  the 
problem  lies  in  the  fact  that  in  spite  of  the  heart  having  reached 
the  upper  compensatory  levels  of  cardiac  output,  still  from  the 
standpoint  of  tissue  needs  in  these  diseases,  the  high  output  levels, 
and  hence  the  blood  flow,  is  still  inadequate.-^  There  is  in  these 
cases  a definitely  increased  burden  placed  on  the  heart,  an  added 
strain,  which  eventually  produces  congestive  phenomena  identical 
with  heart  failure.  Obviously  digitalis  glycosides,  whose  main  effect 
on  the  failing  heart  is  to  increase  output,  is  of  little  help  in  these 
cases.  The  main  difficulty  here  is  a tissue  metabolic  aberration  re- 
quiring increased  circulation  to  offset  it. 

Most  cases  of  congestive  heart  failure  are  of  low  output  form. 
The  low  output  may  be  due  to  lack  of  proper  filling:  as  shock,  of 
peripheral  collapse  or  hemorrhage,  or  pericardial  tamponade  or 
effusion,  etc.  Or  it  may  be  due  to  interference  with  ejection  as  in 
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(1)  constrictive  pericarditis,  (2)  myocardial  weakness  of  varied 
nature,  be  it  toxic,  degenerative  or  inflammatory,  or  may  be  (3) 
mechanic-valvular  incompetence  with  its  increased  cardiac  work 
and  strain.  (4)  lastly,  changes  in  rate  and  rhythm,  such  as  tachy- 
cardia, arrhythmia  and  block.  In  all  instances,  regardless  of  the 
mechanism  the  output  is  reduced. 

Myocardial  Failure  of  Ejection  and  its  Mechanism: 

For  the  purpose  of  study  of  its  muscular  contractions  the 
heart  is  best  viewed  as  a pump-engine.-'’  Only  when  pathological 
changes  interfere  with  the  work  capacity  of  this  pump-engine  can 
they  bring  about  heart  failure.  The  work  output  of  a machine  is 
determined  by  (1)  the  manner  in  which  it  is  loaded;  (2)  by  the 
supply  and  utilization  of  energy  to  perform  work.  Loading  depends 
on  the  filling  pressure  and  the  arterial  pressure.-*’  The  fundamental 
reasons  for  an  energy  failure  of  an  engine  are  because  it  is  unable 
to  (1)  liberate  energy,  (2)  cannot  effectively  utilize  the  liberated 
energy,  or  (3)  a combination  of  these  two  factors.-' 

Heart  failure  is  mostly  due  to  the  inability  of  the  muscular 
machine  to  utilize  energy  economically,  a so  called  “effic'ency 
failure.”-^  Considerable  evidence  has  been  accumulated  in  experi- 
mental heart  failure  to  support  this.  Numerous  calorimetric  studies 
have  shown  decrease  in  oxygen  utilization  by  the  heart  muscle  in 
the  presence  of  proper  oxygen  concentrations,  demonstrating  de- 
cline in  cardiac  efficiency.-”'  ”**  Digitalis  glycosides  act  favorably 
on  the  failing  heart,  increasing  its  output  by  increasing  its  me- 
chanical efficiency,  independent  of  heart  rate.’”  Failure  probably 
occurs  because  of  aberration  in  the  intricate  chemical  enzyme 
system  of  muscular  contractions  and  digitalis  glycosides  supposed- 
ly act  by  promot’ng  more  favorable  enzymatic  conditions  for  mus- 
cular contractions.  No  such  effect  of  the  digitalis  glycosides  can 
be  elicited  in  the  normal  heart,  and,  on  the  contrary,  digitalis  may 
reduce  cardiac  output.”- 

CLINICAL  AND  LABORATORY  FINDINGS  OF  HEART  FAILURE 

We  are  all  acquainted  with  the  clinical  picture  of  heart  failure, 
hence  I shall  only  enumerate  the  findings  briefly.  Congestion  both 
in  the  pulmonary  and  peripheral  venous  circulation  is  present.  In 
the  pulmonary  circulation  there  is,  specially  in  cases  of  left  ventri- 
cular failure,  increase  in  the  pressure  of  the  pulmonary  venous 
system,  in  the  capillaries  and  finally  increase  in  the  pulmonary  ar- 
terial pressure.  There  is  an  increase  also  of  the  volume  of  the  pul- 
monary circulatory  bed,*-  u Because  of  the  loose  alveolar  structure 
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of  the  lungs  congestive  phenomena  become  easily  apparent  in  this 
circulation.  First  there  is  decreased  vital  capacity  due  to  the  pul- 
monary engorgement  with  early  clinical  manifestations  of  different 
degrees  of  dyspnea,  from  that  provoked  only  by  exertion,  to  ex- 
treme degrees  of  dyspnea  even  at  rest.  Soon  fluid  extravasates 
into  the  interalveolar  tissues  and  the  alveoli  themselves  to  produce 
the  congestive  phenomena  we  know  as  “moist  lung”  or  to  produce 
hydrothorax.  A different  condition  presents  itself  in  the  so-called 
acute  pulmonary  edema.  This  is  a sudden  outpouring  of  fluid  into 
the  lung.  It  is  very  often  related  to  sudden  severe  left  ventricular 
failure. ^3, 34  ^ neurovegetative  mechanism  must  also  be  concerned 
in  acute  pulmonary  edema  as  this  condition  may  appear  in  relation 
with  non-cardiac  states  for  instance,  cerebral  accidents.''*’’  Many 
cases  of  acute  left  ventricular  failure  are  not  accompanied  by  typi- 
cal pulmonary  edema.  Acute  pulmonary  edema  has  been  provoked 
by  experimentally  produced  right  ventricular  failure. 

PERIPHERAL  CONGESTIVE  PHENOMENA 

Increased  Venous  Pressures:  Most  cases  of  heart  failure  have 
increased  venous  pressures  present  at  least  during  the  latter  stages. 
At  times  venous  pressure  has  been  recorded  as  normal  in  early 
congestive  failure.  Experimentally,  severe  damage  to  the  right 
ventricle,  as  by  electrocoagulation  of  the  ventricular  wall,  has  failed 
in  many  cases  to  show  only  slight  increase  of  venous  pressure.**' 
However,  if  exercise  is  superimposed  on  myocardial  damage,  in- 
creased venous  pressure  will  be  recorded.  This  is  in  contrast  lo 
the  reduction  in  venous  pressure  which  follows  exercise  in  nor- 
mal undamaged  hearts.****  Apparently  the  inability  to  increase  out- 
put under  the  added  strain  of  exercise  is  of  prime  importance  in 
the  mechanism  of  back  pressure  producing  a rise  in  venous  pres- 
sure. Blood  volume  is  increased  in  failure.****  This  may  in  part  ac- 
count for  the  maintenance  of  high  venous  pressure  though  not  for 
its  initiation,  for  there  are  instances  (for  example  pericardial  tam- 
ponade) in  which  venous  pressure  is  rapidly  raised  before  blood 
volume  can  have  possibly  increased. ■*'*  Exercise  in  cardiac  patients 
will  produce  a rise  in  venous  pressure,  while  cardiac  output  fails 
to  rise  to  meet  the  exercise  needs  or  may  even  decrease. ■**  In  nor- 
mal sub.]'ects  there  is  a slight  elevation  of  venous  pressure  with 
immediate  reduction  after  exercise.^-  Hence  it  would  seem  that  in 
cardiac  patients  a venopressor  effect  appears  in  response  to  an 
inadequate  cardiac  output  unmasked  by  the  added  load  of  exercise. 
The  beneficial  effects  of  bed  rest  when  used  as  the  only  measure  of 
treatment  in  cardiac  failure  are  of  common  knowledge.  In  many 
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cardiac  cases  bed  rest  alone  will  reduce  venous  pressure  and  bring 
about  the  disappearance  of  related  congestive  phenomena. 

Cardiac  Edema 

The  following  factors  are  concerned  with  the  rate  of  extra- 
vassation  of  fluid  from  the  capillaries  into  the  tissue  spaces:'" 

(1)  Hydrostatic  pressure. 

(2)  Osmotic  pressure  differences  between  blood  plasma  and 
tissue  fluids. 

(3)  Capillary  permeability. 

(4)  Elastitcity  of  tissues — local  effect. 

(5)  Sodium  and  H^O  retention. 

Though  the  hydrostatic  factor  does  play  a role  in  edema,  it 
is,  however,  not  the  only  factor  involved.  We  are  all  acquainted 
with  the  effect  that  posture  plays  in  the  appearance  of  edema, 
for  instance,  in  the  dependent  portions  of  the  body.  There  are  on 
record,  however,  cases  showing  little  edema  of  the  legs  following 
ligation  of  the  inferior  vena  cava  with  accompanying  marked  in- 
crease in  venous  pressure  of  the  extremities.-s.-!  Occasional  cases 
have  been  reported  of  patients  having  high  venous  pressure  levels 
but  presenting  little  or  no  edema.  There  is  no  relation  between  the 
severity  of  the  edema  present  in  cases  of  heart  failure  and  the  level 
of  venous  pressure. 

Osmotic  pressure:  In  the  early  stages  of  heart  failure,  un- 
doubtedly, the  osmotic  plasma  pressure  being  normal,  is  not  a 
factor  in  the  production  of  the  edema.  In  prolonged  congestive 
failure  plasma  protein  levels  are  reduced  through  hepatic  damage 
and  through  loss  of  proteins  by  the  kidneys  and  may  hence  be  an 
added  mechanism  in  edema  production. 

Capillary  permeability:  It  is  the  general  impression  that  in- 
creased capillary  permeability  is  not  a factor  in  edema  of  heart 
failure.  The  edema  fluid  of  cardiacs  do  not  show  an  increase  in 
prote ‘ns.''"’  Cases  of  congenital  heart  disease  with  cyanosis  in  which 
we  might  expect  reduced  oxygen  tensions,  and  hence,  increased 
capillary  permeability,  in  general,  are  accompanied  by  little  or  no 
edema.'"' 

Sodium  chloride  and  water:  Retention  of  sodium  chloride  and 
water  is  always  present  in  congestive  heart  failure.''^’ This  ap- 
pears to  be  one  of  the  main  factors  in  the  production,  and  parti- 
cularly in  the  maintenance  of  cardiac  edema.  Clear  proof  of  the 
importance  of  salt  retention  is  experimentally  shown  by  the  fact 
that  when  normal  individuals  are  given  large  amounts  of  sodium 
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chloride,  their  weight,  blood  volume  and  venous  pressure  rise.  Car- 
diac patients  who  have  been  well  compensated  by  rest  and  low  salt 
diets,  when  given  sodium  chloride  again  go  into  failure. That 
the  important  factor  concerned  is  the  sodium  chloride  and  not  the 
water  is  demonstrated  by  the  fact  that  water  may  be  well  tolerated 
if  sodium  chloride  is  restricted.'’”-  The  sodium  ion  and  not  the 
chloride  ion  is  implicated  in  edema  as  administration  of  sodium  bi- 
carbonate will  augment  edema,  while  administration  of  NHiCl  will 
bring  about  diuresis  and  reduction  of  edema.''-  Retention  of  salt 
and  water  appears  to  be  the  main  factor  in  edema  of  heart  failure. 
This  retention  is  due  to  failure  of  the  kidneys  to  excrete  salt  and 
water  normally. 

RENAL  CHANGES  IN  HEART  FAILURE 

The  kidneys  in  congestive  heart  failure,  show  very  slight  pa- 
thological changes.  There  is  slight  kidney  enlargement  from  venous 
engorgement  and  swelling.  Occasionally  cloudy  swelling  of  the 
tubules  is  found. ^ The  glomeruli  appear  remarkably  free  of  pa- 
thology. Functionally,  however,  there  appear  quite  a few  changes: 
Proteinuria,  cylindruria,  and  occasionally  microscopic  hematuria. 
Renal  blood  flow’  is  definitely  reduced,  so  that  in  heart  failure  the 
kidneys  receive  only  10%  instead  of  the  normal  25%  of  the  car- 
diac output.  This  reduction  of  renal  blood  flow  is  probably  brought 
about  by  intrinsic  vaso-constriction  in  the  kidney,  which  is  pro- 
voked by  the  low  cardiac  output  of  heart  failure  and  serves  to  sup- 
port arterial  pressure  and  at  the  same  time  to  shunt  blood  flow 
to  other  more  vital  t'ssues.  As  a consequence  of  diminished  rena’ 
blood  flow,  glomerular  filtration  rate  is  reduced.  There  is  a ten- 
dency for  the  renal  blood  flow  and  glomerular  filtration  rate  to 
return  to  normal  with  compensation.  There  is  considerable  evidence 
that  sodium  retention  is  due  to  the  diminished  glomerular  filtra- 
tion.The  tubules  retain  their  normal  ability  to  re-absorb  so- 
dium from  the  filtrate  in  cases  of  heart  failure.'’”  A natural  ac- 
companiment of  sodium  retention  is  the  retention  of  a correspond 
ing  amount  of  water  to  maintain  isotonicity  of  the  plasma.  These 
brings  about  hyper-volemia,  increase  in  venous  pressure  and  fluid 
retention  in  the  tissues,  clinically  recognizable  as  edema.  Some 
investigators  have  brought  forth  evidence  tending  to  demonstrate 
that  in  the  more  advanced  stages  of  failure,  adreno-cortical  hor- 
mones and  antidiuretic  hormones  of  the  pituitary  may  be  impli- 
cated. As  yet  the  role  of  these  added  factors  is  still  obscure.'"’'- 

HEPATIC  CONGESTION 

The  liver  becomes  swollen  and  tender  in  congestive  heart  fail- 
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lire.  The  central  veins  are  engorged;  there  may  be  loss  of  central 
parenchymal  cells,  fibrosis  and  fat  deposition."’'-'  It  is  doubtful  that 
this  degeneration  of  central  liver  cells  can  be  entirely  ascribed  to 
back  pressure  effects,  as  pressure  at  the  peripheral  cells  of  the 
lobule  must  be  even  higher,  yet  they  are  preserved.  Anoxia  from, 
slowed  and  dim'nished  blood  flow  through  the  liver  is  the  probable 
explanation.""  Hepatic  fibrosis  in  congestive  failure  may  reach  the 
far  advanced  states  of  true  cardiac  cirrhosis  if  the  congestion  is  of 
long  standing.  Liver  function  is  disturbed  in  cardiac  failure  as 
evidenced  by  the  liver  function  tests.  Liver  function  may,  howevei, 
revert  to  normal  after  the  heart  compensates."' 

The  mechanism  of  the  slight  jaundice  frequently  seen  in 
failure  is  perplexing.  It  has  been  var’ously  attributed  to  (1)  RBC 
breakdown  in  lung  infarcts,  (however,  there  are  instances  of  jaun- 
dice without  evidence  of  pulmonary  infarcts  and  the  converse  is 
also  true.-'"  (2)  Very  high  intra-vascular  pressure  within  the  liver 
interferring  with  the  escape  of  b le  from  channels  between  the 
liver  cells."- 

Ascites  may  form  part  of  the  p'eture  of  heart  failure.  It  has 
been  variously  ascribed  to  (1)  True  cardiac  cirrhosis,  (2)  Hypo- 
proteinimia,  (3)  Back  pressure  phenomena,'’’"  (4)  The  accumulation 
cf  an  anti-diuret'c  substance,  similar  to  the  posterior  pituitary 
principle,  as  is  seen  in  increased  amounts  in  the  urine  of  true 
cirrhotics. 

An  amazingly  large  volume  of  clinical  data  and  laboratory 
findings,  often  of  contradictory  nature,  has  accumulated  in  the 
1 lerature  regarding  heart  failure  and  its  probable  mechanisms. 
All  investigators  recognize  that  the  cardiac  lesion  is  of  primary 
importance  in  initiating  the  chain  of  events  that  culminates  in  a 
rising  venous  pressure,  accumulat'on  of  edema  fluid  and  evidences 
of  renal  dysfunction.  There  is  sharp  d'sagreement  among  the  in- 
vestigators as  to  the  sequence  of  events  and  importance  of  each 
one  of  these  factors.  Some  consider  the  mechanical  back  flow  phe- 
nomena, that  is,  venous  congestion  as  the  main  factor.  Other  have 
given  prime  importance  to  the  renal  dysfunction.  There  are  still 
others  who  consider  both  mechanisms  as  interrelated  and  sepa- 
rately important.  Interestingly  enough,  perusal  of  the  literature 
often  shows  that  proponents  of  one  theory  skip  over  or  minimize 
the  data  which  does  not  fit  in  with  his  theory.  We  may  sum- 
marize briefly  the  pros  and  cons  for  each  of  the  two  main  theories: 

VENOUS  CONGESTIVE  MECHANISM 


In  favor: 

1.  The  finding  of  increased  venous  pressure  in  most  cases  of  heart 
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failure,  which  decreases  as  the  patient  improves. 

2.  Increased  blood  volume. 

3.  Cardiac  dilatation. 

4.  Response  of  many  cases  to  venesection  or  tourniquet  to  th.e 
legs. 

5.  Failure  made  worse  or  initiated  by  too  rapid  or  too  large  in- 
travenous fluid  intake. 

6.  Experimental  right  ventricular  damage  plus  exercise  will  pro- 
duce venous  congestion. 

Against : 

1.  Severe  right  ventricular  damage,  experimentally,  per  se,  pro- 
duces no  venous  congestion. 

2.  Venous  pressure  might  not  be  increased  early  in  failure. 

3.  Very  elevated  venous  pressures  might  give  no  or  little  edema. 
Example:  Ligation  of  inferior  vena  cava. 

4.  Little  correlation  between  venous  pressure  levels  and  degree 
of  edema. 

5.  If  compensated  cardiacs  are  given  salt,  increase  in  weight  and 
blood  volume  precedes  appearance  in  rise  of  venous  pressure. 

RENAL  DYSFUNCTION  THEORY 


In  favor: 

1.  The  increase  in  weight  and  blood  volume  preced'ng  the  ap- 
pearance in  venous  pressure  elevation,  as  described  above,  is  an 
important  piece  of  evidence  of  the  renal  dysfunction  theory. 

2.  Decreased  renal  blood  flow. 

3.  Decrease  in  glomerular  filtration  rate. 

4.  The  renal  blood  flow  and  glomerular  filtration  rate  tend  to  re- 
turn to  normal  with  compensation. 

Against : 

1.  Salt  and  water  diuresis  is  observed  very  soon  after  intra- 
venously administered  digoxin  in  the  decompensated  cardiac 
patient,  even  before  any  change  takes  place  in  the  glomerular 
filtration  rate  or  renal  blood  flow. 

2.  Glomerular  filtration  is  often  severely  disrupted  in  nephros- 
clerosis and  other  intrinsic  renal  diseases  without  correspond- 
ing tubular  dysfunction,  and  edema  in  these  cases  is  not  pro- 
nounced or  may  be  absent. 

3.  In  other  conditions  other  than  cardiac,  for  example  myxedema. 
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renal  blood  flow  and  filtration  rates  are  reduced  without  evi- 
dence of  congestive  phenomena. 

4.  Proi)onents  of  the  theory  of  renal  dysfunction  are  at  a loss  to 
e.xplain  the  edema  present  in  cases  of  high  output  failure  where 
renal  blood  flow  would  appear  to  have  no  reason  to  be  disturbed. 

Attempts  have  been  made  to  correlate  both  mechanisms  by 
l)roposing  that  renal  venous  congestion,  which  is  secondary  to  the 
peripheral  venous  congestion  of  heart  failure,  may  play  an  import- 
ant part  in  the  renal  dysf unction. It  has  been  suggested  that 
increasing  pressure  in  the  renal  veins  may,  in  some  as  yet  obscure 
fashion,  (both  in  case  of  low  cardiac  or  high  cardiac  output)  ini- 
tiate or  promote  the  reduced  renal  blood  flow  which  leads  to  salt 
reduction.  Salt  retention  itself  produces  venous  congestive  pheno- 
mena. Thus  a vicious  cycle  is  established.  Proponents  of  this  renal 
venous  congestion  hypothesis,  however,  do  not  explain  why  salt 
retention  fails  to  appear  in  cases  of  inferior  vena  cava  obstruction 
above  the  renal  veins,  wherein  renal  venous  congestion  is  at  its 
greatest. 


CONCLUSIONS 

Through  newer  laboratory  tools  now  available,  a considerable 
store  of  knowledge  has  recently  accumulated  about  heart  failure. 
Inadequate  ventricular  emptying  produces  venous  congestive  phe- 
nomena. The  venous  congestion  in  the  failing  heart  at  an  early 
stage,  probably  by  stretching  the  ventricles  promotes  an  increased 
output  through  the  Starling  principle.  There  is  an  end  stage  to 
this  compensation  and  henceforth  venous  congestion  can  be  only 
deleterious. 

At  the  same  time  and  probably  independently,  in  most  cases, 
the  low  cardiac  output  initiates  renal  dysfunction  consisting  of 
reduced  renal  flow  and  glomerular  filtration,  with  secondary  so- 
dium and  water  retention.  This  last  produces  cardiac  edema  and 
secondarily  increases  venous  congestion. 

In  the  infrequent  instances  of  failure  with  high  cardiac  out- 
put, congestive  phenomena  appear  because  of  the  added  strain  on 
1he  heart  as  it  attempts  to  cope  with  added  metabolic  needs. 

Much  still  remains  unexplained  as  to  the  mechan 'sm  of  the 
failing  heart. 
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ASAMBLEA  DE  LA  CRUZ  AZUL 

La  Asamblea  Anual  de  la  Cruz  Azul  se  llevó  a cabo  el  domin- 
go 23  de  abril  de  1950.  A ella  concurrió  una  nutrida  representación 
de  todos  los  sectores  que  la  componen,  los  hospitales,  socios  y mé- 
dicos ; y podemos  asegurar  que  asistió  la  mayor  representación  mé- 
dica que  hasta  ahora  ha  participado  en  una  de  estas  asambleas. 
Posiblemente  a esto  se  debió  la  atmósfera  de  interés  que  prevaleció 
durante  sus  trabajos.  El  punto  principal  traído  a discusión  fué  ia 
organización  de  servicios  de  dispensario.  Los  médicos  expresaron 
las  serias  dudas  que  tenían  en  cuanto  a la  viabilidad  del  plan  que 
la  Cruz  Azul  proponía  y que  ha  iniciado  ya. 

Este  plan,  a nuestro  entender  puede  que  dé  buen  resultado 
en  grupos  escogidos,  como  con  los  que  se  ha  iniciado,  pero  posible- 
mente fracase  si  se  hace  en  forma  general.  Lo  cierto  es  que  la 
Cruz  Azul  lo  ha  comenzado  a manera  de  experimento  pero  no  se 
puede  esperar  la  misma  experiencia  de  un  grupo  pequeño  que  la 
que  surja  de  miles  de  asociados  de  todas  las  categorías.  Por  esta 
razón  la  Asociación  Médica  recomienda  mesura  y calma  para  adop- 
tar un  plan  general  de  dispensario.  No  es  honrado  ofrecer  más  de 
lo  que  se  puede  cumplir;  al  menos,  la  Asociación  Médica,  no  se  aven- 
tura a hacerlo.  Una  cosa  es  prometer  y otra  cumplir. 

De  todas  las  manifestaciones  expresadas  por  algunos,  se  des- 
prende que  existe  una  gran  intranquilidad  entre  los  señores  socios 
de  la  Cruz  Azul.  Anidan  ellos  sospechas  contra  los  hospitales,  con- 
tra los  médicos,  y hasta  contra  la  Junta  de  Regentes  que  ellos  mis- 
mos eligen  y de  la  que  forman  parte.  Falta  comprensión.  Sugie- 
ren que  se  hagan  sacrificios,  pero  no  creen  en  la  bondad  de  pro- 
pósitos de  los  demás.  La  Asociación  Médica  ha  tenido  en  mente 
iniciar  el  trabajo  de  dispensario  a base  de  prorrateo  de  los  fondos 
acumulados,  pero  se  le  ha  querido  restringir  las  ganancias  ponién- 
doles un  límite,  esto  es,  fijando  cierta  altura  al  techo  de  benefi- 
cios más  arriba  del  cual  no  deben  pretender  subir,  con  el  objeto 
de  asegurar  el  buen  éxito  del  plan;  pero  si  a pesar  de  esas  limi- 
taciones, hay  ganancias,  tampoco  pueden  disponer  los  médicos  de 
ellas.  Esas  ganancias,  de  haberlas,  ingresarán  en  los  fondos  gene- 
rales de  la  Cruz  Azul  que  no  aporta  absolutamente  nada  aparte  de 
la  iniciativa  en  el  desarrollo  del  plan  de  dispensario.  Después  de  bien 
mirarlo,  la  iniciativa,  es  de  todos;  socios,  hospitales,  y médicos, 
que  desean  mejorar  los  servicios.  La  aportación,  iniciativa  de  la 
Cruz  Azul,  como  entidad,  queda  anulada,  por  la  actitud  de  sacri- 
ficio de  los  socios,  de  los  hospitales,  y de  los  médicos  individual- 
mente. 
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La  sospecha  a que  hemos  hecho  mención,  surge  de  la  impoten- 
cia. La  Cruz  Azul  no  ha  crecido  suficientemente  para  poder  des- 
envolverse holgadamente;  ha  tenido  éxito  pero  éste  no  ha  sido  su- 
ficientemente grande  para  satisfacer  a todos.  Somos  impacientes, 
y queremos  rendimiento  completo  antes  de  la  adolescencia.  No  se 
puede  culpar  a los  socios,  que  desean  más  y mejores  servicios  y no 
los  ven  llegar;  ni  a los  hispitales  que  trabajan  con  pérdidas;  ni 
tampoco  a los  médicos  que  han  estado  siempre  dispuestos  a ser- 
vir. Hay  que  culpar  a los  que  no  son  socios ; o sea,  a los  indiferen- 
tes, a los  apáticos,  a los  despreocupados,  a los  listos.  A los  tres 
primeros  no  les  importa  su  salud  ni  la  de  los  suyos;  los  últimos 
aprovechan  la  ocasión  para  resolver  una  situación  inesperada  y lue- 
go darse  de  alta. 

El  problema  de  la  Cruz  Azul  es  uno  económico,  de  números. 
Lo  que  no  se  puede  dar  a un  grupo  moderado  de  socios,  podría  ga- 
rantizarse a una  matrícula  grande.  No  comprendemos  como  existen 
grupos  sociales  de  gran  importancia  que  todavía  no  se  han  mo- 
vido para  hacerse  miembros  de  la  Cruz  Azul.  Los  gremios  obreros, 
por  ejemplo.  Algunos  de  éstos,  objetan  que  las  cuotas  son  altas, 
pero  podemos  afirmarles  que  son  de  las  más  bajas  por  los  servi- 
cios ofrecidos.  Es  cuestión  de  analizar  el  asunto  y considerar  lo  que 
se  obtiene  por  el  dinero  a invertirse.  Toda  transacción  en  la  vida 
se  hace  a base  de  dinero.  Por  defender  su  salario,  van  los  obreros 
a la  huelga,  y nos  parece  inteligente  que  de  las  ganancias  que  así 
han  logrado,  sacrifiquen  algo  por  su  salud  y por  la  de  los  suyos. 
Otro  ejemplo  deplorable  es  el  de  los  empleados  públicos  a quienes 
el  gobierno  asegura  la  mitad  de  la  póliza  y aun  así  no  la  aceptan. 
En  algunos  de  estos  casos  la  situación  es  explicable,  porque  a tra- 
vés de  su  estado  burocrático  obtienen  los  servicios  de  beneficencia 
pública,  que  se  supone  ha  sido  creada  para  personas  sin  empleo  o 
sin  entrada  alguna. 

Existe  también  otra  categoría  de  remisos,  los  incautos,  que  se 
dejan  deslumbrar  por  la  propaganda  exagerada  que  les  ofrece  to- 
da clase  de  atenciones  que  más  tarde  no  verán  cumplidas. 

Muchos  de  estos  puntos  fueron  amplia  y democráticamente 
discutidos  por  la  asamblea.  Se  adoptaron  resoluciones  tendientes 
a resolver  los  de  mayor  importancia  y se  dejó  las  puertas  abiertas 
para  considerar  los  problemas  expuestos.  Hay  uno  que  fué  tratado 
superficialmente  por  un  delegado  perteneciente  a los  socios  bene- 
ficiarios de  la  Cruz  Azul,  que  la  Asociación  Médica  considera,  como 
muchos  delegados,  de  vital  importancia,  por  el  principio  que  en- 
vuelve. Nos  referimos  al  derecho  del  socio  a seleccionar  la  institu- 
ción .V  al  médico  o los  médicos  que  han  de  tratarlo.  Sin  este  prin- 
cipio básico  del  derecho  del  enfermo  a someterse  a tratamiento  don- 
de él  tenga  fe,  y con  quien  deposite  su  confianza,  cualquier  plan 


EDITORIAL 


■ US 


adolescei’á  del  prejuicio  de  estar  maculado  por  la  intención  de  im- 
poner a los  socios  de  la  Cruz  Azul  tratamiento,  reglamentado,  res- 
tringido y concebido  solamente  por  los  deseos  y las  ideas  del  ase- 
gurador. 

La  Asociación  Médica  se  opondrá  siempre  a tales  propósitos. 
La  limitación  de  los  costes  no  debe  ir  al  extremo  de  tener  que  acep- 
tar tratamiento  de  calidad  inferior.  La  libre  selección  de  dónde  y 
por  quién  ha  de  tratarse  un  enfermo  debe  respetarse  como  sagra- 
dos derechos  de  hombres  libres. 


A.  O.  G. 
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Asociación  Medica  del  Distrito  de  Guayavia 

El  domingo  16  de  abril  pasado,  y tal  como  habíamos  anticipado  en  nues- 
tra edición  de  marzo,  se  llevó  a efecto  en  Salinas  la  asamblea  anual  de  la 
Asociación  Médica  del  Distrito  de  Guayama,  habiéndose  desarrollado  el  siguien- 
te programa  científico. 

1 —  A Cholesterol  Tolerance  Test,  Dr.  Roberto  Francisco. 

2 —  Gastroenterostomia  anterior.  Dr.  Ramón  E.  Llobet,  Jr. 

3 —  Amputación  interescápulo-tcrácica.  Dr.  A.  Oliveras-Guerra 

4 —  Exhibición  de  la  película  “Cáncer  — The  Prol)lem  of  its  early  diagnosis” 
Al  procederse  a la  elección  de  los  funcionarios,  los  miembros  del  distrito 

presentes  acordaron  nombrar  únicamente  los  delegados  y los  delegados  suplen- 
tes, dejando  a los  médicos  residentes  en  Caguas  la  oportunidad  de  elegir  a 
los  miembros  de  la  Directiva.  Resultaron  electos  delegados  los  siguientes 
compañeros: 

Dr.  Juan  P.  Cardona 
Dr.  Jaime  L.  Fuster 

Suplentes 

Dr.  Juan  J.  Santos 
Dr.  Héctor  Rivera  Bruno 
Dr.  J.  Rovira  Palés 

Al  terminarse  el  programa  científico-administrativo,  la  concurrencia  se 
trasladó  a la  playa  de  Salinas,  donde  fué  servido  un  suculento  almuerzo  a base 
de  mariscos. 

Asociación  Medica  del  Dtto.  de  Mayagiiez 

La  Asociación  Médica  del  Distrito  de  Mayagüez,  que  preside  el  doctor  A. 
Pérez  Toledo,  celebrará  su  asamblea  anual  el  domingo  21  de  mayo,  en  la  ciu- 
dad de  Mayagüez. 

El  programa  para  dicho  acto  circulará  en  breve  entré  la  matrícula  de  la 
Asociación.  ^ 

Asociación  Medica  del  Dtto.  de  San  Juan  . 

Por  no  haberse  terminado  aun  las  gestiones  que  vienen  realizándose  para 
tener  un  conferenciante  huésped  en  la  próxima  asamblea  anual  del  distrito  de 
San  Juan,  la  directiva  local  ha  decidido  posponer  la  fecha  de  dicha  actividad 
para  el  5 y 6 de  agosto  próximo. 

Oportunamente  daremos  a conocer  el  programa  de  dicha  reunión  de  dis- 
trito, que  promete  resultar  de  gran  interés. 

Renumeración  de  las  Licencias  de  Médicos 

De  conformidad  con  las  disposiciones  de  la  Ley  Núm.  40  del  año  en  curso, 
todo  médico  que  esté  actualmente  en  posesión  de  una  licencia  expedida  por  el 
Tribunal  Examinador  de  Médicos,  viene  obligado  a presentar  la  misma  en  la 
secretarla  de  dicho  organismo  en  o antes  del  día  10  de  octubre  de  lOfiO  al  efec- 
to de  proceder  a ponerle  nueva  numeración  y anotarla  en  el  nuevo  Libro  de 
Registro. 
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Deseamos  Informar  a los  médicos  que  no  es  necesario  que  acudan  al 
Tribunal  personalmente  para  el  registro  de  su  licencia:  pueden  enviar  la  mis- 
ma con  alguna  persona  de  su  confianza.  Los  compañeros  fuera  del  área  me- 
tropolitana, si  así  lo  desean  pueden  remitir  su  licencia  a la  oficina  de  la 
Asociación  Médica  la  que  se  encargará  de  conseguir  su  registro  y devolvérselas 
oportunamente. 

Ciiotaa  a la  A.  M.  A. 

Deseamos  recordar  a los  compañeros  asociados,  que  de  conformidad  con 
un  acuerdo  adoptado  en  la  última  reunión  de  la  Cámara  de  Delegados  de  la. 
Asociación  Médica  Americana,  todo  médico  que  desee  ser  considerado  miem- 
bro de  dicha  organización  deberá  satisfacer  una  cuota  de  $25.00  al  año. 

Dicha  cuota  deberá  enviarse  por  conducto  de  nuestra  Asociación  a fin  de 
ha<‘er  la  correspondiente  anotación  en  nuestros  records.  La  A.  M.  A.  no  re- 
gistrará ninguna  cuota  que  no  haya  pasado  a través  de  nuestra  secretaría. 

Las  cuotas  correspondientes  a suscripción,  etc.,  deben  enviarse  directa- 
mente a la  A.  M.  A. 


CONGRESOS  MEDICOS 

Damos  a continuación  una  relación  de  algunos  de  los  congresos  médicos 
a celebrarse  durante  los  próximos  meses  en  el  exterior: 

Cuarto  Congreso  Internacional  de  Obstetricia  y Ginecología,  a cele- 
brarse en  el  Hotel  Statler  en  Nueva  York,  del  14  al  19  de  mayo. 

Asamblea.  Anual  de  la  Asociación  Médica  Americana,  que  tendrá  lugar 
en  San  Francisco,  del  26  al  30  de  junio  próximo. 

American  Association  of  Genito-Urinary  Surgeons,  Hotel  Hershey, 
Hershey,  Pa.  — Mayo  24-26. 

American  Association  of  the  History  of  Medicine,  Boston,  Mayo  21-23. 
American  Broncho-Esophagological  Association,  Mark  Hopkins  Hotel, 
San  Francisco,  Mayo  25-26. 

American  Geriatrics  Society,  Hotel  Commodore,  New  York,  Junio  1-3. 

American  Laryngological  Association,  San  Francisco,  Mayo  25-27. 

American  Ophthalmological  Society,  Hot  Springs,  Va.,  Mayo  31  - Ju- 
nio 2. 

American  Radium  Society,  Roosevelt  Hotel,  New  York,  Mayo  25-26. 

American  Urological  Association,  Hotel  Statler,  Washington,  D.  C., 
Mayo  29  - Junio  1. 


MISCELANEAS 


Nuevos  miemhros: 

Recientemente  han  sido  admitidos  a formar  parte  de  nuestra  Asociación 
los  siguientes  compañeros: 

Dr.  Federico  Diez  Rivas,  de  San  Juan 
Dr.  Manuel  F.  Alsina  Capó,  de  Ponce 
Dr.  Gerant  Rivera  González,  de  Río  Piedras 
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Comités 

Seguimos  publicando  hoy  la  relación  de  comités  nombrados  por  la  Junta 
de  Directores  de  la  Asociación: 

Convención:  Dr,  C.  E.  Muñoz  MacCormick,  Presidente;  Dr.  Julio  A.  San- 
tos; Dr.  Pedro  J.  Zamora;  Dr.  Francisco  R.  de  Jesús;  Dr.  Jenaro  Barreras; 
Dr.  R.  Mejia  Ruiz;  Dr.  Miguel  A.  Valiente;  Dr.  Domingo  Nochera;  Dr.  Ramón 
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Pro  Escuela  de  Medicina:  Dr.  Oscar  Costa-Mandry,  Presidente;  Dr.  José 
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Pro  Cultui'a  Medica:  Dr.  M.  Guzmán  Rodríguez,  Presidente;  Dr.  Ramón 
M.  Suárez;  Dr.  Pablo  Morales  Otero;  Dr.  Juan  A.  Pons;  Dr.  José  N.  Gándara; 
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CUvical  Methods  of  Neuro-Ophthalmolooic  Examination.  By  Alfred  Kesteu- 
baum,  M.D.  Assistant  Clinical  Professor  of  Ophthalmology,  New  York  Univer- 
city.  $7.50.  PP-3S4.  New  York.  Gruñe  & Stratton.  1947. 

Este  interesantisiino  libro  es  el  resultado  de  25  años  de  trabajo  clínico 

en  los  departamentos  de  Neurología-  de  los  Dres.  E.  Redlích,  J.  Gerstmann, 

O.  Marburg,  O.  Poetzl,  J.  Wilder,  H.  Hoff,  N.  Savitsky,  F.  Kennedy,  E.  D.  Fried- 
man, L.  Hausma.n,  B.  S.  Wortis,  J.  H.  Nolan  y B.  Dattner.  La  experiencia  del 
autor  es  inmensa  y en  este  tratado  se  revisan  los  signos  y síntomas  neuro- 
oftalmológicos  que  contribuyen  al  establecimiento  de  diagnósticos  neurológi- 
cos.  Del  mismo  modo  que  se  pueden  utilizar  los  hallazgos  de  Rayos-X  estos 
signos  deben  de  usarse  conjuntamente  con  otros  neurológicos  ya  que  el  diag- 
nóstico final  corresponde  al  neurólogo. 

El  examen  neuro-oftalmológico  al  hacer  uso  de  métodos  oftalmológicos  que 

tienen  una  significación  neurológica-,  llega  a ocupar  una  posición  intermedia 

entre  la  Oftalmología  y la  Neurología,  lo  que  contribuye  a que  indirectamente 
ambas  ciencias  descuiden  la  esencialidad  de  su  metodología  diagnóstica.  Del 
mismo  modo  que  muchos  neurólogos  no  tienen  un  conocimiento  lo  bastante  pro- 
fundo de  los  métodos  oftalmológicos,  igualmente  muchos  oftalmólogos  no  tie- 
nen el  menor  interés  en  la  investigación  de  los  signos  de  utilidad  neuroló- 
gica que  puedan  contribuir  a la  localización  de  lesiones  neurológicas. 

Kestenbaum  llama  la  atención  sobre  el  desarrollo  que  la  Neuro-oftalmología 
na-  alcanzado  en  la.  actualidad.  Los  métodos  de  investigación  son  mucho  más 
exactos,  el  examen  perimétrico  simple  se  ha  convertido  en  la  perimetría  cuanti- 
tativa y en  la  angio-escotometría.  Los  movimientos  nistágmicos  del  globo  ocular 
se  pueden  determinar  en  la  actualidad  por  métodos  gráficos  y por  los  del 
nistagmus  optokinético,  etc.,  etc.  El  Dr.  Kestenbaum  ha-ce  una  revisión  sucinta 
y esquemática  de  los  métodos  clínicos  para  el  examen  neuro-oftalmológico.  Los 
datos  anatómicos  y los  experimentos  teóricos  solamente  se  citan  en  tanto  que 
sean  imprescindibles  para  comprender  los  métodos  descritos. 

Se  trata  de  un  magnífico  trata-do  de  Neuro-oftalmología  que  ocupa  un 
lugar  imprescindible  junto  al  “Handbuch  der  Neurologie  des  Auges”  de  Wil- 
brand-Saenger,  de  la  “Neuro-oftalmología”  de  R.  L.  Rea,  del  tratado  de  Spiegel 
y Sommer  “Neurology  of  the  Eye,  Ear,  Nose  and  Throat”,  y del  más  reciente 
de  Frank  B.  Walsh  “Clinical  Neuro-Ophthalmology”.  Es  un  libro  breve  en  el 
que  se  hace  una  hábil  revisión  de  los  métodos  clínicos  oftalmológicos  de  utili- 
dad en  el  examen  neurológico  para  el  establecimiento  de  diagnósticos  dife- 
renciales. 

Psychiatric  Dictionary,  with  Encyclopedic  Treatment  of  Modern  Terms. 
By  Lelland  E.  Hinsie,  M.D.,  Professor  of  Psychiatry,  Columbia  University.  And 
Jacob  Shatzky,  Ph.  D.,  Research  Librarian,  New  York  State  Psychiatric  Insti- 
tute and  Hospital.  $10.50  pp-559.  New  York.  Oxford  University  Press.  1949. 

Este  Diccionario  de  Psiquiatría  comprende  todos  los  términos  importan- 
tes y palabras  y conceptos  usados  desde  Hipócrates  hasta  nuestros  días.  Las 
palabras  anticuadas  están  incluidas  a fin  de  hacer  posible  que  el  lector  pueda 
obtener  una  información  histórica  sobre  el  desarrollo  de  la  nomenclatura  psi- 
quiátrica, y al  mismo  tiempo  comprender  mejor  el  significado  de  los  términos 
modernos. 

El  volumen  contiene  7,500  palabras  con  una  transcripción  fonética  de  su 
pronunciación,  y las  derivaciones  filosóficas  de  cada  palabra. 
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Desde  su  aparición  en  1940  este  Diccionario  ha  tenido  5 ediciones  sucesi- 
vas, y a medida  que  la  Psiquiatría  se  universaliza  y el  número  de  los  psiquia- 
tras aumenta  su  demanda  es  cada  vez  mayor. 

Este  Diccionario  es  el  complemento  indispensable  al  “The  American  Il- 
lustrated Medical  Dictionary”. 

Functional  Localization  in  Relation  to  Frontal  Lobotoniy.  By  John  F.  Ful- 
ton, Sterling  Professor  of  Physiology,  Yale  University,  New  Haven,  Connecti- 
cut. $3.  pp-140.  New  York  and  London.  Oxford  University  Press.  1949. 

En  este  magnífico  librito  se  publican  las  cuatro  conferencias  que  el  autor 
pronunció  en  la  Escuela  Médica  de  Birmingham,  Inglaterra,  en  memoria  de 
William  Withering,  un  médico  que  ejerció  una  influencia  notable  en  el  des- 
arrollo científico  de  la.  medicina  de  Siglo  XVIII. 

Desde  que  Egas  Moniz,  el  gran  Neurólogo  portugués,  quien  recibiera  el 
Premio  Nobel  el  año  pasado,  describió  la  lobotomía,  una  nueva  fuente  de  in- 
vestigación se  ha  abierto  a los  neuro-fisiólogos.  Fulton  describe  todos  los  ha- 
llazgos neuro-anatómicos  que  pueden  dar  una  base  fisiológica  a lo  que  él  llama 
“el  aún  impreciso  concepto  de  la  llamada  medicina  psicosomática”.  Expone  ¿u 
creencia  personal  de  que  la  comprobación  experimental,  de  que  el  cortex  cere- 
bral juega  un  papel  importante  en  la  fisiología  del  sistema  autonómico,  impli- 
ca el  reconocimiento  de  que  los  lóbulos  frontales  son  los  centros  primarios 
de  la  regulación  del  sistema  neuro-vegetativo.  Por  ejemplo  la  estimulación  te- 
tánica del  área  6 puede  provocar  eleva.ciones  de  la  presión  sistólica,  y Axel 
Lund,  de  Copenhagen,  ha  demostrado  experimentalmente  el  control  de  las  reac- 
ciones vaso-motoras.  Todas  estas  investigaciones  y experimentos,  prueban  que 
las  estructuras  cerebrales  tienen  una  influencia,  directa  sobre  las  reacciones 
psicológicas  del  individuo.  Del  mismo  modo  durante  el  último  año  se  han 
hecho  experimentos  que  indican  que  existen  en  el  cerebro  localizaciones  fun- 
cionales tan  precisas  como  en  las  áreas  motoras. 

Aunque  en  el  conocimiento  fisiológico  de  los  procesos  mentales  la.  medi- 
cina de  hoy  está  casi  a la  altura  de  las  teorías  Aristotélicas  de  hace  dos  mil 
años,  no  hay  duda  que  en  el  futuro  inmediato  se  podrá  demostrar  que  el  ce- 
rebro es  el  órgano  de  la  mente. 

Reconoce  Fulton  las  bases  fisiológicas  que  pueden  dar  efectividad  tera- 
péutica a la  lobotomía,  pero  no  deja  de  llamar  la  atención  con  alarma  a aque- 
llos cirujanos  que  la  practican,  pidiendo  precaución,  ya.  que  la  ausencia  de  co- 
nocimientos fisiopatológicos  definitivos  impide  aplicar  en  conciencia  dicho 
tratamiento,  que  puede  llevar  a irremediables  mutilaciones  cerebrales  en  po- 
bres seres  que  podrían  beneficiarse  de  la  medicina  con  tratamientos  menos 
ciegos  y crueles. 

Stereoscopic  Atlas  of  Neuro-Anatomy.  By  H.  S.  Rubinstein,  M.D.,  Ph.  D. 
Director  oí  the  Alfred  Ullman  Laboratory  for  Neuro-Psychiatric  Research, 
Sinai  Hospital,  Baltimore,  and  C.  L.  Davis,  M.D.,  Professor  of  Anatomy,  School 
of  Medicine,  University  of  Maryland.  $10.  Una  guía  de  16  páginas  y 43  foto- 
grafías estereoscópicas  con  43  diagramas  explicativos.  New  York.  Gruñe  & 
Stratton.  1947. 

Se  trata  de  un  atlas  estereoscópico  de  Neuro-anatomía  que  consiste  de  43 
fotografías  del  cerebro  que  van  marcando  diferentes  etapas  en  la  disección  de 
las  estructuras  cerebrales.  El  Atlas  estudia  progresivamente  la  evolución  em- 
briológica, el  desarrollo,  la  estructura  y la  función  del  Sistema  Nervioso. 
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Este  Atlas  debe  de  ser  indudablemente  una  ayuda  extraordinaria  de  orien- 
tación en  el  estudio  de  la  Neuro-anatomía  y especialmente  para  disección  del 
cerebro.  Por  otra  parte  el  estudio  estereoscópico  de  estas  fotografías  es  por 
sí  solo  un  magnífico  sustituto  del  estudio  anatómico  del  propio  cerebro. 

Las  láminas  vienen  acompañadas  de  una  guía  de  16  páginas  que  de  un  modo 
esquemático  sirven  de  pauta,  al  estudio  de  las  láminas. 

Es  un  valioso  Atlas  de  las  estructuras  cerebrales  que  tiene  además  el  in- 
terés de  su  originalidad. 

Elements  of  Medical  Mycology.  By  Jacobs  Hyams  Swartz,  M.D.  Assistant 
Professor  of  Dermatology,  Harvard  Medical  School.  In  collaboration  with  Ethel 
M.  Rockwood,  M.D.  Dermatologist,  Massachusetts  General  Hospital.  $5.50.  pp- 
241.  New  York.  Gruñe  & Stratton.  1949. 

La  segunda  edición  de  este  manual  publicado  en  1943  está  dedicada  ex- 
clusivamente al  estudio  de  las  enfermedades  producidas  por  hongos.  Hasta  re- 
cientemente este  tipo  de  información  sólo  se  encontraba  en  libros  de  medici- 
na tropical  y de  un  modo  muy  conciso  en  los  textos  de  Ba.cteriología.  Sin 
embargo  últimamente  han  aparecido  cuatro  excelentes  libros  sobre  Micología 
Cutánea,  otro  sobre  Taxonomía,  un  tercero  sobre  Micología  Clínica  y otro  que 
estudia  los  hongos  desde  el  punto  de  vista  de  su  independiente  evolución  bio- 
lógica. 

El  autor  adopta,  la  clasificación  de  Dodge,  y el  material  está  ordenado 
con  arreglo  al  género  de  los  hongos.  Los  aspectos  clínicos  se  discuten  en  gran 
detalle  y van  acompañados  de  excelentes  ilustraciones  micro-fotográficas  y 
fotográficas.  Las  enfermedades  más  raras  debidas  a.  hongos  están  incluidas. 
Las  reacciones  de  inmunidad,  los  antibióticos  y los  nuevos  agentes  quimiote- 
rápicos  son  brevemente  revisados. 

El  libro  es  una  guía  para  los  estudiantes  de  Micología  y Dermatología. 

Practical  Lessons  in  Psychiatry.  By  Joseph  L.  Fetterman,  M.D.  $5.75.  pp- 
348.  Springfield.  Illinois.  Charles  C.  Thomas.  1949. 

Este  libro  presenta  brevemente  los  trastornos  Neuro-Psiquiátricos  más 
comunes  y los  métodos  usuales  de  tratamiento.  La  exposición  la.  hace  el  autor 
sobre  su  extensa  experiencia  personal  como  Director  de  la  Clínica  Fetterman, 
de  Cleveland,  Ohio.  El  texto  está  interrumpido  por  innumerables  historias  clí- 
nicas. 

El  autor  reúne  en  este  volumen  la-s  conferencias  pronunciadas  en  la.  Es 
cuela  de  Neuro-Psiquiatría  Militar  durante  los  años  1943-44,  y los  seminarios 
dados  en  Cleveland  durante  los  años  1945-46.  El  libro  contiene  un  comentario 
escrito  por  el  Dr.  Foster  Kennedy,  Profesor  de  Neurología  de  Cornell,  sobre  el 
“shock”  eléctrico.  El  capítulo  sobre  el  “shock”  insulínico  está  escrito  en  co- 
laboración con  el  Dr.  Maurice  B.  Gordon.  Los  comentarios  sobre  el  electro- 
encefalograma en  la  epilepsia,  están  escritos  por  el  Dr.  F.  A.  Gibbs. 

Es  un  libro  sencillo  de  información  global,  que  su  título  describe  apro- 
piadamente, ya  que  se  trata  exactamente  de  unas  lecciones  prácticas  sobre  pro- 
blemas psiquiátricos. 

Cerebrospinalvaeskens  Produktion  oy  Resorption.  Estudio  Histológico  Ex- 
perimental sobre  la  Producción  y Reabsorción  del  Líquido  Céfalo-raquídeo.  By 
Jorgen  Arnvig.  Dan.  Kr.  12.  pp-144.  Ejnar  Munksgaard.  Norregade  6.  Copen- 
hagen. 1948. 
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Este  estudio  sobre  la  producción  y reabsorción  del  líquido  cefaloraquídeo 
del  autor  noruego  Jorgen  Arnvig  se  hace  tomando  como  base  las  investigaciones 
de  Weed  y Dandy,  de  Johns  Hopkins,  y Hassin,  de  Chicago. 

El  autor  inyecta  tinta  china  en  la  cisterna  magna  que  fija,  bien  inmedia- 
tamente después  de  sacrificados  los  animales,  o por  métodos  intravitales.  La 
cabeza  entera  del  animal  se  coloca  en  celoidina  y se  corta  en  secciones  seriadas. 

El  autor  concluye  que  el  líquido  céfalo-raquídeo  se  forma  en  el  plexo  co- 
roideo  y que  fluye  en  los  espacios  de  Virchow-Robin. 

Es  una  monografía  interesante  sobre  el  aim  no  definitivamente  aclarado 
problema  de  la  producción  y absorción  del  líquido  céfalo-raquídeo  con  inte- 
resantes láminas,  diagramas  y micro-fotografías. 

The  Sexual  Criminal  — A Psychoanalytical  Study  By  J.  Paul  De  River, 
M.D.,  F.A.C.S.  Criminal  Psychiatrist  and  Sexologist  of  Los  Angeles  Police  De- 
partment. $5.50.  pp-281.  44  fotografías.  Springfield.  Illinois.  Charles  C.  Thomas. 
1949. 

La  Policía  Americana  y,  especialmente  la  de  la  ciudad  de  Los  Angeles, 
se  enfrenta  actualmente  a uno  de  los  problemas  más  graves  como  es  el  incre- 
mento del  crimen  sexual.  Paul  De  River,  un  descendiente  del  famoso  pirata 
y patriota  Juan  La  Fitte,  graduado  de  Tulane,  se  ha  dedicado  en  los  últimos 
años  a estudiar  a los  delincuentes  sexuales  en  su  calidad  de  Psiquiatra  del 
Departamento  de  Policía  de  la  ciudad  de  Los  Angeles.  En  la  cubierta  del  libro 
se  advierte  que  la  venta  está  limitada  a los  grupos  profesionales,  que  el  autor 
de  esta  nota  espera  se  mantenga,  ya  que  siendo  de  indudable  interés  para  médi- 
cos y abogados  especialmente  relacionados  con  casos  criminales,  su  lectura 
sería  contraproducente  para  los  profanos. 

Los  crímenes  por  sadismo,  con  la  exposición  de  historias  clínicas  de  es- 
tupro y violaciones,  el  crimen  homosexual  con  el  estudio  de  43  casos,  con  la 
exposición  de  los  informes  policíacos  y fotográficos,  dan  a este  libro  un  extra- 
ordinario interés,  sin  que  sin  embargo  su  lectura  deje  de  hacerse  inevitable- 
mente, con  un  gesto  de  repulsión.  Por  ejemplo  se  expone  el  caso  X,  de  un  joven 
que  quería-  ser  agente  del  FBI,  y detestaba  las  mujeres  porque  no  servían  para 
nada,  y que  asesinó  a su  amiga  con  una,  navaja  de  cazador,  de  innumerables 
puñaladas  que  dijo  le  produjeron  al  inferirlas,  una  sobrenatural  satisfacción 
sexual.  El  caso  W.  de  un  sadista  pedofílico,  que  comete  estupro  y acuchilla 
brutalmente  a tres  niñas  pequeñas.  El  de  H.  R.,  un  muchacho  de  17  años,  que 
asesina  a un  hombre  de  40  con  quien  mantenía  relaciones  homosexuales.  El 
caso  C,  un  empleado  del  coche-cama,  que  asesina  a una  joven  que  dormía  en  la 
litera  Núm.  13,  cortándole  la  garganta  con  una  navaja,  caso  que  mantuvo  viva 
durante  muchos  días  la  atención  de  todos  los  periódicos  del  mundo,  y otros 
casos  más  no  menos  escalofriantes. 

El  libro  es  una-  contribución  interesante  y poco  común  sobre  el  crimen 
sexual.  Su  lectura  es  obligada,  especialmente  para  los  patólogos  de  tribunales 
de  justicia,  psiquiatras  y fiscales,  pero  debemos  de  advertir  una  inexactitud 
del  título,  y es  la  de  que  el  estudio  no  se  hace  desde  un  punto  de  vista  autén- 
tica-mente psicoanalítico. 

The  Physician's  Business,  Practical  and  Economic  Aspects  of  Medicine.  By 
Ceorge  I).  Wolf,  M.D.  Assistant  Clinical  Professor  of  Otolaryngology,  New  York 
Medical  College.  $10.  pp-5G3.  Philadelphia.  J.  B.  Lippincott  Co.  1949. 

De  un  modo  detallado  y extenso  se  estudia  el  aspecto  económico  del  ejer 
eicio  de  la  medicina,  desde  el  internado  hasta,  las  complicaciones  de  las  recla- 
maciones por  compensación,  etc.  En  esta  tercera  edición  se  incluyen  todos  los 
movimientos  sociales  y económicos  que  han  afectado  en  los  últimos  años  la 
organización  de  la  medicina  privada. 
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I.os  problemas  médicos  se  estudian  en  io  que  concierne  a ia  eiección  de 
la  profesión,  residencia,  especialización,  ejercicio  privado  o en  grupo,  elección 
de  lugar,  equipo  y organización  en  general. 

Taml)ién  se  dedican  dos  capítulos  al  estudio  de  los  planes  de  retiro,  segu 
ros  y aspectos  legales  con  que  el  médico  se  encuentra  a lo  lar.go  de  su  vida  pro- 
fesional. 

Es  un  libro  de  gran  utilidad  práctica. 

The  Therapu  <>f  the  Xeuroses  (i)ul  l'-sychosea.  By  Samuel  Henry  Kraines, 
¡\1.  I).  Assistant  Clinical  Professor  of  Psychiatry,  University  of  Illinois,  College 
of  Medicine,  Chicago.  $6., '50.  pp-G42.  Philadelphia.  Lea  & Febiger,  1948. 

Los  médicos  no  especializados  en  Psiquiatría  pero  interesados  en  los  pro- 
blemas psiconeuróticos  han  encontrado  en  este  libro,  desde  que  se  publicó  la  pri- 
mera edición,  una  clara  fuente  de  información.  Es  un  texto  dirigido  más  bien 
al  médico  general  que  a los  neuro-psiquiatras.  En  la  tercera-  edición  se  sigue 
la  clasificación  establecida  por  el  Ejército  de  los  Estados  Unidos  en  la  última 
guerra,  incluyéndose  además  un  capítulo  de  Psiquiatría  Geriátrica. 

Kraines  conserva  en  la  tercera  edición  su  famosa  interpretación  histórica 
de  que  los  tres  jalones  más  importantes  en  el  progreso  de  la  Psiquiatría  han 
sido  la  clasificación  de  Kraepelin,  el  establecimiento  del  concepto  dinámico  de 
la  personalidad,  de  Freud  y el  advenimiento  de  las  terapéuticas  por  “shock” 
lo  f;ue  tan  acremente  le  criticara  Charles  Berg,  de  Londres,  en  su  interesante 
libio  “Clinical  Psychology”  en  el  que  achaca,  a Kraines  una  admisión  indis- 
criminada de  la  terapéutica  por  “shock”  que  implica  una  creencia  supersti- 
ciosa en  la-3  curas  mágicas  que  solamente  puede  existir  allí  donde  reina 
una  profunda  ignorancia.  No  deja  de  ser  cierto  que  en  muchos  aspectos  la 
medicina  y sus  médicos  aún  no  se  han  desprovisto  totalmente  de  esta  actitua 
supersticiosa. 

Kraines  estudia  los  tratamientos  por  “shock”  insulínico,  Metrazol,  y !a 
Leucotomía,  extendiéndose  en  la  explicación  de  sus  técnicas  sin  penetrar  en 
los  estudios  detallados  de  los  mecanismos  fisio-patológicos  que  puedan  explicar 
su  acción  beneficiosa. 

El  libro  tiene  un  gran  valor  informativo  y es  de  gran  interés  para  los  es- 
tudiantes que  se  inician  en  el  estudio  de  las  enfermedades  mentales. 

Modern  Discoveries  in  Medical  Psychology.  By  Clifford  Allen,  M.  D, 
M.R.C.P.,  B.P.M.  $3.50.  pp-236.  London.  Macmillan  & Co.  Ltd.  1949 

Desde  que  apareciera  por  primera,  vez  en  1937,  este  volumen  ha  tenido 
tal  acogida  que  ha  estado  continuamente  imprimiéndose  hasta  esta  segunda 
edición,  en  que  el  autor  ha  introducido  cambios  notables  sobre  las  modernas 
ideas  psicológicas  y psiquiátricas. 

El  autor  expone  la  historia  del  descubrimiento  del  inconsciente  partiendo 
f’e  Mesmer,  describiendo  los  studios  de  Janet  sobre  la  pérdida  de  la  memoria 
y sus  teorías  de  la  disociación  y de  la  tensión  psíquica.. 

La  invención  del  psicoanálisis  por  Freud,  su  teoría  de  la  naturaleza  sexual 
de  la  libido,  su  interpretación  de  los  sueños  y del  significado  de  la  ira,  del 
humor,  y otros  síntomas  mentales,  mencionando  todas  las  investigaciones  psi- 
coanalíticas,  se  estudian  con  gran  detalle.  El  autor  expone  las  teorías  de  Jung 
y Adler,  y las  de  Kretschmer  sobre  la  relación  entre  la  constitución  física  y 
el  temperamento,  y la  teoría  de  los  reflejos  condicionados  de  Pavlov.  El  núcleo 
de  este  libro  es  una  serie  de  conferencias  pronunciadas  en  la  Universidad  de 
Londres  que  tuvieron  un  éxito  sensacional. 
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El  autor  adopta  una  actitud  imparcial  en  la  exposición  de  todas  las  teorías 
psicológicas,  psiquiátricas  y neurológicas,  sin  adherirse  obstinadamente  a- 
ninguna  escuela  en  particular  a fin  de  no  hurtar  al  lector  una  información 
amplia  y completa. 

El  libro  ha  sido  traducido  a varios  idiomas. 

Children  in  Conflict.  Twelve  Years  of  Psychoanalytic  Practice.  By  Madeleine 
L.  Rambert.  $3.25.  pp-214.  New  York.  International  Universities  Press,  Inc. 

1949. 

Publicado  originalmente  en  francés,  y traducido  al  inglés  por  Yvette  Moxley, 
es  este  un  estudio  psicoanalítlco  de  los  niños  que  debe  colocarse  al  lado  de  los 
llevados  a ca«bo  por  Ana  Freud,  Melanie  Klein,  Susan  Isaacs,  Louisa  Duss,  y 
otros.  La  técnica  psicoanalitica  se  realiza,  analizando  los  juegos  de  los  niños 
por  métodos  de  investigación  paralelos  a los  que  se  siguen  en  el  análisis  de 
los  sueños  de  los  adultos.  El  estudio  de  los  juegos  y la  formación  de  simbolos 
en  los  niños  ha  probado  que  existe  una  afinidad,  como  afirmara  Jean  Piaget, 
entre  el  sueño  y el  juego. 

Los  resultados  obtenidos  por  Mile.  Rambert  en  el  estudio  de  la  evolución 
del  pensamiento  simbólico  son  interesantísimos,  y confirman  un  paralelismo 
entre  el  desarrollo  intelectual  del  niño  y su  evolución  emocional. 

Si  l)ien  es  cierto  que  los  padres  se  interesan  Por  el  conocimiento  psicoló- 
gico de  sus  hijos  no  es  menos  cierto  que  siempre  reaccionan  a estas  experien 
cias  con  temor.  Indudablemente  que  los  padres  deben  de  sentirse  acuciados  en 
su  curiosidad  por  conocer  lo  que  ocurre  en  el  alma  del  hijo  que  han  traído 
al  mundo;  deben  de  tener  ansiedad  en  saber  por  qué  a veces  el  niño  e*^ 
refinado  — dando  crédito  y honor  a la  educación  y cultura  de  sus  padres — y 
otras  sucio,  egoísta,  agresivo,  salvaje  y hasta  mentiroso  y ladrón.  Es  de  indu- 
dable importancia  conocer  las  leyes  psicológicas  de  la  evolución  de  la  perso- 
nalidad infantil,  a fin  de  poder  educar  y civilizar  a los  pequeños  salvajes  que 
son,  realmente,  los  niños. 

Es  un  principio  definitivamente  consagrado,  que  si  queremos  un  mundo 
mejor  debemos  aplicar  las  verdades  conquistadas  por  la  Psiquiatría  para  libe- 
rar, a niños  y a adultos,  de  ciertos  conflictos  psicológicos  y experiencias  des- 
graciadas que  detienen  el  desarrollo  normal  y torturan  la  personalidad,  de- 
terminando conductas  anormales  que  son  motivo  de  infelicidad  para  el  propio 
individuo  y para  el  círculo  en  que  viven. 

El  psicoanálisis  ha  demostrado  que  el  desarrollo  de  las  emociones  progre- 
sa por  etapas  que  se  suceden  regularmente.  El  niño  va  desarrollando  su  per- 
sonalidad con  las  experiencias  de  las  diferentes  etapas,  si  tiene  la  habilidad 
de  resolver  normalmente  los  problemas  emocionales  que  cada  una  implica.  So- 
lamente si  sus  poderes  psíquicos  no  se  bloquean  por  razones  emocionales  puedo 
asimilar  dichas  experiencias  y progresar  sucesivamente.  De  otro  modo  el  desa 
rrollo  emocional  permanece  fijo  y bloqueado.  La  misión  del  psiquiatra  consis- 
te por  un  lado  en  facilitar  al  paciente  la  comprensión  de  los  problemas  que 
impiden  su  desarrollo  emocional,  y por  el  otro  ayudar  a hacerlos  conscientes 
provocando  una  reacción  satisfactoria  sobre  dichos  problemas  emocionales  del 
pasado  rué  tenían  bloqueado  el  desarrollo  de  la  personalidad.  Hasta  el  mo- 
mento del  tratamiento  el  enfermo  ha  permanecido  estacionado  en  una  etapa, 
anterior  de  su  desarrollo,  que  es  insuficiente  para  resolver  y satisfacer  sus  n» 
ces’daies  actuales.  A medida  que  el  tratamiento  progresa  le  va  siendo  posible 
al  individuo  encontrar  una  solución  a esas  necesidades,  interiores  o exteriorcí , 
de  la  vida  diaria.  El  enfermo  puede  reasumir  de  nuevo  su  desarrollo  normal 
pues  sus  poderes  psíquicos  han  sido  liberados  de  la  inmovilidad  neurótica  en 
que  el  conflicto  emocional  los  había  detenido, 
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Rambert  estal)lece  en  su  libro  las  reglas  importantes  del  desarrollo  emo- 
cional del  niño  y sus  etapas  sucesivas,  al  mismo  tiempo  que  describe  en  detalle 
la  técnica  del  psicoanálisis  infantil. 

T?ie  Human  Venture  in  Síex,  Loi^e,  and  Marriage.  By  Peter  A.  Bertoccl. 
Professor  of  Phylosophy,  Boston  University.  $2.50.  pp-143.  New  York.  As- 
sociation Press.  1949. 

Este  libro  está  publicado  por  Haddam  que  es  un  grupo  editorial  de  carácter 
religioso  que  se  dedica  a publicar  libros  educativos  dirigidos  a la.  juventud.  Su 
interés  especial  está  dirigido  a los  problemas  morales  y religiosos  y actúa  en 
relación  con  grupos  cristianos,  asociaciones  femeninas,  etc. 

El  Dr.  Bertocci  establece  un  simple  esquema  filosófico  sobre  la.  vida  y el 
amor,  explicando  que  no  se  puede  comprender  el  sexo  mientras  no  se  exami- 
ne a la  luz  de  las  tendencias  humanas  más  profundas.  Es  un  libro  dirigido  a 
la  gente  joven  y especialmente  al  estudiante  de  colegio,  dando  la  importan- 
cia que  merece  a la  conducta  moral,  con  información  correcta  sobre  los  pro- 
blemas fisiológicos,  psicológicos  y sociales  concernientes  al  sexo  en  la  comuni- 
dad. El  autor,  que  es  un  filósofo  moralista,  se  ocupa  más  que  del  aspecto  cien- 
tífico, de  los  problemas  éticos  que  el  a-dolecente  y el  joven  deben  conocer  para 
resolver  con  seguridad  las  difíciles  experiencias  del  sexo,  amor  y matrimonio. 

Mental  Hygiene  in  Public  Health.  By  Paul  V.  Lemkau,  M.  D.  Associate 
Professor  of  Public  Health.  The  Johns  Hopkins  University.  $4.50.  pp-396. 

McGraw-Hill  Book  Co.  New  York.  1949. 

El  Dr.  Lemkau,  de  la  escuela  del  Dr.  Adolph  Meyer,  de  Jonhs  Hopkins, 
estudia  los  problemas  de  Psiquiatría-  Preventiva  buscando  soluciones  factibles. 
El  autor  propone  medidas  y programas  para  la  protección  de  la  vida  mental 
de  los  ciudadanos. 

La  importancia  y la  rela-eión  práctica  entre  la  Higiene  Mental  y la.  Salud 
Pública  quedan  específicamente  demostradas.  El  autor  estudia  el  desarrollo  d<? 
la  personalidad  en  cada  etapa  y la-s  reglas  que  se  deben  de  tener  en  cuenta 
en  la  dirección  de  los  nrogramas  de  Higiene  Mental. 

Señala  de  un  modo  especificado  cuál  es  la  misión  de  los  psiquiatras,  pedia- 
tras, trabajadores  públicos  y especialmente  de  las  enfermeras  de  Salud  Pú- 
blica, para  ir  creando  una  mejor  salud  mental  al  mismo  tiempo  que  se  cum- 
plen las  funciones  ineludibles  de  la  Higiene  Física. 

El  libro  del  Dr.  Lemkau  ha  de  ejercer  una  influencia,  muy  marcada  en  los 
campos  de  la  Psiquiatría  Preventiva,  de  la  Higiene  Pública,  de  la  Educación 
Infantil,  de  la  Psicología  y de  la  Medicina  en  general.  Para,  aquellos  que  se 
dedican  a la  enseñanza  de  la  Higiene  Mental  es  un  libro  indispensable. 

Clinical  Electi'oeneejjhalography.  By  Robert  Cohn,  M.  D.  Electroence- 
phalographer  and  Director  of  Neurological  Research,  U.  S.  Naval  Hospital, 
Bethesda,  Maryland.  $14.  pp-639,  11  x 8-1/2,  con  300  ilustraciones.  New 

York.  McGraw-Hill  Book  Co.  1949. 

Los  electroencefalogramas  de  10,000  enfermos  han  sido  copila-dos  en  este 
libro  que  presenta  una  interpretación  de  las  descompensaciones  marcadas  de  los 
Individuos  en  sus  relaciones  inter  e intra-personales,  así  como  también  de  los 
trastornos  neurológicos  de  naturaleza  crónica. 

Este  libro  es  de  especial  interés  para  los  electroencefalografólogos,  neuro- 
cirujanos,  neurólogos,  psiquiatras  y neuro-pa-tólogos,  ya  que  contiene  272  EEG 
trazados.  A las  gráficas  de  cada  caso  acompaña  el  diagnóstico  y la  historia 
clínica,  lo  que  es  de  un  gran  interés  clínico-práctico. 
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Se  exponen  claramente,  con  casos  escogidos  de  EEG,  la  utilidad  y limitacio- 
nes de  las  correlaciones  entre  los  trazados  eléctricos  y los  signos  clínicos  neu- 
rológicos. 

Lo  más  interesante  es  la  tendencia,  del  autor  a desarrollar  un  método 
consistente  de  interpretación  del  electroencefalograma  basado  en  las  propie- 
dades físicas  elementales  comunes  a la  onda  eléctrica.  Las  correlaciones  más 
definitivas  se  establecen  comparando  la  descarga  eléctrica  del  cerebro  con  los 
hallazgos  neuro-patológicos  “post-mortem”. 

Practical  and  Theoretical  Aspects  of  Psychoanalysis.  By  Lawrence  S. 
Kubie,  M.  D.  Clinical  Professor  of  Psychiatry.  Yale  University.  New  York 
Psychoanalytic  Institute.  $4.  pp-256.  New  York.  International  Universities 
Press,  Inc.  1950. 

Este  libro  que  ha  tenido  un  éxito  extraordinario  desde  que  apareciera 
su  primera  edición  en  1936,  está  especialmente  dirigido  al  público  en  general 
aún  cuando  su  lectura  sea  en  muchos  sentidos  importante  para  los  médicos  V 
psiquiatras.  Como  dice  el  autor  el  ejercicio  correcto  de  la  medicina  no  sola- 
mente necesita  de  médicos  competentes  y especialistas  consumados,  sino  que  es 
indispensable  contar  con  un  público  inteligente  e instruido.  La  intención  del 
autor  es  facilitar  al  público  una  instrucción  sobre  los  problemas  psicológicos 
que  en  nuestra  época  continúa  siendo  deficiente.  Unicamente  un  público  bien 
informado  puede  tener  capacidad  de  juicio  para,  beneficiarse  de  ciertas  tera- 
péuticas modernas.  Y no  solamente  en  lo  que  se  refiere  la  relación  entre  pa- 
ciente y psiquiatra,  sino  dada  la  influencia  de  las  modernas  ideas  psiquiátricas 
sobre  la  educación,  la  escuela  y el  taller,  para  aclarar  los  conceptos  psicoló- 
gicos de  los  educadores  y directores  de  empresas  que  tienen  una  influencia  tan 
importante  en  la  psicología  e higiene  mental  de  la  comunidad. 

Es  importante  que  la  raza  humana  tenga  esperanza  en  la  posibilidad  indu- 
dable de  aprender  a respetar  las  potencialidades  creativas  del  ser  en  su  época 
de  desarrollo  y madurez,  eliminando  los  destructores  efectos  de  la  distorción 
neurótica. 

El  Dr.  Kubie  expone  los  objetivos  de  la  técnica  del  psicoanálisis,  el  pro- 
ceso de  la  libre  asociaición^,  de  la  transferencia,  de  la  interpretación  y 
significado  de  los  sueños,  etc. 

Es  uno  de  los  mejores  libros  en  su  clase. 

Clinical  neurology.  By  Bernard  J.  Alpers,  M.  D.,  Sc.  D.  (MED.)  Profes- 
sor of  Neurology,  Jefferson  Medical  College.  $9.50.  pp-864.  (6-3/4”  x 10”)  240 

ilustraciones,  58  diagramas.  Philadelphia.  F.  A.  Davis  Co.  1949. 

El  autor  que  tiene  una  experiencia  neurológica  excepcional,  ha  logrado  en 
este  libro  su  propósito  primordial  de  presentar  los  problemas  de  la  Neu- 
rología de  un  modo  tal  que  sean  perfectamnte  comprensibles  para  el  estudian- 
te de  medicina  y para  el  médico  en  general,  al  mismo  tiempo  que  ha  tenido  la 
habilidad  de  ofrecer  al  especialista  las  últimas  innovaciones  y las  más  exi- 
gentes interpretaciones. 

El  Dr.  Alpers  incluye  todas  las  condiciones  neurológica®  con  que  el  mé- 
dico puede  encontrarse  en  su  rutina  diaria.  Hace  una  exposición  detalla<la  de 
todas  las  teorías  y creencias  actuales  sobre  cada  enfermedad  con  especial  re- 
ferencia a las  interpretaciones  clínicas  y sintomáticas  y a los  signos  con  que 
las  enfermedades  pueden  presentarse  en  el  curso  de  su  desarrollo. 
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Las  bases  lógicas  que  llevan  al  establecimiento  del  diagnóstico,  con  los  ha- 
llazgos clínicos  y de  laboratorio,  son  claramente  expuestos  y un  simimero  de  dia- 
gramas y tablas  de  diagnóstico  diferencial  se  usan  paar  ayudar  en  la  orienta, 
ción.  Las  discusiones  diagnósticas  y los  métodos  de  tratamiento  son  discutidos 
ampliamente  en  un  estilo  original,  basándose  en  la  extraordinaria  experiencia 
clínica  del  autor.  Los  nuevos  conocimientos  desprendidos  de  las  experiencias 
en  la  pasada  gueira  han  sido  incorporados,  especialmente  en  conexión  con  las 
lesiones  del  Sistema  Periférico  y los  Traumatismos  Craneales.  El  tratamiento 
de  la  Meningitis,  de  la  Sífilis  del  Sistema  Nervioso,  la  Epilepsia,  de  la  Polio- 
mielitis, etc.  etc.,  se  discuten  a la  luz  de  los  últimos  hallazgos.  Es  un  mag- 
nífico libro  de  consulta  donde  se  dá  una  gran  importancia  a las  reglas  terapéu- 
ticas a seguir  en  cada  enfermedad. 

El  autor  asume  total  responsabilidad  por  las  opiniones  vertidas  en  su  libro 
en  el  que  no  dá  ni  una  sola  referencia  bibliográfica. 


DR.  LUIS  ORTEGA 


Another  Pet  Milk  Success  Story 
• ••Written  by  a Doctor 


Favored  for 
Infant  Formula 


The  Collins  Quadruplets  are  celebrating 
their  first  birthday.  A wise  physician 
approved  Pet  Evaporated  Milk  for  them 
from  birth,  and  like  so  many  other 
babies  on  Pet  Milk,  they’re  growing 
strong  and  sturdy. 


So  often,  of  course.  Pet  Milk  is  associated 
with  multiple-birth  cases.  Six  sets  of 
quadruplets  born  in  the  United  States 
since  1936  and  hundreds  of  sets  of 
triplets  have  been  raised  on  Pet  Milk! 
Doctors’  records  of  success  with  these 
difficult  feeding  cases  are  striking 
evidence  of  the  suitability  and  safety  of 
Pet  Milk  for  infants  everywhere! 


There’s  this  to  remember,  too!  Most  of 
these  babies  continue  to  drink  Pet  Milk 
far  beyond  bottle-feeding  days  . . . on 
through  their  growing  years! 


The  Collins  Quads 
of  New  York  City, 
Bom  May  4,  1949 


And  why  not.’  Pet  Milk  is  milk!  The 
same  qualities  that  are  so  valuable 
in  infant  feeding  recommend  it  also 
as  good  milk  to  drink  ...  its  unfailing 
sterility,  its  easy  digestibility,  its  high 
nutritive  value,  its  economy!  So  for  safe, 
simple  infant  formula  and  as  a nutritious, 
low-cost  milk-to-drink,  suggest  Pet  Milk 
for  the  babies  and  children  in  your  care! 


PET  MILK  COMPANY,  1472-E  Arcade  Building,  St.  Louis  1,  Missouri 

Ilislribuidores:  H.  1-  ERNANI)EZ  & HNOS.,  SI  CRS. 

P.  O.  Eox  3629  - San  .luan,  I*.  R. 


Ayerst,  McKenna  & Harrison  Limited 
22  East  40th  Street,  New  York  16,  N.  Y. 


Estrogenic  Substances  ( water-soluble)  also  .inown  as  Conjugated  Estrogens  ( equine) 


Distribuidores  en  Puerto  Rico 
F.  PONT  FLORES  — San  Juan,  Puerto  Rico 


. . . estrogen 
preferred  by  us  is 
Tremarin,’  a mixture 
of  conjugated  estrogens, 
the  principal  one 
of  which  is 
estrone  sulfate.” 

Hamblen, E.C: North  Carolina  M.J.7:S33  (OcL)  1946. 


In  treating  the  menopausal  syndrome 
with  “Premarin”  Perloff*  reports  that 
“Ninety-five  and  eight  tenths  per  cent 
of  patients  treated  with  3.75  mg. 
or  less  daily  obtained  complete  relief 
of  symptoms”;  also,  “General  tonic 
effects  were  noteworthy  and  the  greatest 
percentage  of  patients  who  expressed 
clear-cut  preferences  for  any  drug 
designated  ‘Premarin!” 

Thus,  the  sense  of  “well-being” 
usually  imparted  represents  a “plus”  in 
“Premarin”  therapy  which  not  only 
gratifies  the  patient  but  is  conducive  to 
a highly  satisfactory  patient-doctor 
relationship. 

Four  potencies  of  “Premarin” 
permit  flexibility  of  dosage:  2.5  mg., 
1.25  mg.,  0.625  mg.  and  0.3  mg.  tablets; 
also  in  liquid  form,  0.625  mg.  in 
each  4cc.  (1  teaspoonful). 

•Perloff,  W.  H.:  Am.  J.  Obsl.  S Cynec.  58:6»4  (Oct.)  1949. 


While  sodium  estrone  sulfate  is  the  principal  estrogen  in 
“Premarin”  other  equine  estrogens... estradiol,  equilin, 
equilenin,  hippulin...are  probably  also  present  hi  varying 
amounts  as  water-soluble  conjugates. 


a refreshing, 
soothing 
(ollyrium 


FOR  OCULAR  IRRITATION 
DUE  TO  EYESTRAIN, 
DUST,  SMOKE  OR  GLARE 


Ocusol®  is  an  isotonic,  aqueous  solution  containing  boric  acid  U.S.  P.  1.1%, 
sodium  borate  U.S.P.  0.5%,  berberine  sulfate  0.01%,  distilled  extract  of 
vvitch  hazel  N.F.  2.6%,  camphor  U.S.P.  0.04%,  methylparaben  U.S.P.  0.05%, 
rose  oil  0.01%,  glycerin  U.S.P.  1.3%,  NaCl  U.S.P.  0.38%  and  water  94.01%. 

Ocusol  is  harmless  to  the  eyes;  it  may  be  used  as  often  as  required.  Each 
package  contains  a sanitary,  plastic  eye  cup. 


Norwich 


THE  NORWICH  PHARMACAL  COMPANY 
Norwich,  New  York,  U.  S.  A. 


Distribuidores — CESAR  CASTILLO,  INC.,  Calle  Tetuan  155,  San  Juan 
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terapia  antíbíótíca  local  eficaz 


sin  reacción  tóxica  o alérgica 
en  infecciones  bucofarmiieus 


lozílles 

pastillas  de  tirotricina  y propesina 


He  aquf  las  ventajas  que  poseen  las  Pastillas  Lozilles 
de  propesina  y tirotricina,  de  los  Laboratorios  White: 


ACCION  BACTERICIDA  LOCAL  RAPIDA  Y EFICAZ  . . . 

en  gran  número  de  infecciones  grampositivas  bucolarín- 
geas,  que  son  tan  frecuentes  hoy  día. 


INOCUAS . . . 


En  contraste  con  la  penicilina  de  uso  local,  la  tirotricina 
no  da  lugar  a reacciones  inflamatorias  o de  la  sensibilidad. 
La  tirotricina  es  atóxica  localmente  y los  jugos  gástricos 
la  hacen  inactiva  en  el  estómago,  con  lo  que  se  evitan 
posibles  efectos  secundarios  sistemáticos. 


ANALGESIA  LOCAL  RAPIDA  Y PROLONGADA . . . 

La  propesina  (no  tóxica,  no  irritante)  que  contienen 
proporciona  alivio  inmediato  al  dolor  y la  irritación 
locales,  y una  analgesia  local  más  prolongada  que  la  benzo- 
caína  sin  efecto  notable  en  la  sensibilidad  del  paladar. 


Medicos  y dentistas  las  recomiendan  como  anal- 
gésico y bactericida  para  la  boca  y la  garganta. 

pastillas  lozílles 


White  Laboratories,  Inc.,  Newark  7,  N.  J.,  E.  U.A.  • Fabricantes  de  Productos  Farmocéutitos 

Distribuidores:  FRANCISCO  N.  CASTAGNET 
San  Juan,  Puerto  Rico 


cereales,  la  harina  de 
avena  . . . ocupa  el  primer 
lugar  en  valor  nutritivo.” 


Primera  en  Vitamma  Bi  , . , 

Primera  en  Proteína  . . , 

Primera  en  Hierro . . . 

Primera  en  Energía  Alimenticia . . , 

Es'cos  son  hechos  reales.  Demostrados  a través  de  cuidadosas  prue- 
bas realizadas  en  los  grandes  laboratorios  de  investigaciones  sobre 
nutrición.  Por  supuesto,  no  son  hechos  nuevos.  Los  médicos  haa 
estado  muy  al  tanto  de  la  superioridad  de  la  Avena  Quaker  durante 
muchos  años. 

Sin  embargo,  como  la  importancia  de  los  desayunos  nutritivos! 
tanto  para  los  niños  como  para  los  adultos,  requiere  un  debido 
reconocimiento,  creemos  que  este  recordatorio  es  de  gran  provecho 
. . . toda  vez  que  reviviendo  estos  hechos,  pueden  servirles  de 
gran  utilidad  a Ud.  y a su  clientela. 

•Informe  por  el  Consejo  de  Alimentos  y Nutrición — “Foods  of  Plant 
Origin,  ' The  Journal  of  the  American  Medical  Association,  Vol.  13(3, 

No.  16,  1043-1048,  Abril  17,  1943. 

AVENA  QUAKER 

LA  MARAVILLA  ALIMENTICIA  DE  LA  NATURALEZA 


Flesh-tinted  with  inert  color- 
ing. Supplied  in  1-oz.  and 
2-oz.  tubes. 


FRANCISCO  N.  CASTAGNET 
San  Juan,  Puerto  Rico 


Analgesic  Calami 

Cremacal  provides  cooling,  analgesic 
relief  from  pain,  burning  and  pruritus. 
Its  greaseless,  water-miscible  base 
dries  promptly  to  form  a protective 
coating  over  the  irritated  area. 


NUMOTIZINE,  Inc. 

900  N.  Franklin  St.,  Chicago  10,  III. 


Formula: 

Calamine 

Glycerine 

Benzocaine 

Phenol 

Menthol 

Special  water-miscible  base 


10% 

^ 5% 

. 1% 
0.5% 
0.25% 
qs. 
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A LOS  SEÑORES  MEDICOS 
DE  SAN  JUAN  Y SANTURCE 

Nos  permitimos  recordarles  que  en  caso  de  urgencia  los  señores 
médicos  que  necesiten  del  servicio  de  nuestras  farmacias  en  San  Juan 
o en  Santurce,  durante  las  altas  horas  de  la  noche,  pueden  llamar 
personalmente  a los  encargados  de  dichas  farmacias,  al  teléfono, 
como  sigue; 

Para  servicios  en  San  Juan:  2-6544 

Para  servicios  en  Santurce:  2-7002  2-6831 

Los  señores  médicos  pueden  tener  la  seguridad  de  que  serán  in- 
mediatamente atendidos  en  dichos  casos  de  necesidad. 

No  se  atenderán,  sin  embargo,  llamadas  hechas  por  personas 
particulares  que  no  puedan  usar  el  debido  discernimiento  sobre  la 
urgencia  o necesidad  de  las  llamadas. 


FARMACIA  BLANCO,  INC. 

(San  Juan  - Santurce) 


/ 


r 

. . . toda  una  noche  de  sueño 

para  el  paciente  que  sufre  de  . . . 

A;MA  BRONQUIAL  — FIEBRE  DE  HENO  — URTICARIA 

Los  sintonías  nocturnos  de  muchos  trastornos  alérgicos  se  controlan 

con  éxito  con: 

L U A S M I N 

CAPSULAS  y TABLETAS  CON  RECUBRIMIENTO  ENTERICO 
(para  acción  rápida)  (para  acción  retardada) 

Una  cápsula  de  LUASMIN,  administrada  cuando  se  requiera,  y suple- 
mentada  con  una  tableta  con  recubrimiento  entérico,  hará  posible  que 
casi  cualquier  paciente  pueda  gozar  de  los  beneficios  de  toda  una  noche 
de  sueño,  reduciendo  así  a su  mínimo  la  tendencia  a que  recurran  los 
síntomas  el  día  siguiente. 

Cada  cápsula  o cada  tableta  con  recubrimiento  entérico  contiene: 

Acetato  sódico  de  teofilina  (3  granos)  192  mg. 

Sulfato  de  efedrina  (%  grano)  32  mg. 

Fenobarbital  sódico  (14  grano)  32  mg. 

También  hay  cápsulas  y tabletas  de  media  fórmula  para  niños  o para 
adultos  cuyos  síntomas  sean  leves. 

Sírvase  solicitar  literatura  descriptiva  y muestras  profesionales. 

liREWEK  & CO.,  Worcester,  Mass.,  EE.UU. 

(Químicos  Farmacéuticos  desde  1825 
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THE  NEW  YORK  POLYCLINIC 

ESCUELA  DE  MEDICINA  Y HOSPITAL 


Organizada  en  1881 

La  Primera  Institución  Médica  de  América  para  Postgraduados 


DICIOIATOKOdlA  Y 
Sim.OI.OÍilA 
C'nrso  (le  tres  anos, 

Oefiibre,  llenando  t<»dos  los  reipií- 
sitos  del  Board  Ainerieano  de  l)er- 
inatoloK:ía  y Sifilolo^ía. 

SVMPOSirM  rAKA 
KSrKClAIASTAS 
l'n  curso  intenso  de  cinco  días 
de  duración.  Kevisión  de  los  re- 
cientes adelantos  en  Derinatologría 
y Sif nol(»s:ía.  consistente  de  con- 
ferencias y deinost ra<*iones ; dis- 
cusión de  enfermedades  raras  de 
la  piel  ilustradas  con  proyecadones 
fi.|as  (lantern  slides). 


I KOLOCilA 

Curso  combinado  en  l’roloffía,  cu- 
briendo un  año  académico  (8  me- 
ses). Kste  curso  comprende  ins- 
trucción en  farmacolog'ía : fisiolo- 
i^ía;  embriolo^fía  ; bio<iiiímica ; bac- 
terioIo};ía  y patolo^^ía;  trabajo 
práctic'o  en  anatomía  uuirúr^ii'a  y 
proc'edimieiitos  urológicos  opera- 
torios en  el  cadáver;  anestesia  re- 
gional y general  (cadáver)  ; gine- 
col<»gía  en  la  oficina;  diagnóstico 
proctológico ; el  uso  del  oftalnios- 
copio;  diagnóstico  físico;  interpre- 
tación roentgenológica ; interpreta- 
ción elect  ro<*ardiográf¡ca ; demar- 
tología  y sifilología;  neurología; 
terapia  física ; instru<‘ción  conti- 
nua en  diagnóstico  cistoendoscó- 
pico  y manipulación  del  instru- 
mental quirúrgico;  clínicas  opera- 
torias; demostraciones  en  el  tra- 
tamiento quirúrgico  de  tumores  de 
la  vejiga  y otras  lesiones  vesica- 
les, así  como  resección  endoscó- 
f'i'.a  de  la  próstata. 


S^AIPOSIIM  BN 
DKKMATOPATOrtKilA 

Un  curso  intenso  de  idnco  días 
comprendiendo  confereindas,  pro- 
yección de  mi<*rofof ografías  y ma- 
terial ilustrativo,  y estudio  de  la- 
minillas micros<‘ópicas  bajo  su- 
pervisión. 

SYMPOSIUM  PAKA  KU 
PRACTICO  <;enkkau 

Un  curso  intenso  de  cinco  días. 
Revisión  de  los  adelantos  más  re- 
cientes en  el  diagnóstico  y trata- 
miento de  los  trastornos  más  co- 
munes de  la  piel,  incluyendo  sífi- 
lis ; comprendiendo  conferencias, 
clisés,  ])resentación  de  casos  y 
material  bist  opatológico. 


OJOS.  OIDOS,  NAHIZ  V 
GARGANTA 

Un  curso  combinado  cubriendo  un 
año  académico  (9  meses).  Consiste 
de  asistencia  a clínicas,  presencia 
en  operaciones,  conferencias,  de- 
mostración de  casos  y demostra- 
ciones en  el  cadáver;  operaciones 
de  ojos,  oídos,  nari/,  y garganta 
en  el  cadáver;  dem<»st raciones  clí- 
nicas y en  el  cadáver  sobre  bron- 
coscopía,  cirugía  de  la  laringe  y 
cirugía  facial;  refracciones;  radio- 
logía; patología,  bacteriología  y 
embriología;  fisiología;  neuro-ana- 
tomía;  anestesia;  medicina  física; 
alergia;  examen  preoperatorio  > 
post-operatorio  de  pacientes  en  las 
salas  y clínicas.  También  cursos 
de  repaso  de  8 meses. 


PARA  INFORMES  DIRIGIRSE  A 

MEDICAL  EXECUTIVE  OFFICER:  345  West  50th  St..  New  York  City 


EL  HERALDO  MEDICO 

Circulación:  5,000 
Envíe  su  anuncio  a la 

ASOCIACION  MEDICA  DE  PUERTO  RICO 

P.  O.  Box  3866  --  Santurce,  P.  R. 


EL  HERALDO  MEDICO 

Revista  de  divulgación  médica 
Publicada  mensualmente  por  la 

ASOCIACION  MEDICA  DE  PUERTO  RICO 

Circulación;  5,000 

Aceptamos  anuncios.  Envíe  el  suyo  a: 

ASOCIACION  MEDICA  DE  PUERTO  RICO 
Apartado  3866 
Santurce,  P.  R. 


. about  30%  of  the  patients  who  consult  the 
general  practitioner  have  complaints  for  which 
there  is  no  discoverable  physical  or  organic  cause”'' 


Although  these  patients  have  no  apparent  organic 
basis  for  their  complaints,  they  are  ill  and  merit 
attention. 

In  functional  disorders,  response  to  stress  is 
effected  via  both  branches  of  the  autonomic 
nervous  system.  Therefore,  treatment  consists, 
where  possible,  in  removal  of  the  emotogenic 
factor  (practical  psychotherapy)  and  the  "partial 
blockade”  of  the  efferent  autonomic  pathways. 
The  family  physician  is  well-qualified  to  help 
these  patients;  his  advice  will  do  much  to  achieve 
the  desired  change  in  habits  and  to  avoid 
unhealthy  situations. 

Medical  treatment  is  also  essential.  Controlled 
sedation  of  the  entire  autonomic  nervous  system 
can  be  accomplished  by  simultaneous  administra- 
tion of  bellafoline  (cholinergic  inhibitor), 
ergotamine  tartrate  (adrenergic  inhibitor)  and 


phenobarbital  (central  sedative)  in  the  form  of 
Bellergal.  This  preparation  inhibits  autonomic 
impulses  without  completely  blocking  organ 
function. 

Karnosh  and  Zucker  state  that,  "Probably  the  best 
medication  for  all  neurovegetative  disorders  is  a com- 
bination of:  (a)  bellafoline  . . . (b)  ergotamine  tartrate 
...(c)  phenobarbital... A good  commercial  preparation 
of  these  ingredients  is  a tablet  called  bellergal  . . . The 
adult  dose  of  bellergal  is  3 or  4 tablets  daily.”® 

BIBLIOGRAPHY 

1.  WILLIAMS,  V.  P.:  New  England  J.  Med  2i6:  322,  1947. 

2.  KARNOSH.  L.  J.  and  ZUCKER,  E.  N.:  A Handbook  of 
Psychiatry.  St.  Louis,  Mosby,  1945. 


Sandoz 

J^harmaceuticals 


DIVISION  OF  SANDOZ  CHEMICAL  WORKS,  INC. 
68  CHARLTON  STREET,  NEW  YORK  14.  NEW  YORK 


PATTERNED  AFTER  HUMAN  MILK 


S-M-A,  ready  to  feed,  has  the  same  percentage  of  protein,  fat,  carbohydrate, 
and  ash  as  human  milk. 

Amino  Acidf— Content  of  essential  amino  acids  equals  or  exceeds  the  average 
values  for  human  milk. 

Carbohydrate  is  lactose,  favoring  correct  acidophilic  intestinal  flora. 

Fots— Index  of  unsaturated  fatty  acids  is  standardized  at  the  top  of  the  range 
found  in  human  milk. 

Vitamins  (including  vitamin  C)— S-M-A  equals  or  exceeds  human  milk  in 
content  of  all  vitamins  for  which  minimum  daily  requirements  are  established. 
Minerais— S-M-A  exceeds  values  of  human  milk  for  calcium, 
phosphorus,  and  iron.  Both  S-M-A  and  human  milk  supply  an 
average  of  20  calories  per  ounce. 

S-M-A®  builds  husky  babies 



I — 7: 1 

j , y/^ei/l ] WYETH  INCORPORATED,  PHILA.  3,  PA. 

. ^ ^ 

Distribuidores:  FRANCISCO  N.  CASTAGNET 
San  .Juan,  Puerto  Rico 
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' H I s t a d y 

( TOXIKPIRAMINA.  LILLY  ) 


En  todo  el  mundo  los  medicos  frecuentemente  en- 
cuentran pacientes  con  síntomas  de  alergia.  Se 
ha  afirmado  que  existe  cierto  grado  de  hipersensibili- 
dad  hasta  en  un  50  por  ciento  y,  alergia  mayor  en 
el  10  al  15  por  ciento  de  la  población.  El  ‘Histadyl’ 
es  un  antihistamínico  superior,  en  extremo  eficaz, 
cuyos  efectos  secundarios  son  relativamente  más  be- 
nignos y menos  frecuentes.  La  diversidad  de  las 
manifestaciones  alérgicas  exige  seleccionar  un 
antihistamínico  versátil. 


El  antihistamínico  de  su  elección  debe  ser  ‘Histadyl’. 


Eli  Lilly  Pan-American  Corporation 


Indianapolis  6,  indiana,  E.U.Á. 
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Suscripción  Anual:  $4.00 


c^i^cÁetíft 


In  ancient  days,  óeres,  goddess  of  fertility, 
could  offer  her  unhappy  sterile  worshippers 
nothing  more  than  faith.  Today,  Ceres  has  a 
handmaiden,  progesterone,  the  specific  principle 

lacking  in  many  instances  of  spontaneous  abortion. 

: ■'!  1 

repiacemeni  therapy  with 
PROLUTON*  prevents  abortion 

i ! in  8 of  every  10  wómen  when  due  to 
i i corpu^  luteum  hormone  deficiency. 

! ; Available  a^PROlvijTON  for  intramuscular  injection, 
i and  aS  PrOLDTON  Buccal  Tablets,  (Schering’s 

j I recently  deyel\^ped  intraoral  form  of  pure 
[ i I pró¿esÍeri^n¿^  these  two  preparations  meet  the  needs 
I 1 j hf  ¡fill  patifents  reijuiring  corpus  luteum  therapy. 
PrOlutonÍís  ils¿jn?icat^  in-tj^reatened  abortion  and  dysmenorrhea. 

J ,i  J 

CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


• Í 


Distribuidores— CESAR  CASTILLO,  INC.,  Calle  Tetuan  155,  San  Juan 


new  convenience  • new  flexibility  in  dosage 
new  all-around  usefulness 


3 new  water-soluble 
liquid  vitamin  preparations 


Poly-Vi-Sol 

Each  0.6  cc.  supplies: 

Trl-Vi-Sol 

Each  0.6  cc.  supplies: 

Ce-VI-Sol* 

Each  0.5  cc.  supplies: 

Vitamin  A 

5000  USP  units 

Vitamin  A 

5000  USP  units 

Ascorbic  Acid  50  mg. 

Vitamin  0 
Ascorbic  Acid 
Thiamine 
Riboflavin 
Niacinamide 

1000  USP  units 
50.0  mg. 

1.0  mg. 

0.8  mg. 

5.0  mg. 

Vitamin  0 
Ascorbic  Acid 

1000  USP  units 

50  mg. 

Each  of  these  ])reparations  is  ideally 
suited  for  routine  proj)liylaetic  or  thera- 
pcutie  vitamin  supplementation  for  in- 
fants and  chilflren  as  well  as  adults. 

^^ater-soluI)le, pleasant  tasting, they  can 
bestirred  into  the  infant’s  formula,  or  into 


Mead  Johnson  & co. 


fruit  juice,  milk,  cereals,  jniddings,  etc.;  or 
incorporated  in  mixtures  for  tube  feeding. 

Each  is  .scientifically  formulated  and 
ethically  marketed.  They  are  supplied  in 
15  and  50  cc.  bottles,  with  an  appropri- 
ately calibrated  dropper. 


E V A N S V I L I.  E 2 1 . I N D , U.  S.  A 


I 


P.  O.  Box  3081  — San  Juan,  P.  R. 


) 


Mientras 
tanto  soza  de 


Paciente  bajo  tratamiento  de 
una  infección  de  las 


vías  urinarias 


de  los  dolorosos 
síntoinas 


Por  medio  de  la  administraeión  oral  de 
Pyridium— analgésico  urinario,  eficaz  e inocuo— 
los  médicos  pueden  ofrecer  a los  pacientes  de  infecciones  de  las  vías  urinarias,  pronto 
alivio  a síntomas  c<jmo  micciones  Irecuentes  y dolor  o irritación  al  orinar. 

Pyridium,  en  dosis  terapéuticas,  es  virtualmente  atóxico  y puede  administrarse 
durante  el  curso  del  tratamiento  a base  de  estreptomicina,  penicilina,  sulfas 
o cualquiera  otra  terapia  específica. 


La  historia  del  Pyrid- 
ium y sus  usos  clínicos 
se  facilita  a solicitud. 


*'Pyridium  es  la  marca  registrada  de  la  Nepera  Chemical 
Co.,  ¡nc.t  sucesora  de  la  Pyridium  Corporation,  para 
su  marca  de  Clorhidrato  de  fenilazn-diamino-niridina. 
Merck  & Co.,  Inc.,  únicos  distribuidores  en  C.U.A.'* 
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MERCK  (NORTH  AMERICA)  Inc. 

161  AVENUE  OF  THE  AMERICAS,  NEW  YORK  13,  N.  Y.,  U.  S.  A. 
Sucesores  de  P.  W.  R.  Export  Corporation 


SUBSIDIARIA  DE 
EXPORTACION  DE 
MERCK  & CO..  Inc. 
Fabricantes  de 
Productos  Químicos 
Rahway,IS.J..L.S.A. 


Distribuidores  en  Puerto  Rico;  César  Castillo  lne,-—T»tuán  155,  San  Juan 


also  with  IRON 


encou rage 

Patient-Doctor  Cooperation 
Wben  Cakiiun  Therapy  b Prescribed 

Mental  anxKty,  when  induced  by  arersion 
to  pteseribed  tliera|^,  adils  to  tbc  psaiciit's  i 
physical  distress.  Obicciion  to  calcium  i 
aof  be  overcome  by  substituting  dtssage ' 
m more  agreeable  form.  CALCICAPS... 
an  casy-to-swallow,  capsule-shaped 
tablet  ...provide  suitable  suppiement  for 
young  or  old,  where  diagnosis  rev'eals  a 
dehciency  in  calcium  and  phospbotm. 

Calciwafers  are  a pleasant  tasting 
wafer  containing  double  the  potency  of 
CALOCAPSl 

Calcicaps  m'ich  Iron  are  especially 

suitable  in  pregnancy,  when  the  need  for 
calcium,  phosphorus  and  iron  increases. 

Caldcaps,  Galchiafers  and 
Caldcaps  wiih  Iron  concern  an  adc^ 

<)uaxc  amount  of  VITAA>IIN  D essential 
for  calcium  absorption. 

CUQVAFERS  Fach  walcr  cootaíns: 
Dicjlcion  Pfwisphatc  580 

Catkinm  Glaconacc  380 

Vicamm  D 750  USP  Uaixs 

Boses  ot  50  aod  250 

CUCKáFS  Each  Calcicap  contains: 
Díralfñan  Fbosphatc  290  mig, 

CalcHim  Gluconate  190 

Vitanda  D 375  USP  Vnus 

Books  a#  MO  anJ  500 

OUOCAPS  with  UOK  Each  Calcicap  with 
Iron  contains: 

Dicafenun  Piiospbate  2510 

Calriwm  Gluconair  15N> 

Ferrems  Ctuconair  64 

Vitamm  D 373  USP  Units 

Beaks  «4  BOO  and  500 


Para  informen  rletaUatlot^  f^sr-rtha  o: 

THE  BORDEN  COMPANY 
350  Modison  Avenue 
Nuevo  York  17^  N.  £.  U.  A. 

Distribuidores  para  Puerto  Rico: 

PLAZA  PROVISIO:^'  COMPANY,  Fortaleza  104,  San  Juan,  P.  R. 


Fuerza  Perdurable 

. . . Erigida  sobre  una  Base  Sólida 

La  alimentación  rorrecla  ¿el  bebé  es  de  inestimable 
importancia  en  los  primeros  meses  de  sn  vida.  Es  precisa- 
mente dorante  este  periodo  cuando  se  requiere  una  base  i 
sólida  para  que  el  niño  se  desarrolle  fuerte  y saludable. 

DSTCO  ES  IDEAL  COMO  AUMENTO  EN  LOS  CUMAS  CAUDOS 
La  tierna  criaturita  necesita  proteínas  cu  cantidades  apre- 
ciables  para  llenar  las  necesidades  de  su  crecimiento 
muy  rápido  de  la  temprana  edad,  asi  como  para  formar 
sus  tejidos.  DRYCU,  con  sn  alto  valor  proteico  llena  { 
estos  requisitos.  Y el  contenido  reducido  de  grasa  de  ( 
DRYCO  provee  una  cantidad  adecuada  de  este  elemento,  li 
disminuyendo  la  posibilidad  de  trastornos  digestivos.  En  | 

los  climas  cálidos  o tropicales  ésta  es  una  señalada  ven-  I 
laja.  I 

rSPECIALMfNTE  ENVASADO  PABA  BETENES  SU  RESCUBA  | 

DRYCO  es  la  mejor  leche  fresca,  consistentemente  nni-  I 
forme,  fácilmente  digestible  y enriquecida  con  vitaminas.  . L 
Se  envasa  especialmente  en  latas  cerradas  al  vario  para  il 
asegurar  su  frescura  original  y valor  nutritivo  en  cual-  I 
quier  clima.  * 


DRYCO 


La  Lámpara  d©  Hendidura  de  Pose 


niSEÑADA  por  B & L,  la  I lám- 
para de  Hendidura  de  Poser 
para  el  diagnóstico  diferencial 
®n  la  patología  del  ojo,  presenta 
muchas  ventajas  en  biomicros- 
copia.  La  iluminación  brillante 
del  tipo  Koeppe  lleva  una  hendi- 
dura ajustable.  lín  microscopio 
I gran  angular  y binocular  de  16x 
I permite  abarcar  toda  la  córnea. 

Oculares  con  puntos  ópticos  lar- 
i facilitan  el  examen  rápi'ío 
del  campo  ancho.  Ambos  brazos 
rotan  alrededor  del  ojo  del  pa- 
ciente como  centro.  Es,  pues, 


una  lámpara  indispensable  para 
el  oftalmólogo. 

H.  V.  GROSCH  CO. 

Calle  Comercio  402 
San  Juan,  Puerto  Rico 

BAÜSCH  & LOMB 

Optical  Co.  - Rochester,  N.  Y., 
E.  U.  A. 

Fundada  en  1853 


€^'91^/  '^ec'^f'^  j!^^ 

Furaoin  Soluble  Dressing  has  been  commended  by  several  clinicians.*  Furacin  is  also  being  used  successfully 
to  treat  infected  edges  of  skin  grafts  and  to  prevent  infection  of  areas  remaining  uncovered  after  grafting. 
Furacin  N.N.R.,  brand  of  nitrofurazone,  is  available  as  Furacin  Soluble  Dressing  and  as  Furacin  Solution,  both 
containing  0.2  per  cent  Furacin.®  These  preparations  are  indicated  for  topical  application  m ihe  prophylaxis 
treatment  of  infections  of  wounds,  second  and  tliird  degree  burns,  cutaneous  ulcers,  pyodermas  and  skin  grafts. 

Literature  on  request.  EATON  LABORATORIES.  INlV  NORWICH,.  N.  Y. 

•Curtis,  L.:  Surg.  Clin.  N.  America  1466  (Dec.)  1947.  • Shipley.  E R and  Dodd  M C.iSurg.,  Gynec.  & Obst.  «4 
1947.  • Snyder,  M.  L.,  Kiehn,  C.  L.  and  Christopherson,  J.  W.:  Mil.  Surgeon.  97.380,  1946. 


/ Dittribuidores-CESAR  CASTILLO;  INC.,  Calle  Tetuan  155,  San  Juai. 


Carnation  Gives 
You  Uniform  Control 
in  all 

3 Feeding  Stages 


1.  BABY’S  FORMULA 

You  can  prescribe  the  combination  of  milk, 
water  and  carbohydrates  that  fits  each  baby's 
individual  needs  — secure  in  the  knowledge 
that  Carnation  Evaporated  Milk  never  varies. 
And  you  know  it  is  absolutely  safe.  For  it  is 
not  only  pasteurized,  but  sterilized  after  the 
airtight  can  is  sealed.There  are  no"unknowns” 
in  the  formula  to  cause  complications  at  this 
critical  stage  of  the  infant’s  life. 


2.  POST-FORMULA  FEEDING 

Delicate  little  digestive  systems  are  still  easily 
upset  after  baby  goes  off  formula,  so  Carna- 
tion’s absolute  uniformity  continues  to  be  an 
important  safeguard.  And  Carnation  diluted 
with  an  equal  amount  of  water  is  nourishing 
whole  milk  in  its  most  digestible  form.  For 
Carnation  is  homogenized  and  heat-refined— 
is  soft-curd  milk  that  the  baby  can  readily 
assimilate. 


3.  CUP-DRINKING 

Here’s  an  important  plus  all  doctors  (and 
mothers!)  appreciate;  familiar-tasting 

Carnation  is  used  in  the  cup,  baby  makes  the 
radical  change-over  from  bottle-feeding  with 
far  less  resistance.  And  here  again.  Carna- 
tion’s constant  uniformity  in  butterfat,  milk 
solid  content,  curd  tension,  and  viscosity  is  a 
positive  factor  in  eliminating  the  possibility 
of  digestive  upsets. 


ComplGtB  control —that’s  the  secret  of 
Carnation’s  absolute  uniformity.  Every 
drop  comes  from  cows  checked  by 
Carnation’s  own  inspectors ...  is  tested 
in  Carnation’s  own  receiving  stations. .. 
is  pasteurized  and  processed  with  pre- 
scription accuracy  in  Carnation’s  own 


evaporating  plants.  There  is  no  finer, 
safer  milk  for  babies ...  none  that  gives 
you  better  control  over  all  three  stages 
of  baby’s  feeding.  When  you  recom- 
mend Carnation  by  name,  you  specify 
the  milk  that  has  been  a standard 
among  doctors  for  over  half  a century. 


8 out  of  10  mothers  raising  their  babies  on  Carnation 
report  that  it  was  recommended  by  their  doctor 


The  Milk  Every  Doctor  Knows 


"From 

Contented 

Cows" 


1 


i 

I, 

( 


ROTARY  MICROTOME 

tor  Ultra-thin  Sectioning 


Electron  Microscopes  can  penetrate 
only  the  thinnest,  most  transparent  of 
specimens — as  a result  sections  cut  with  or- 
dinary microtomes  (one  to  fifty  microns  in 
thickness)  are  unusable.  The  technique  de- 
veloped by  Drs,  Pease  and  Baker  and  des- 
cribed in  the  April  1948  issue  of  Proceed- 
ings of  the  Society  for  Experimental  Biology 
and  Medicine,  and  also  the  Journal  of  Ap- 
plied Physics,  May,  1949,  permits  cutting  of 
suitable  ultra-thin  sections  with  the  Spencer 
No.  821  Thin  Sectioning  Precision  Rotary 
Microtome.  Using  this  technique,  actual  tis- 
sue, cancer  cells,  blood  cells,  bacteria,  etc,, 
may  be  sectioned  for  examination  under  the 
electron  microscope.  This  opens  the  way  to 
further  scientific  and  medical  progress 
through  research. 

The  No.  821  Microtome  is  rigid,  precise, 


and  identical  in  all  respects  to  the  well 
known  Spencer  No.  820.  It  has,  however, 
extremely  accurate  adapter  which  changes 
the  angle  of  the  inclined  plane  to  feed  ir 
increments  down  to  .05  microns.  Built  firm 
ly  into  the  base  casting,  this  feed  mecha 
nism  is  entirely  independent  of  the  vertica' 
movement  of  the  specimen.  Three  objec’ 
discs  are  regularly  supplied.  The  up-and 
down  excursion  of  the  object  clamp  is  tw( 
inches.  This  permits  the  cutting  of  largi 
serial  sections.  The  balance  wheel  may  bi' 
locked  by  means  of  a lever  when  the  objec 
clamp  is  at  the  top  of  its  excursion  to  pei 
mit  trimming  of  the  specimen. 


Spencer  Precision 
Rotary  Microtome 
No.  821 


Ultra-thin  Sectioning 
Attachment  No.  829 


PUERTO  RICO  OPTICAL  COMPANY 

SAN  JUAN,  PUERTO  RICO 
Agentes  Exclusivos  de 
AMERICAN  OPTICAL  COMPANY 
Souihbridge,  Mass. 


5 . Plastic  needle  adapt- 
er simplifies  problems 
of  venipuneture. 

6.  Amiset  eliminates 
the  expense  and  labor 
required  to  elean  ordi- 
nary infusion  sets. 

7.  Amiset  is  promptlii 
available  and  saves  stor- 
age spare. 

8.  .\miset  is  .sterile  and 
free  from  pijrogen. 


1 . New  air  filter  as- 
sures sterility  of  ingo- 
ing air. 

^.Plastic  dripmeter 
permits  ready  obser- 
vation of  rate  of  flow. 

3 . Tubing  compres.sor 
effectively  regulates 
flow  of  solution. 

4.  Pla.stlr  tubing  per- 
mits constant  observa- 
tion of  infusion  fluid. 


IVIEAD’S 


Mead  Johnson  & co. 

E V A N Í.  V I L L E 2 1 , I N D.,  U.  S.  A. 


! 


I 

L 


Aniigen,  an  enzymic  digest  of  ca.sein, 
contains  all  the  amino  acids  needed  for 
])rotein  synthesis.  Sup])iicd  in  solutions 
w ith  dextrose,  it  enables  the  ¡)liysician  to 
provide  i)rotein  nutrients  parcnterally: 

1. Wlien  tlio  patient  is  unable  to  take 
food  by  inoutli — as  in  esopliaseal  stric- 
ture, eareiiioiua  of  file  esopliasus,  stoin- 
acb  or  colon,  inte.stinal  obstruction  or 
perforation,  diverticulitis,  pyloric  ste- 
nosis, severe  vomiting. 

2.  Wlien  complete  re.st  of  the  alimen- 
tary tract  is  desired — as  in  generalized 
peritonitis,  gastroenteritis,  severe  diar- 
rhea, bacillary  dysentery,  ulcerative  co- 
litis, convalescence  from  gastrointesti- 
nal surgery,  perforating  wounds  of  the 
abdomen,  typhoid  fever. 

3.  When  parenteral  sui)plcmcntation  of 
oral  food  intake  is  indicated — as  in  ad- 
vanced malnutrition,  severe  burns,  pre- 
operative preparation,  nei)hrosis,  ne- 
phriti.s,  pancreatic  fibrosis,  prematurity. 

We  will  1)0  jilcuscd  to  send  the  AMIGEN 
Handbook  for  I’liysiciaus  on  reqtiest. 


T.  M.  fteo.  u.  s,  PAT.  opr. 

A practical  aid  in  the 
administration  of  Amigen  solutions 


P.  0.  Box  3081  — San  Juan,  P.  R, 


m. 


SE  DIFENDE  ro>io  la  tixta  iia^  sec  aate 


Mayor  absorción 
en  las 
hipodermodisis 
y mayor  campo 
de  anestesia  con 

HYHASE 

MARCA 


1I1ALIJU0IV1DA!$A 


® 


HYDASE  es  un  producto 


Las  soluciones  inyectadas  se  difunden  fácilmente  a 
través  de  los  tejidos  tratados  con  HYDASE. 

Se  puede  administrar  un  volumen  de  líquido  mayor 
con  más  rapidez  y seguridad. 

Evita  la  tumefacción  local  o el  dolor  causado  por 
la  distensión. 

HYDASE  es  también  un  valioso  coadyuvante  en  la 
anestesia  por  bloqueo  o por  infíltración. 

Presentación:  Ampollas  estériles  de  150  TRU  (uni- 
dades lurhirreductoras)  de  la  liíaliironidasa  más  pura 
disponible. 


Distribuidores:  WYETH  INTERNATIONAL  LIMITED  — PHILADELPHIA,  U.  S.  A, 

FRANCISCO  N.  CASTAGNET 
San  Juan,  Puerto  Rico 


“No ...  he  doesn’t 
spit  them  out!” 


BmU  • Carrots  • Green  Beans  • Peas  • Spinach  • Sqnash  • Vegetable  Soup  • Mixed 
Vegetables  • Garden  Vegetables  • Liver  Soup  • Vegetables  with  Bacon  • Vegetables 
with  Beef  and  Barley  • Vegetables  with  Lamb  • Apples  and  Apricots  • Apples  and 
Pnnes  • Apple  Sauce  • Apricot- Farina  • Peaches  • Peaches-Pears-Apricots  • Pears 
and  Pineapple  • Prunes  (with  Pineapple  Juice  and  Lemon  Juice)  • Custard  Pudding 


Libby,  IVKINeill  & Libby 


(ihicaso 

n 


9,  Illinois 


The  well  developed  tactile  sense  of 
the  infant’s  tongue  readily  recognizes 
large  or  coarse  food  particles,  and 
quickly  leads  to  their  rejection. 
Through  an  exclusive  process  of 
homogenization,  the  largest  particle 
left  in  Libby’s  Baby  Foods  is  of  mi- 
croscopic size.  Cell  capsules  are  rup- 
tured, making  for  absolute  smooth- 
ness of  texture  and  complete  ab- 
sence of  grittiness.  Nutrients  are 
homogeneously  dispersed,  enhancing 
availability.  In  Libby’s  Baby  Foods 
fluid  separation  is  never  observed, 
further  evidence  of  the  advantages  of 
homogenization. 


...En  el  Polo  Norte 
o en  la  Selva  Tropical 


SEGÜM... 


En  cnalíjiiici  clima,  bajo  las  comli- 
( iones  más  variadas,  la  Leche  KLIM 
es  siempre  segura,  pura  y uniforme- 
mente nutritiva.  En  efecto,  KLIM 
lia  sido  usada  en  muchas  expedi- 
ciones al  Polo  Norte  y al  Polo  Sur 
y bajo  el  sofocante  calor  de  las 
selvas  ecuatoriales.  Y siempre  la 
frescura  uniforme,  salior  y calidad 
inmejorables  de  esta  cremosa  leche 
en  ¡lolvo  permanecen  intactos  en  su 
lata  cerrada  al  vacío,  envasada  por 
medio  de  un  procedimiento  espe- 
cial. 

Considere  también.  Doctor,  otras 
grandes  ventajas  de  la  Leche  KLIM, 


tal  como  su  fácil  digestibilidad,  una 
de  las  razones  por  la  cual  muchos 
pedíatras  recomiendan  esta  leche 
superior  en  la  alimentación  de  los 
niños. 

Además  de  que  es  una  leche  ideal 
para  la  nutrición  de  los  niños  y para 
la  familia  en  general,  KLIM  es  un 
alimento  suave  pero  muy  vigori- 
zante para  los  ancianos  de  estóma- 
go delicado.  Esta  leche  tan  saluda- 
ble taml)ién  se  recomienda  en  las 
dietas  de  convalecientes  y frecuen- 
temente en  las  de  aquellos  que  pa- 
decen de  úlceras  pépticas. 

No  hay  mejor  leche  que  KLIM. 


KLIM 

LA  PREFERIDA  EN  TODO  EL  MUNDO 

I\os  corrí  placeremos  en  suministrarle  informes  profesionales 
completos  sobre  la  Leche  KLIM.  Solo  tiene  (¡ite  escribir  a: 

THE  BORDEN  COMPANY,  División  de  Exportación 
350  Madison  Avenue,  Nueva  York  17,  N.  Y.,  E.  U.  A. 


Distribuidores  para  Puerto  Rico: 

PLAZA  PROVISION  COMPANY,  Fortaleza  104,  San  Juan,  P.  R. 


X for  effective  freafmeni  of 

i hypertension 

VPPI ITAT^  ” 

Í 

^ z 

O o 

in 

, V 

BRUTAL  TABLETS  (Rand)  combine 
OUR  fherapeufically  effective  W 
rugs  in  a NEW  FORMULA  for  the  ^ ^ 

'eafmenf  of  ESSENTIAL  HYPERTENSION.  - 

^CH  VERUTAL  TABLET  CONTAINS:  w 

eraf rum  V ¡ride 100  mg.  1 » 

annifol  Hexanifrafe ^2  9''* 

din 10  mg. 

lenobarbifal 1/^  gr. 

lOFESSIONAL  SAMPLES  AND  LITERATURE  UPON  REQUEST 

CJi  ! 

p/t«r#fi«ceM-éícct¿  co^>  e#t.c* 

ISTRIBUTOR:  A.  F,  LEGRAND— Apartado  3911,  Santurce,  P.  R.— ALBANY,  NEW  YORK 


OtlOHS 

ravenous 


■fjiWjVAi 


>s\<Sr<|: 


IROBLEX 


for  use  in  hypochromic  and 
tri+ional  anemias 


I Iron  - Liver  - B Complex) 
Each  cc  coniains: 

Thiamine  HCl  (Bl)  100. 

Riboflavin  (B2)  0.! 

Pyridoxine  HCl  (B6)  1. 

NICOTINAMIDE  50. 

IRON  CACODVLATE  10. 

LIVER  (10  U.S.P.  UNITS 

PER  CC)  0.; 

Phenol  (As  preservative)  0.5% 

VIALS  OF  10  ec 


NION  CORPORATION  los  angeles  38,  California 

JOAQUIN  BELENDEZ  SOLA,  INC 

P.O.  BOX  1 188,  SAN  JUAN,  PUERTO  RICO 


to  relieve  nausea  and  vomiting 
of  pregnancy  and  in  adoles- 
cenf  acne 


•••*** 


pyribexin 


I. 


P Y R I B E X I N 

(Pyridoxine  HCl  Thiomine  CLioride) 


Each  1 cc  contains: 

Vitamin  Bl  50  mg. 

Vitamin  B6 50  mg. 

VIALS  OF  10  cc 


y 


8I0LAC  ES  UN  ALIMENTO  COMPLETO 


ofrece  las  Ventajas  de  la  Leche  Materna 


los  Niños  alimentados  con 
Bíolac  obtienen  todos  los  compo- 
nentes alimenticios  esenciales. 

Porque  Bíolac  es  excelente 
leche  de  vaca,  modificada  en  tal 
íorma  que  proporciona  todos  los 
componentes  alimenticios  esen- 
ciales de  la  leche  materna.  Con- 
ivenientemente  envasado  al  vacío 
jen  forma  de  polvo,  sólo  hay  que 
¡mezclarlo  con  agua  para  preparar 
la  fórmula. 

‘ He  aquí  razones  por  qué  los 
niños  reciben  toda  la  nutrición 
iQue  necesitan,  de  este  alimento 
(con  excepción  de  la  vitamina 
C)  . . . por  qué  tantos  médicos 
recetan  Bíolac: 

1.  Bíolac  es  hecho  de  leche  de 
la  más  alta  calidad.  Vacas  salu- 
dables sometidas  a la  prueba  tu- 
berculina,  suplen  la  leche  que  se 
convierte  en  Bíolac.  Este  polvo 
se  conserva  sin  refrigeración. 


2.  Bíolac  es  enriquecido  y mo- 
dificado para  que  actúe  como 
la  leche  materna.  Se  le  agrega 
lactosa,  el  azúcar  natural  de  la 
leche  materna.  El  contenido  de 
grasa  se  reduce;  los  glóbulos  se 
dividen  en  partículas  de  tamaño 
similar  a los  de  la  leche  materna. 
La  proteína  es  provista  en  canti- 
dades que  compensan  las  diferen- 
cias biológicas  que  existen  entre 
la  proteína  de  la  leche  de  vaca  y 
la  de  la  leche  materna.  Se  le  agre- 
gan vitaminas  y hierro. 

3»  Bíolac  es  un  alimento  com- 
pleto. Bíolac  iguala  o supera  los 
requisitos  reconocidos  de  vitami- 
nas A,  Bi,  B..  y D,  calcio,  fósforo, 
hierro,  proteína,  azúcar  y grasa. 
( Nótese  que  ni  la  leche  materna 
ni  la  de  vaca  suplen  cantidades 
suficientes  de  la  vitamina  C,  la 
cual  debe  agregarse  al  régimen 
por  medio  de  jugo  de  naranja  o 
de  tomate.) 


4.  Bíolac  es  tan  sano.  Como 
sólo  se  usa  un  ingrediente  para 
preparar  la  fórmula  de  Bíolac, 
casi  se  eliminan  las  posibilidades 
de  errores  al  medirlo  y mezclarlo. 
Preparada  cuidadosamente  la  fór- 
mula Bíolac  será  uniforme  día 
tras  día. 

5.  Bíolac  es  fácil  de  preparar. 

Sencillamente  mezcle  el  Bíolac 
con  agua  fría  previamente  her- 
vida, y la  fórmula  estará  lista. 
Cada  lata  trae  una  cuchara  de 
medir. 

6«  Bíolac  es  fácil  de  recetar. 

Recuerde  que  Bíolac  es  un  ali- 
mento infantil  completo.  Los  ni- 
ños lo  toman  con  mucho  agrado 
y sólo  la  adición  de  la  vitamina 
C es  necesaria,  a su  debido  tiem- 
po, para  asegurar  el  crecimiento 
normal  y la  buena  salud  de  las 
criaturas. 


Bíolac 


THE  BORDEN  COMPANY 

350  Madison  Avenue,  New  York,  N. Y. 

Bíolac  es  leche  pura  de  vaca, 
modihcada.  Sencillamente  se 
mezcla  con  agua  pura  para 
obtener  una  formula  infantil 
equilibrada. 


Distribuidores  para  Puerto  Rico: 

PLAZA  PROVISION  COMPANY,  Fortaleza  104,  San  Juan,  P.  R, 


NOW 


Delicious  — tastes  more  like  a confection  than  a pharmaceutical  preparation. 


M^ieVO  pulverized — mixes  far  more  readily  with  milk  or  other  foods 
than  do  ordinary  granule  preparations. 

Elective — high  protein  content  (61.25%)  supplies  all  of  the  amino  acids  known 
to  be  necessary  to  maintain  life  and  growth  in  a 100%  digestible  form. 

Note:  Protinal  Powder  is  virtually  salt-free  (less  than 
0.03%)  and  contains  less  than  1.0%  fat. 


protinal  powder 


(niioie 


Vanillin  or  chocolate  flavored  in  8-ounce,  1-lb.  and  5-lb.  bottles 
LITERATURE  AND  SAMPLES  ON  REQUEST. 

THE  NATIONAL  DRUG  COMPANY  • PHILADELPHIA  44,  PA. 


Manufacturers  of 


Pharmaceutical, 

Biological  and 
Biochemical  Products 
for  the  Medical  Profession 


Represented  in  Puerto  Rico  by: 
CESAR  A.  TORO,  Ph.G.  — San  Juan,  P.  R. 


It 


difusión 
quimioterdpica 
en  infecciones 
Otológicos 


Mayor  difusión— combinación  con  urea  que  estimula 
la  penetración  más  rápida  de  la  sulfa  en  los  tejidos 
vivos  y muertos. 


2 Analgésico,  antipruriginoso  — gracias  a la  acción 
■ calmante  y eficaz  del  clorobutanol  — una  sulfonamida 

compatible  con  la  anestesia  local. 

3 Amplío  campo  — eficaz  en  la  otitis  media  aguda  y 
ji  crónica:  de  acción  fungicida  en  las  infecciones  otomi- 

cóticas. 


4 Auxiliar— valiosa  ayuda  en  la  terapéutica  general,  con 
' frecuencia  reduce  la  necesidad  de  una  medicación 

í sulfamídica  intensa  y general,  con  lo  que  se  evitan 
[ reacciones  molestas  o tóxicas. 

5 i ; Desbridamiento  fisiológico  — fomenta  el  drenaje  y 

i la  eliminación  de  detritus  necrótico. 


6 i Potencialidad  — acrecienta  el  poder  bactericida. 


Otomide  White’s  es  una  solución 
estable  de  5%  de  sulfanilamida, 
10%  de  Urea  (Carbamide)  y 3% 
de  clorobutanol  anhidro  en  una 
glicerina  especial  de  alta  activi- 
dad higroscópica.  En  frasquitos 
cuentagotas  de  15  c.c. 


White  Laboratories/  Inc./  Newark  7,  N.  J.,  E.  U.A.  • Fabricantes  de  Productos  Farmacéuticos 
Distribuidores:  FRANCISCO  N.  CASTAGNET 
San  Juan,  Puerto  Rico 


a refreshing, 
soothing 
(ollyrium 

FOR  OCULAR  IRRITATION 
DUE  TO  EYESTRAIN, 
DUST,  SMOKE  OR  GLARE 


Ocusol®  is  an  isotonic,  aqueous  solution  containing  boric  acid  U.S.P.  1.1%» 
sodium  borate  U.S.P.  0.5%,  berberine  sulfate  0.01%,  distilled  extract  of 
vv'itcb  hazel  N.F.  2.6%,  camphor  U.S.P.  0.04%,  methylparaben  U.S.P.  0.05%» 
rose  oil  0.01%,  glycerin  U.S.P.  1.3%,  NaCl  U.S.P.  0.38%  and  water  94.01%. 

Ocusol  is  harmless  to  the  eyes;  it  may  be  used  as  often  as  required.  Each 
package  contains  a sanitary,  plastic  eye  cup. 


Norwich 


THE  NORWICH  PHARMACAL  COMPANY 

Norwich,  New  York,  U.  S.  A. 


Distribuidores— CESAR  CASTILLO,  INC.,  Calle  Tetuan  155,  San  Juan 


- For  high  initial 
and  sustained  blood  levels  . . . 


Cryslicillin  Fortified 

I “ 

Squibb  Procaine  Penicillin  G for  Aqueous  Injection,  300,000 
units,  with  Buffered  Penicillin  G Potassium,  100,000  units 

• Easy  to  prepare  and  inject 

• Safe  and  painless 

• Very  high  initial  blood  level 

• Sustained  action  — effective  level  maintained 
around  the  clock  with  one  injection  per  day 


Viils  of  400,000  units  (1  dose) 

2.000. 000  units  C5  doses)  and 

4.000. 000  units  (10  doses). 


'cwrsTtcaiiN'  is  a acoisttaeo  taademaak 

•r  t.  •.  «Quits  « «OM«  «01*  A 


Squibb  A LEADER  IN  PENICILLIN  RESEARCH  AND  MANUFACTURE 


a NEW  preparation 
for  control  of  MOTION 


air . . . 


2S  Ha.  2301 (t) 


♦tablets 

‘DELKADON’ 

VlakarliUjl  with 
BtliaáíiiBi  Alhaloiils 

aoatalns; 
Aifopme  sulfate  0 G19 
0.006 

í'^B'yNC.;  May  bj 
hábil  forinjug. 

J^AOl  IN  y s A 

PMtUDElPHW,  U.S.IL 


‘DELKADI 

Belladonna 

cofitains' 
«.225  a»  i 
®.jJ“*'d»6b<aBil<ie  os 
Iwrbitafis 
p>  *»y  t»  hahit-laa 

B8HME 


SICKNESS 


SHARP^ 

DOHME 


sea  . . . 


Vinbarbítal  with  Belladonna  Alkaloids 


I 

tablets 


Delkadon  is  ideal  for  the  prophylaxis  and 
treatment  of  motion  sicknesses  and  in  the 
lhera[jy  of  colitis,  spastic  constipation  and 
other  conditions  involving  spasms  of  the  in- 
voluntary muscles.  Also  indicated  for  relief  of 
duodenal,  ureteral  and  urinary  bladder 
spasms,  and  as  an  adjunct  in  the  dietary  man- 
agement of  pep:ic  and  duodenal  ulcers  and 
pyloro-spasm. 


Delkadon  relieves  pain  due  to  spasms  of 
the  smooth  muscles  and  reduces  nervous 
tension.  This  new  antispasmodic-sedative 
combination  contains:  Hyoscj  amine  hydro- 
bromide  0.225  mg.,  Atropine  sulfate  0.019 
mg..  Scopolamine  hydrobromide  0.006  mg., 
'Delvinal’  vinbarbital  30  mg. 

Rx.  In  bottles  of  25  and  100  tablets.  i 

SHARP  & DOHME,  Philadelphia,  U.S.A.Í 


Liver  Protein  Hydrolysate  supplying 

AMINO  ACIDS  for  ORAL  THERAPY 


Tlie  amino  acids  in  LEDINAC  Liver  Protein  Hydrolysate  Lederle 
provide  a rapidly  absorbable  supplement  which  tends  to  combat 
“protein  starvation”  in  patients  and  secure  normal  nitrogen 
balance  in  the  tissues.  Amino  acids  furnish  one  of  the  best  means 
of  providing  convalescent  patients  with  nitrogenous  foods. 


LEDINAC  Liver  Protein  Hydrolysate  Lederle  provides  in  a 
j)alatal)le,  chocolate-flavored  form,  a rapidly  absorbable  dietary 
suj)plement  that  does  not  tax  unduly  the  dige.stive  powers  of 
the  i)atient. 


LEDINAC  Liver  Protein  Hydrolysate  Lederle  is  a source  not  only 
of  modified  protein  and  amino  acids,  but  also  of  vitamins,  minerals, 
and  carbohydrates.  It  is  derived  from  mammalian  liver  — the 
richest  nutritional  storehouse  in  the  body. 

*Reg.  U.  S.  Pat.  Otf. 


FORMULA 

Liver  Protein  Digest 54.0% 

Maltose 35.5% 

Flavoring  Agents  (including 

chocolate  and  saccharin)  . . 7.5% 

Supplying:  Carbohydrate 32.5% 

Fat 3.5% 

Protein 50.0% 

Free  Amino  Nitrogen 1.0% 


including  the  amino  oci  .'s,  Arginine, 
Histidine,  Lysine,  Trypfoption Phenylala- 
nine, Methionine,  Threonine,  Lujcine,  Iso- 
leucine, Valine,  and  Cystine. 


Each  30  Gm.  contains: 

Thiamine  Hydrochloride  (Bi)  1.00  mg. 

Riboflavin  (B2) 2.00  mg. 

Niacinamide 6.60  mg. 

Pantothenic  Acid 2.30  mg. 

Pyridoxine  Hydro- 
chloride (Bé) 0.24  mg. 

Biotin 2.70  gamma 

Inositol 23.00  mg. 

Choline 120.00  mg. 

Calcium 106.00  mg. 

Phosphorus 297.00  mg. 

I ron 4.80  mg. 

Calories 103.8 


I’ackwjcd  in  one-half  ponnd  jars 

LEIIE  ICLE  LAIIOII  ATOKI  ES  III  VI^IOIV 

A.MEUIC.V.V  CV.tX.VMID  COMP.VNY  • 30  UOCKEFELLEll  PLAZA,  NEW  YOKK  20.  N.Y. 


r 


IN  2 FORMS; 

Parenferal—1  cc.  and  2 cc.  ampuls. 

Oro/  — Tablets. 

DOSAGE 

Parenteral:  Initial  adult  test  dose  0.5  cc.  Thereafter 
frequent  small  doses  (daily  or  every  other  day). 

Or  a larger  dose  (up  to  2 cc.)  at  less  frequent  intervals 
(once  or  twice  a week). 


Release  of 
edema  fluid  in 
cardiac  failure 

Salyrgan-Theophyliine  mobilizes  both  water 
and  sodium  fcr  increased  urinary  excretion. 

The  improved  water  metabolism  means 
less  work  for  the  heart,  less  taxing  of  the 
respiratory  capacity. 


new  YotK  13, 'n.  Y.  Windsor,  Om. 


Oral:  Average  adult  dose,  5 tablets  after  breakfast 
once  a week.  Or  1 tablet  3 or  4 times  daily  on  two 
successive  days  of  the  week.  Maintenance  dose, 

1 or  2 tablets  daily.  With  continued  use,  rest  periods 
are  recommended;  e.g.,  from  3 to  7 days  in 
every  month. 


.Soljfrgon,  trcJw-....‘rk  reg.  U.  S.  & Canada 


t 
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LOS  NUEVOS  CENTROS  DE  SALUD 

su  IDEOLOGIA* 

JUAN  A.  PONS,  M.D.,  F.A.C.P. 
Comisionado  de  Salud  de  Puerto  Rico 


La  dedicación  que  hoy  hacemos  de  este  edificio  y su  equipo 
tiene  mayor  significación  de  la  que  le  da  el  hecho  de  que  los  dedica- 
mos a prestar  un  servicio  directo  al  pueblo.  Tiene  la  mayor  signi- 
ficación de  que  su  organización  y funcionamiento  descansan  sobre 
la  base  de  una  nueva  ideología,  nueva  no  ya  tan  sólo  en  Puerto 
Rico  si  que  también  en  el  mundo  entero,  una  nueva  ideología  que 
tiende  a corregir  errores  del  pasado,  a hacer  desaparecer  incon- 
gruencias e irracionalidades  existentes  en  la  distribución  de  los 
servicios  médicos,  que  tiende  a adelantar  el  retraso  de  la  medicina 
en  su  ajuste  a las  necesidades  sociales  del  día. 

En  esta  estructura,  sobre  un  solo  cimiento  y bajo  un  mismo 
techo,  usando  en  común  disposiciones  de  su  distribución  y orden, 
compartiendo  equipo  y personal,  encuentran  ahora  morada  tres 
unidades  de  servicio  que  hubieran  sido  consideradas  hasta  ayer 
completamente  independientes  entre  sí,  ajena  cada  una  a cada  otra 
en  todos  sentidos.  Dos  de  ellas  existían  ya  aquí,  en  Adjuntas,  des- 
de hace  más  o menos  tiempo:  la  llamada  Unidad  de  Salud  Pública 
y la  Oficina  o Unidad  de  Bienestar  Público.  La  otra,  la  tercera 
unidad,  la  que  no  ha  habido  antes  según  memoria  de  sus  habitan- 
tes, es  la  Unidad  de  Hospital.  Aunamos  sobre  un  cimiento  y bajo 
este  solo  techo  tres  servicios  sociales  distintos  con  un  solo  fin 
verdadero  que  es  la  salud  física,  mental  y social  de  los  habitantes 
de  esta  comarca,  tres  instrumentos  de  bienestar  que  tienen  entre 
sí  enlace  histórico  y unidad  de  propósito:  iniciamos  aquí  hoy  la 
trilogía  social  y a ella  dedicamos  este  edificio  y su  equipo  con  el 
nombre  de  Centro  de  Salud  de  Adjuntas. 

* Discurso  pronunciado  en  la  Dedicación  del  Centro  de  Salud  de  Adjuntas  el  29 
de  abril  de  1950. 
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La  idea  de  la  integración  de  estos  servicios  no  es  original  nues- 
tra ni  surgió  en  Puerto  Rico;  nació  en  el  Continente  y gana  en  todas 
partes  adeptos  vertiginosamente.  El  diseño  de  eita  estructura, 
en  lo  físico,  había  sido  hecho  antes  de  mi  incumbencia;  tocóme  a mí 
el  estructurar,  con  la  valiosa  ayuda  que  me  han  dado  muchos,  su 
funcionamiento.  En  19  de  septiembre  de  1947,  en  Asamblea  ce- 
lebrada en  Ponce  por  la  Asociación  de  Salud  Pública  de  Puerto  Rico, 
invitado  por  sus  dirigentes  a exponer  mis  ideas  sobre  “la  integra- 
ción de  los  servicios  médicos  municipales  y los  servicios  sanitarios 
insulares”,  esbocé  el  plan  que  hoy,  casi  ti’es  años  después  y aquí, 
muy  cerca  de  Ponce,  empezamos  a poner  en  práctica. 

Me  referí  entonces  a que  mientras  crecía  y se  complicaba  la 
estructura  de  la  organización  médico-sanitaria  insular,  “se  dejaba 
que  continuara  en  arrollador  proceso  de  deterioro  la  asistencia 
médica  local  o municipal,  sin  lograr  hacerla  desaparecer  por  inne- 
cesaria y sin  intentar  ponerla  sobre  bases  que  la  hicieran  constituir 
garantía  razonable  de  restauración  de  la  salud  de  los  que  la  ha- 
bían perdido.”  Expresé  mi  criterio  de  que  “la  insuficiencia  y la 
imperfección,  la  total  falta  de  mérito  científico  de  la  beneficencia 
municipal,  que  eran  notorias  entre  el  1929  y el  1939,  se  habían 
hecho  más  notorias  aún  de  esa  última  fecha  al  1947. 

Insistí  en  que  en  Puerto  Rico,  como  en  otros  lugares,  la  desi- 
gual distribución  de  personal  médico  y de  servicios  médicos  se  debe 
en  gran  parte  a la  desigual  distribución  de  las  facilidades  hospita- 
larias; y en  la  necesidad  de  dotar  a las  pequeñas  comunidades  rura- 
les de  las  facilidades  de  edificio  y equipo  hospitalarios  que  permi- 
tieran a los  médicos  jóvenes  realizar  siquiera  en  parte  sus  ideales 
profesionales,  su  aspiración — nacida  en  la  escuela  de  medicina — a 
un  tipo  de  ejercicio  de  la  medicina  que  los  obliga  a depender  del 
hospital.  Hasta  ahora,  no  puede  culparse  a los  jóvenes  médicos 
de  evadir  las  zonas  rurales  para  ir  a congestionar  las  ciudades  en 
busca  del  instrumento  de  trabajo  que  saben  usar.  Suscribí  la  idea 
de  que  no  es  ya  posible  la  separación  de  la  medicina  preventiva, 
como  se  practica  en  la  ciencia  sanitaria,  de  la  medicina  asistencial 
como  se  practica  en  el  dispensario  y el  hospital,  pensando  que  el 
fomento  de  la  salud  física,  mental  y social  ha  de  hacerse  integral- 
mente, dirigido  al  individuo  como  individuo,  como  unidad  psico- 
biológica-social,  y ha  de  apoyarse  sobre  la  base  de  la  estadística  y la 
educación.  Defendí  la  necesidad  de  que  la  comunidad  local,  muni- 
cipal, había  de  ejercer  alguna  iniciativa  y hacer  alguna  determina- 
ción sobre  la  cantidad  y calidad  de  servicios  médicos  que  desea 
y que,  a los  fines  de  retener  ese  atributo,  sólo  había  el  camino  de  la 
exaltación  de  los  servicios  médicos  municipales  a la  categoría  de 
verdadero  servicio  médico  mediante  orientación  y superintenden- 
cia superior,  con  sujeción  obligada  a normas  mínimas  de  estructu- 
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ra,  equipo  y funcionamiento.  Defendí  la  idea  de  que  la  inmensa 
mayoría  de  los  males  de  nuestra  población  no  requieren  las  provi- 
dencias de  los  grandes  centros  hospitalarios  donde  se  hacen  el  diag- 
nóstico y la  cirugía  espectaculares,  sino  que  pueden  ser  atendidos 
en  el  propio  ambiente  de  los  enfermos,  entre  amigos.  Parecióme 
irrazonable,  ni  social  ni  científicamente  provechoso,  imponer  a un 
joven  médico  el  hacer  medicina  preventiva  o medicina  asistencial, 
una  u otra  pero  no  ambas,  antes  de  haber  alcanzado  plena  madu- 
rez profesional.  Propuse  se  trataba,  fundamentalmente,  de  lograr 
un  entendido  sobre  la  participación  que  hubieran  de  tener  en  el  fi- 
nanciamiento  del  programa  las  dos  agencias  envueltas,  la  insular  y 
la  municipal,  y sobre  los  problemas  de  jurisdicción,  con  atención 
a la  necesidad  de  hacer  desaparecer  toda  motivación  a la  obra  del 
fomento  de  la  salud  que  no  se  inspire  en  el  humanitario  y cristiano 
principio  del  derecho  que  toda  la  población  tiene  al  disfrute  de  la 
salud,  con  equitativa  distribución  de  los  recursos  y sin  irritantes 
privilegios. 

Al  efectuar  ahora  esta  integración,  hemos  traído  también  a 
formar  parte  de  ella,  hasta  donde  sea  posible,  y por  necesidad  no 
tan  directamente,  los  servicios  de  asistencia  pública.  En  última  ins- 
tancia, sería  deseable  que  éstos  constituyeran  los  servicios  sociales 
de  la  clientela  del  Centro.  En  algunas  comunidades  del  mundo  que 
han  alcanzado  un  mayor  desenvolvimiento  económico  y social,  los 
servicios  médicos  asistenciales  gratuitos  se  prestan  solamente  a los 
que  son  elegibles  para  la  asistencia  pública,  como  asistencia  adicio- 
nal. En  Puerto  Rico,  hasta  ahora,  sin  embargo,  los  servicios  mé- 
dicos asistenciales  del  Estado  se  hacen  extensivos  a muchos  más 
de  los  que  por  definición  son  elegibles  a la  ayuda  económica  directa, 
es  decir  los  indigentes  para  fines  de  asistencia  médica  son  mucho 
más  numerosos  que  los  indigentes  elegibles  para  la  ayuda  económi- 
ca. Por  otra  parte,  la  Unidad  de  Bienestar  Público  puede  y debe 
coordinar  en  todo  lo  posible  sus  actividades  con  los  servicios  médicos 
y,  ciertamente,  los  recipientes  de  ayuda  económica  han  de  ser  los 
esencialmente  elegibles  a la  ayuda  médica. 

La  Ley  Núm.  213  de  mayo  15  de  1948  hizo  posible  la  parti- 
cipación económica  del  Gobierno  Insular  en  el  funcionamiento  de 
la  unidad  de  hospital  como  parte  del  Centro  de  Salud,  de  suerte 
que  los  gobiernos  municipales  continuaran  descargando  la  respon- 
sabilidad económica  que  tradicionalmente  han  tenido  con  relación 
a la  asistencia  médica  de  sus  indigentes  y de  suerte  también  que 
los  recursos  combinados,  insulares  y municipales,  permitieran  su 
organización  y funcionamiento  sobre  bases  que  hagan  posible  su 
más  eficaz  rendimiento.  Autoriza  esta  ley  al  Comisionado  de  Sa- 
lud a concertar  con  los  gobiernos  municipales  entendidos  o conve- 
nios que  aseguran  la  continuidad  de  la  responsabilidad  económica 
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municipal  y la  iniciativa  local  en  actividad  que  tan  directamente  le 
concierne,  y asegura,  al  propio  tiempo,  mayores  recursos  económi- 
cos y orientación  y superintendencia  superior,  normas  mínimas  y 
uniformes  de  estructura,  equipo  y funcionamiento,  y mejor  servi- 
cio a los  individuos  y a la  comunidad.  El  gobierno  Insular,  a través 
del  Departamento  de  Salud,  sufragará  en  su  totalidad  los  gastos 
de  funcionamiento  de  las  actividades  de  medicina  preventiva  o sa- 
lud pública  y de  bienestar  público  y la  responsabilidad  de  su  fun- 
cionamiento seguirá  siendo  de  su  jurisdicción  y responsabilidad  ex- 
clusiva ; y el  Gobierno  de  Puerto  Rico,  a través  del  mismo  Depar- 
tamento de  Salud,  sufragará  — en  el  caso  de  Adjuntas — el  46  por 
ciento  de  los  gastos  de  funcionamiento  de  la  unidad  de  hospital, 
asumiendo  la  responsabilidad  de  su  dirección,  organización  y supe- 
rintendencia. 

Debo  recordar  que  desde  hoy  no  es  éste  meramente  un  edificio 
con  más  o menos  camas  para  enfermos,  salas  de  operaciones,  ofi- 
cinas, equipo,  médicos  y enfermeras,  programas  de  trabajo.  Debe 
ser  considerado  desde  hoy  como  un  templo  de  ciencia  y caridad 
cristiana  donde  se  ejerce  una  disciplina  del  saber  y se  entienden  y 
comprenden  las  debilidades  humanas  y las  complejidades  de  la  men- 
te con  relación  a las  enfermedades  del  cuerpo,  del  espíritu  y del  am- 
biente, reales  o no,  para  el  fomento  del  bienestar  total  — físico,  men- 
tal y social;  donde  ha  de  imperar  un  clima  de  honradez  científica, 
intelectual  y personal  para  crear  una  sana  moral  profesional  y ciu- 
dadana; donde  se  debe  respirar  ambiente  educativo,  educativo  en 
materia  de  salud  y de  ciudadanía ; donde  lo  que  ha  de  tener  impor- 
tancia cardinal  es  el  enfermo  o el  que  se  cree  enfermo  y el  sano 
que  no  debe  enfermar,  y a ese  principio  han  de  estar  subordinados 
todos  los  deseos  y los  gustos  del  personal;  donde  una  operación 
quirúrgica  no  puede  ser  un  espectáculo  en  que  alguno  de  los  par- 
ticipantes se  considera  a sí  mismo  centro  de  pequeño  mundo,  sino 
el  acto  serio  y grave  en  que  un  ser  humano  entrega  parte  de  su 
cuerpo  físico  y de  su  contextura  mental  en  aras  de  bienestar  veni- 
dero y de  rnás  larga  vida  útil ; en  que  se  tiene  en  cuenta  todos  los 
tributarios  del  bienestar  de  las  gentes  y de  la  falta  de  ese  bienes- 
tar, con  comprensión  de  los  factores  económicos  que  operan  en  re- 
lación con  los  males  y en  relación  con  nuestras  limitaciones  en  el 
empeño  de  lidiar  con  ellos;  donde  cada  frase,  cada  opinión  o con- 
cepto que  se  expresa  o se  silencia,  cada  actuación  y cada  actitud, 
toda  actividad  y toda  inactividad,  trasciende  su  significación  in- 
trínseca para  adquirir  otra  al  repercutir  sensiblemente  en  la  men- 
te de  los  que  buscan  una  esperanza  de  vida  y de  bienestar. 

Al  propio  tiempo  que  hacemos  la  integración  de  los  servicios 
de  la  medicina  preventiva,  la  medicina  asistencial  y,  en  buena  par- 
te, la  medicina  social,  intentamos  hacer  la  integración  de  estos  ser- 
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vicios  a otros  de  superior  jerarquía  científica.  Considerado  este 
Centro  como  corte  de  salud  de  primera  instancia,  necesario  es  de- 
finir los  medios  por  los  cuales  puede  usar  el  recurso  de  apelación. 
La  máxima  utilización  de  los  recursos  de  este  Centro  implica  tam- 
bién la  máxima  y más  juiciosa  utilización  de  los  recursos  de  ape- 
lación que  ofrece,  para  la  asistencia  médica  de  tipo  general,  el  Hos- 
pital de  Distrito  de  Arecibo  al  cual  queda  este  Centro  vinculado 
por  ahora  y hasta  tanto  esté  en  servicio,  dentro  de  dos  años,  el 
Hospital  de  Distrito  de  Ponce.  Será  responsabilidad  de  la  facultad 
de  este  Centro  y de  la  facultad  del  Hospital  de  Distrito  de  Are- 
cibo, con  la  coordinación  necesaria  que  han  de  contribuir  las  ofi- 
cinas directrices  centrales  del  Departamento,  establecer  las  rela- 
ciones que  hagan  esa  vinculación  efectiva;  para  ello  es  necesaria 
también  la  ayuda  de  la  comunidad. 

La  utilización  de  los  recursos  de  apelación  no  se  refiere  sola- 
mente al  envío  a Arecibo  de  aquellos  enfermos  que,  por  razón  de  la 
naturaleza  de  sus  dolencias,  no  pueden  ni  deben  ser  atendidos  aquí 
a falta  de  recursos  para  el  diagnóstico  o el  tratamiento.  Esta  vin- 
culación ha  de  ser  parte  de  un  sistema  integral  de  servicios,  en  el 
cual  toda  facilidad  de  la  institución  superior  es  usada  en  provecho 
de  la  institución  inferior  y de  su  personal.  El  intercambio  de  co- 
nocimientos sobre  servicios  hospitalarios  y sus  prácticas  es  esen- 
cial al  fomento  de  la  contribución  que  hace  el  hospital  al  mejor 
cuidado  médico.  Se  hace  esto  a través  de  la  provisión  de  mejores 
servicios  clínicos,  mejores  oportunidades  educativas  y mejor  ad- 
ministración. El  uso  del  Hospital  de  Distrito  a todos  estos  fines 
impone  la  obligación  a este  último  de  mejorar  constantemente  sus 
prácticas  clínicas,  sus  facilidades  educativas  y su  administración. 
Necesario  es  que  las  facultades  profesionales  de  este  Centro  crez- 
can profesionalmente,  en  conocimientos  y aptitudes.  Dijo  reciente- 
mente un  pensador  de  la  medicina  que  el  médico  no  puede  detener- 
se a un  nivel  de  aptitudes:  o progresa  o retrocede:  o es  cada  día 
niejor  médico  o cada  día  peor  médico.  Y,  ciertamente,  el  médico  no 
progresa  en  sus  aptitudes  con  meramente  leer  los  anuncios  que  so- 
bre los  nuevos  medicamentos  envían  sus  manufactureros.  Hay  nu- 
merosas áreas  de  actividad  en  que  este  Centro  puede  y debe  usar 
las  mayores  ventajas  que  necesariamente  ofrece  el  hospital  supe- 
rior a que  está  vinculado.  Parecida  vinculación  ha  de  existir  en  re- 
lación con  otros  hospitales  especializados  que  a esta  jurisdicción 
sirven. 

Necesario  es  que  esta  comunidad  aprenda  a utilizar  esta  ins- 
titución, que  aprenda  a usarla  sin  abusarla.  Su  abuso  por  parte 
de  uno  resulta  inexorablemente  en  perjuicio  de  muchos  otros  y, 
como  bomerang,  a la  corta  o a la  larga,  en  perjuicio  del  propio 
abusador.  A esos  fines,  hemos  hecho  durante  las  últimas  semanas 
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intensa  campaña  educativa  de  la  comunidad.  Esta  campaña  edu- 
cativa no  puede  terminar  con  la  dedicación  hoy  al  servicio  públi- 
co de  la  institución.  Ha  de  ser  continuada  y sostenida.  Como  dije, 
cada  frase,  cada  opinión  o concepto,  toda  actuación  y cada  actitud 
debe  conllevar  orientación,  educación.  Cualquier  trabajador  de  este 
Centro,  de  labores  altas  o de  labores  domésticas,  que  no  entienda 
esto  o no  lo  practique,  es  inepto  para  el  cargo  y debe  abandonarlo. 
A estos  fines,  necesario  es  que  la  dirección  y la  facultad  de  este 
C^entro  conozcan  las  estadísticas  de  mortalidad  y morbilidad  de  es- 
ta comunidad  y sus  fluctuaciones  naturales  o anormales.  Ello  es 
necesario,  porque  este  Centro  no  responde  por  completo  a las  ne- 
cesidades de  la  comunidad  y hay  que  orientar  todas  sus  actividades 
en  sentido  de  que  remedie  lo  más  urgente. 

A este  efecto,  baste  un  ejemplo.  Durante  el  año  natural  de 
1948  madres  residentes  aquí  tuvieron  alumbramiento  de  900  niños 
vivos,  168  residentes  de  la  zona  urbana  y 705  de  la  zona  rural.  El 
concepto  moderno  es  que  la  totalidad  de  estos  niños  debieron  nacer 
en  algún  hospital.  De  los  900  nacidos  a madres  de  Adjuntas,  sola- 
mente 131,  el  14.5  por  ciento,  nacieron  en  algún  hospital.  Para 
que  los  769  niños  restantes  pudieran  haber  nacido  en  el  hospital, 
sería  necesario  proveer  a esta  comunidad  de  13  camas  para  mater- 
nidad solamente.  El  Centro  provee,  por  ahora,  solamente  4.  Nace- 
rán 75  niños  mensualmente  en  esta  jurisdicción;  de  ellos,  unos  20 
podrán  nacer  en  este  Centro.  Necesario  es  que  se  establezca  el  me- 
dio de  determinar  que  sean  aquellos  20  cuyas  madres  deben  venir 
al  hospital  para  alumbramiento,  por  razones  médicas  o económico- 
sociales,  sin  privilegios.  Y necesario  es  que  la  facultad  de  este  Cen- 
tro encuentre  mejor  utilización  de  las  facilidades  de  apelación  que 
para  estos  casos  ofrece  el  Hospital  de  Distrito  de  Arecibo,  donde  fue- 
ron atendidas  durante  1948  solamente  4 madres  de  esta  jurisdicción, 
todas  de  la  zona  rural. 

Habrá  inevitablemente  la  tendencia  a que  la  población  urbana 
acapare  los  servicios  de  esta  institución  y la  facultad,  ayudada  por 
la  comunidad,  debe  ver  que  sus  servicios  estén  equitativamente  al 
servicio  de  todos;  el  77  por  ciento  de  la  población  de  Adjuntas  es 
rural.  La  distribución  equitativa  de  los  servicios  de  este  Centro  no 
puede  hacerse  sin  conocimiento  de  todos  los  datos  estadísticos;  no 
puede  hacerse  sino  sobre  la  base  de  ese  conocimiento ; no  puede  ha- 
cerse sobre  la  base  de  presiones  que  desconocen  o quieren  ignorar 
estos  hechos  y que,  aunque  bien  intencionadas,  resultan  en  perjui- 
cio de  todos. 

Por  lo  demás,  puedo  decir  que,  aparte  de  que  ahora  cuente 
con  este  Centro,  Adjuntas  es  un  pueblo  afortunado.  Ha  tenido,  por 
años,  un  índice  de  natalidad  relativamente  bajo;  solamente  8 muni- 
cipalidades lo  tuvieron  más  bajo  en  1948.  Solamente  6 municipa- 
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lidades  tuvieron  un  índice  de  natimortalidad  menor  que  Adjuntas. 
Su  índice  de  mortalidad  por  todas  las  causas  fué  en  1948  bastante 
más  bajo  que  el  promedio  para  toda  la  isla,  y solamente  22  munici- 
pios lo  tuvieron  más  bajo.  Su  índice  de  mortalidad  por  tuberculo- 
sis es  mucho  más  bajo  que  el  promedio  para  la  isla  y en  solamente 
14  municipalidades  fué  más  bajo.  Aquí  no  hay  malaria  y la  sífilis 
es  menos  que  el  promedio  general  en  Puerto  Rico.  Por  cáncer  y en- 
fermedades cardíacas  murieron  menos  personas,  con  relación  a la 
población  total,  que  en  la  gran  mayoría  de  otros  pueblos.  Las  muer- 
tes por  supuesta  pulmonía  fueron  menos  numerosas  que  el  prome- 
dio general,  y también  por  diarrea  y enteritis.  Por  otra  parte,  la 
mortalidad  infantil  fué  más  alta  que  el  promedio  para  la  isla,  y 
más  alta  que  en  58  otras  municipalidades,  y he  aquí  un  problema 
para  estudio  y atención  preferente  por  este  Centro:  de  81  niños 
muertos  antes  de  llegar  a un  año  de  edad,  el  70  por  ciento  no  había 
recibido  asistencia  médica  del  médico  certificante.  Las  muertes  por 
fiebre  puerperal  fueron  más  que  el  promedio  para  la  isla  y más 
que  en  46  municipalidades:  he  aquí  otro  problema  que  merece  aten- 
ción preferente  y que  las  buenas  comadronas  auxiliares  de  estos 
campos  pueden  ayudar  a resolver.  Por  alguna  razón  que  debe  de- 
terminarse, hay  aquí  exceso  de  suicidios  y bastantes  homicidios. 

La  nueva  ideología  sobre  que  se  apoya  la  organización  de  este 
Centro  y que  da  especial  significación  a este  acto,  puede  — pues — 
resumirse  así: 

1° — Integración  de  los  servicios  de  la  medicina  preventiva  y los 
servicios  de  la  medicina  asistencial,  para  ser  prestados  conjunta- 
nrente  al  individuo  como  unidad  psico-biológica-social  más  bien  que 
a la  enfermedad  que  existe  o amenaza  o se  imagina,  y aproxima- 
ción de  integración  también  a este  sistem.a  de  la  asistencia  públi- 
ca, con  miras  todo  a lograr  el  bienestar  físico,  mental  y social  de 
los  habitantes. 

29 — Incorporación  del  Centro  a un  servicio  médico  integral, 
con  aprovechamiento  de  facilidades  superiores  de  apelación  en  ma- 
teria de  servicios  clínicos,  oportunidades  educativas  y administra- 
ción. 

39 — Integración  del  esfuerzo  económico  y la  iniciativa  local  al 
esfuerzo  económico  y la  iniciativa,  la  orientación  y superintenden- 
cia de  la  organización  oficial  insular  para  la  salud. 

49 — Orientación  de  la  actividad  del  Centro  hacia  la  solución 
de  sus  problemas  más  apremiantes  según  los  revela  el  estudio  de  la 
estadística,  la  casuística. 

59 — Educación  pública  a los  fines  de  lograr,  para  beneficio  de 
la  comunidad,  máxima  utilización  de  los  recursos  que  ponemos  al 
servicio  de  esta  importante  labor  social. 
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Ponemos  hoy  este  Centro  de  Salud  en  manos  del  personal  que 
ha  sido  seleccionado  y lo  dedicamos  al  servicio  de  esta  sociedad. 
Son  serias  las  responsabilidades  que  hoy  asumen  tanto  ese  perso- 
nal como  esta  sociedad.  Es  importante  comprender  esas  responsa- 
bilidades para  poderlas  cumplir  a cabalidad.  Confío  en  que  todos 
harán  el  mayor  esfuerzo.  Dediquemos  nuestros  mejores  entusias- 
mos y energías  a mejorar  la  salud  de  los  habitantes  de  esta  comu- 
nidad, recordando  que  “a  través  de  la  potencia  de  las  personas,  se 
fortalece  el  poder  de  la  colectividad:  poder  moral,  poder  de  pro- 
ducción, poder  social”. 


OPHTHALMOLOGICAL  PROBLEMS  IN  GENERAL  PRACTICE- 

GUILLERMO  PICO,  M.D. 

It  is  the  purpose  of  this  paper  to  discuss  certain  misconcepts 
prevalent  among  general  practitioners,  internists  and  pediatricians 
who  take  care  of  patients  which  have  among  other  symptoms  ocu- 
lar disturbances.  These  mistakes  bring  in  many  cases  embarassing 
situations  to  the  physician  and  are  in  other  cases  responsible  for 
loss  of  vision  in  the  affected  eye. 

STRABISMUS 

Most  of  the  children  with  a deviated  eye  are  first  seen  by 
the  general  practitioner  or  the  pediatrician  and  not  by  the  oph- 
thalmologist. When  the  parents  bring  the  child  to  you  he  may  be 
from  a few  months  up  to  3 or  4 years  old.  As  you  know  there  are  two 
general  types  of  strabismus.  First,  the  paralytic  strabismus  which 
in  infants  may  be  produced  by  some  trauma,  such  as  a forceps 
delivery,  or  also  by  some  toxic  factors  such  as  in  diphtheria.  The 
second  type  of  strabismus  is  non-paralytic  strabismus,  the  common 
concomitant  squint  which  is  usually  produced  by  an  error  of 
refraction.  This  last  type  is  the  one  most  commonly  found  and  the 
one  for  which  most  good  can  be  done  by  the  ophthalmologist  if  the 
child  is  referred  to  him  by  the  other  physicians  at  the  right  time, 
before  it  is  too  late.  In  this  discussion  we  are  mainly  referring  to 
the  convergent  type  of  squint  which  is  basically  produced  by  an 
error  of  refraction. 

In  many  occasions  the  parents  have  been  advised  by  a neighbor 
or  somebody  who  is  not  a physician  not  to  worry  and  wait  until 
the  child  is  6 or  7 years  old  because  he  may  outgrow  the  squint. 
In  other  words  to  wait  until  the  child  is  ready  to  go  to  school. 
It  is  really  terrible  to  see  how  many  physicians  advise  these  parents 
that  that  is  the  right  attitude  to  take  with  the  squint  in  that  child. 
They  don’t  realize  that  in  most  cases  they  are  condemning  that 
child  to  practical  loss  of  vision  in  the  deviated  eye.  This  is  hap- 
pening every  day  and  it  has  to  be  stopped.  Those  physicians  ignore 
how  to  deal  with  these  cases  because  either  the  right  treatment 
tor  those  cases  was  not  stressed  in  their  Medical  Schools  and  in 
the  case  of  the  older  doctors  they  were  even  told  when  they  studied 
medicine  years  ago  that  it  was  right  to  leave  these  children  alone 
until  they  were  of  school  age.  The  knowledge  of  the  right  treat- 
ment of  squint  has  changed  in  later  years  and  now-a-days  there 
is  no  excuse  for  a physician  to  give  the  wrong  advice  for  those 
cases. 

♦ Read  during  annual  meeting  of  P.  R.  Medical  Association.  December,  194!) 
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The  following  is  a brief  and  simple  discussion  of  the  develop- 
ment of  the  accommodative  type  of  convergent  squint  in  order  that 
you  can  understand  the  urgency  of  an  early  treatment.  A con- 
genital hereditary  defect  of  the  fusion  faculty  is  believed  to  be  the 
essential  or  basic  cause  of  the  squint.  Fusion  has  to  do  with  the 
desire  for  binocular  single  vision.  An  error  of  refraction,  hypero- 
pia, is  the  precipitating  factor. 

There  is  a veiy  close  association  and  normal  ratio  between 
accommodation  of  the  eyes  and  the  bilateral  inwards  deviation 
of  the  two  eyes  which  is  called  convergence.  When  the  ac- 
commodation is  increased  the  convergence  is  also  increased.  A 
child  who  has  hyperopia  as  an  error  of  refraction  must  use  for 
near  work  an  excess  of  accommodation  to  correct  this  error  of 
refraction.  This  brings  also  an  excess  of  convergence.  At  the 
beginning  the  child  may  only  have  a tendency  to  inward  deviation 
of  the  eyes  but  finally  the  deviation  may  become  permanent  and 
manifested  in  one  eye,  usually  the  one  with  the  higher  error  of 
refraction.  So  this  error  of  refraction  is  the  precipitating  factor. 

When  the  constant  deviation  of  the  eye  starts  in  the  infant  he 
has  diplopia  but  as  there  is  a natural  distaste  for  diplopia  he  starts 
suppressing  the  image  in  that  eye.  As  he  is  not  using  the  affected 
eye,  it  develops  what  we  call  amblyopia  exanopsia  or  in  other  words 
becomes  “a  lazy  eye”.  This  diminution  of  vision  gradually  increases 
with  the  duration  of  the  squint  and  the  acuity  of  vision  may  become 
as  low  as  only  counting  fingers  with  the  deviated  eye.  This  poor 
vision  must  be  corrected  before  the  child  is  about  five  years  old 
because  in  most  cases  that  are  allowed  to  pass  this  age  untreated 
the  poor  vision  becomes  permanent. 

Therefore  the  treatment  of  squint  includes:  (1)  Prevention  of 
amblyopia  or  poor  vision  or  treatment  of  the  same  if  it  has 
developed,  by  occluding  or  atropinization  of  the  good  eye  so  that 
the  infant  will  use  the  affected  eye.  (2)  Correction  of  the  error 
of  refraction  by  glasses.  (3)  Orthoptic  training  to  develop  the 
lusion  faculty  and  (4)  operation  to  straighten  the  eyes. 

Prescription  of  the  necessary  glasses  alone,  may  correct  the 
squint  in  some  cases.  Glasses  may  be  worn  by  children  as  young 
as  two  years  old  and  the  earlier  they  are  prescribed  the  better 
will  be  the  results.  Orthoptic  training  to  be  effective  must  be 
done  when  the  child  is  between  three  and  six  years  old.  As 
PeteF  states:  “If  the  patient  is  under  five  years  of  age,  it  is  pos- 
sible to  determine  in  three  months  of  training,  whether  refraction 
and  orthoptic  training  will  effect  a cure  or  surgery  is  indicated.” 
He  also  adds:  “Surgery  if  indicated  should  be  practised  promptly 
and  preferably  in  the  third  year.  After  surgery  the  period  of 
fusion  training  will  be  shortened  and  proper  efforts  to  correct 
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amblyopia  may  be  continued  until  maximum  results  are  obtained." 
According  to  Spaeth-  75%  of  monocular  convergent  strabismus  and 
90%  of  divergent  squint  have  to  be  corrected  by  surgery. 

One  more  reason  for  the  early  surgery  of  the  squint  is  the 
psychological  harm  that  the  squint  does  on  the  child.  He  is  sub- 
jected to  the  ridicule  of  other  children  when  he  is  as  young  as  4 
years  old  and  sometimes  this  has  a permanent  effect  on  their 
personality  even  if  the  squint  is  corrected  later  on. 

Most  operations  done  after  the  child  is  5 or  6 years  old  are 
only  done  for  cosmetic  purposes.  In  other  words  the  eyes  are 
straightened  but  the  eye  that  was  deviated  remains  with  a poor 
vision,  sometimes  almost  nil,  and  for  practical  purposes  the  eye 
is  useless. 

During  the  last  year  I have  seen  in  Puerto  Rico  146  cases 
of  convergent  strabismus.  Of  these  103  cases  were  older  than 
5 years  and  their  vision  was  very  poor.  Only  43  cases  were  younger 
than  5 years  and  only  in  this  last  group  was  real  success  obtained 
with  final  binocular  single  vision.  Surgery  was  done  also  in  the  first 
group  but  of  course  only  for  cosmetic  purposes  and  although  I 
straightened  their  eyes  by  surgery  I feel  sorry  that  they  came  too 
late  to  obtain  good  vision  in  the  affected  eye.  Those  children  are 
happy  because  their  eyes  are  now  straight  and  they  would  not  be 
called  cockeyed  any  more  but  they  are  too  young  to  realize  that 
they  were  referred  too  late  to  the  opthalmologist  and  that  they 
have  only  one  useful  eye.  Gentlemen,  I don’t  know  if  I have  stressed 
enough  the  importance  of  sending  to  the  ophthalmologist  every 
child  that  has  a squint  as  soon  as  you  see  the  patient.  You  have 
to  impress  on  the  parents  that  it  is  an  emergency  and  let  the 
parents  be  responsible  if  there  is  any  delay. 

HEADACHES 

One  of  the  most  common  symptoms  that  we  find  in  the  prac- 
tice of  medicine  is  headache.  It  is  one  of  the  symptoms  which  bring 
most  headaches  to  the  physician  himself  when  he  tries  to  determine 
the  etiology  and  to  find  a permanent  cure  for  the  headache  of  his 
patient.  It  is  not  under  the  scope  of  this  paper  to  discuss  the  nu- 
merous causes  of  headaches  which  may  vary  from  many  organic 
causes  up  to  psychogenic  factors.  It  is  our  intention  to  emphasize 
the  importance  of  an  early  thorough  ophthalmological  examination 
in  any  case  of  headache.  In  my  opinion  of  all  the  various  causes  of 
headaches,  eyestrain  is  probably  the  mo.st  common.  It  is  surprising 
to  .see  how  often  a patient  with  headaches  visits  numerous 
physicians  looking  for  a solution  of  his  problems  and  after 
going  through  innumerable  te.sts,  laboratory  examinations,  and 
varied  treatments  he  is  told  that  there  is  no  apparent  cause 


GUILLERMO  PICO 


SJ,2 


or  cure  for  his  headaches  without  even  being  referred  ta 
the  oculist.  In  most  cases  they  are  first  referred  to  the  neuro- 
logist who  as  part  of  his  examination  sometimes  even  has  to  do  a 
\ entriculogram  and  study  of  the  spinal  fluid  and  even  then  he  can 
not  find  a cause.  Some  patients  even  go  through  the  ordeal  of  a 
surgical  operation  such  as  removal  of  the  appendix  or  gall  bladder 
because  they  are  told  that  a focus  of  infection  in  those  organs 
may  be  the  cause;  which  in  some  cases  may  be.  Finally  the  patient 
is  sometimes  referred  to  the  psychiatrist  who  may  try  psychogenic 
treatment  for  some  period  of  time.  At  long  last  the  patient  is  sent 
to  the  ophthalmologist  who  finds  then  the  simple  cause  and  relief 
for  his  headaches. 

Headaches  may  be  associated  with  2 types  of  ocular  disturb- 
ances ; 

(1)  Those  due  to  organic  disease  in 'the  eye  or  orbit;  (2)  those 
due  to  eyestrain.  In  the  first  group  we  find  iritis,  glaucoma,  en- 
dophthalmitis, panophthalmitis  and  even  keratitis.  There  is  pain 
in  the  region  of  the  eye  which  is  referred  as  a headache  through 
the  ophthalmic  division  of  the  trigeminal  nerve  to  the  region  sur- 
rounding the  eye.  The  second  group,  the  headaches  due  to  eyestrain, 
is  the  most  common  one. 

Eyestrain  includes  a group  of  symptoms  produced  mainly  by 
refractive  errors  or  muscular  imbalance.  As  Sir  Duke  Elder^  states. 
“Headache  is  the  commonest  symptom  associated  with  eyestrain.” 
The  headaches  of  eyestrain  may  vary  but  there  are  in  some  cases 
iiome  features  in  the  onset  and  course  of  the  headache  which  may 
be  very  valuable  in  the  diagnosis  of  these  cases. 

A careful  history  is  very  important.  The  typical  eyestrain 
headache  appears  after  the  use  of  the  eyes.  It  may  come  after 
using  the  eyes  for  a few  hours  or  in  the  evening  after  finishing 
the  day’s  work.  In  regards  to  the  course  of  the  headache  it  is 
important  to  inquire  if  it  gradually  diminishes  and  disappears 
with  rest  to  the  eyes.  To  eliminate  other  possibilities  than  eye- 
strain  one  should  ask  if  there  are  other  associated  symptoms  as 
the  scotomas  of  migraine,  history  of  sinusitis,  hearing  troubles,  etc. 
Howiever  these  typical  cases  of  eyestrain  headaches  are  relatively 
rare.  Most  cases  vary  one  from  the  other.  The  headache  may  vary 
in  localization,  intensity  and  incidence.  It  may  be  localized  in  any 
place  of  the  head  although  more  frequently  frontal  or  occipital  and 
on  occasions  even  extends  down  the  neck.  The  intensity  of  the  head- 
aches may  vary  from  very  mild  to  a very  severe  sometimes  even 
accompanied  by  nausea  and  vomiting  as  in  the  typical  attack  of 
true  migraine.  It  may  be  permanent  and  suggestive  of  organic 
nervous  disease  or  it  may  come  at  irregular  intervals  and  even 
may  have  periodicity  as  in  migraine.  In  many  occasions  it  is  not 
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even  associated  'with  a definite  use  of  the  eye  and  may  come  in  the 
morning  after  a good  night’s  rest  as  happens  with  the  headache 
of  sinusitis.  As  Sir  Duke  Elder  states:  “Conforming  thus  to  no 
type  and  simulating  most,  the  headache  of  eyestrain  is  difficult 
to  diagnose  with  certainty;  the  only  rational  course  to  adopt  is  to 
examine  the  eyes  as  a routine  in  all  cases  when  such  an  origin 
might  be  suspected.” 

The  error  of  refraction  which  is  most  frequently  the  cause 
of  headaches  is  astigmatism  and  occasionally  hyperopia.  Specially 
important  in  this  respect  are  the  small  astigmatic  errors.  The  large 
errors  most  frequently  only  produce  poor  vision  and  no  eyestrain 
headaches  because  the  patient  has  adapted  himself  since  childhood 
TO  his  condition  when  he  realized  that  it  was  futile  to  improve  his 
vision  by  straining.  But  when  the  astigmatism  is  small  the  patient 
is  constantly  correcting  it  by  muscular  effort  in  his  eyes  and  this 
brings  the  eyestrain.  A short  time  ago  I saw  in  a week  3 cases 
with  a history  of  severe  headaches  of  long  standing.  They  had  been 
told  that  they  had  a very  small  error  of  refraction  that  didn’t  need 
correction.  On  my  examination  I found  on  each  one  of  these  cases 
that  one  eye  was  perfectly  normal  and  the  other  had  only  1|4  of  a 
diopter  of  astigmatism.  I was  even  skeptical  to  prescribe  this  small 
correction  for  only  one  eye  and  giving  a piano  lens  for  the  other 
but  I explained  the  situation  to  the  patient.  I was  very  satisfied 
when  they  informed  me  later  on  that  the  headache  had  completely 
disappeared.  These  have  been  my  most  grateful  patients.  Of  course 
an  absolutely  normal  refraction  is  rare  and  small  errors  are  pre- 
sent in  the  majority  of  the  population.  I do  not  advocate  the  pres- 
cription of  glasses  to  correct  every  small  error  if  there  are  not 
associated  symptoms  such  as  headaches.  The  fact  that  most  people 
have  a small  error  of  astigmatism  gives  us  the  reason  why  eye- 
strain  headaches  are  so  common.  Nowadays  our  life  demands  a 
very  strenous  use  of  the  eyes  in  our  work.  Many  people  can  tolerate 
their  small  errors  of  refraction  without  any  symptoms  and  those 
people  don’t  need  glasses.  But  others  are  more  susceptible  to  the 
effort  that  they  have  to  do  and  they  get  eyestrain  headaches  which 
have  to  be  relieved  with  the  proper  glasses. 

In  the  cases  of  muscular  imbalance  in  the  eyes  we  find  the 
same  situation  as  in  refractive  errors ; it  is  the  small  error  that  most 
often  produce  headaches  and  one  should  look  for  them  very  care- 
fully and  give  them  the  correct  treatment. 

Even  after  correcting  the  basic  errors  in  the  eyes  with  glasses, 
exercises,  etc. . . one  should  also  insist  on  the  correction  of  other 
factors  associated  with  the  use  of  the  eyes  as  in  the  correct  illu- 
mination when  reading,  the  avoidance  of  overwork,  good  rest  at 
night  and  good  diet. 
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It  is  also  true  that  the  ophthalmologist  should  always  be  very 
careful  in  realizing  that  there  are  many  other  causes  for  headaches 
and  he  should  also  refer  these  cases  to  the  internists  or  the  neuro- 
surgeon when  he  suspects  a cause  outside  of  the  eyes.  But  I want 
to  insist  that  all  cases  of  headaches  should  be  seen  by  an  ophthal- 
mologist as  soon  as  possible.  As  Sir  Duke  Elders  states:  “No  case 
of  obscure  headache  should  be  treated  on  general  medical  lines 
Without  first  eliminating  the  possibility  of  eyestrain  as  being 
one  at  least  of  the  factors  in  its  etiology.” 

BEHAVIOR  PROBLEMS  IN  CHILDREN 

The  behavior  problems  in  children  are  perhaps  the  most  fre- 
quent condition  which  the  pediatrician  has  to  treat.  The  relation 
cf  the  condition  of  the  eyes  to  the  behavior  of  some  of  these  chil- 
dren is  not  emphasized  enough  in  most  textbooks  of  pediatrics. 
When  a child  is  handicapped  by  an  unrecognized  eye  disorder  he 
may  show  an  abnormal  behavior  which  may  gradually  get  worse 
as  the  years  go  by  and  even  affect  permanently  his  personality.  In 
many  of  these  cases  the  child  does  not  complain  of  the  eyes  and 
no  apparent  cause  is  found  for  his  behavior.  Sometimes  the  eye 
trouble  goes  unrecognized  for  years  until  for  some  other  reason 
Ihe  child  is  brought  to  the  ophthalmologist. 

We  will  mention  and  discuss  briefly  a few  of  the  eye  conditions 
v/hich  affect  the  behavior  of  children.  The  effect  of  strabismus  on 
ihe  personality  of  the  child  is  very  harmful.  As  I have  mentioned 
before  he  can  not  stand  being  subjected  to  ridicule  by  other  chil- 
dren. His  reaction  to  this  may  vary  but  what  he  usually  does  is 
10  keep  himself  away  from  the  other  people  because  he  may  feel 
that  they  are  talking  about  him.  As  I mentioned  before  this  is  one 
more  reason  why  surgery  of  the  squint  should  be  done  if  possible 
when  the  child  is  only  3 or  4 years  old  and  when  still  they  have 
not  reached  the  age  when  children  start  worrying  about  their  ap- 
pearance. 

Another  condition  of  importance  affecting  the  behavior  of 
children  is  a high  refractive  error.  Before  school  age  they  usually 
do  not  complain  of  their  poor  vision  but  have  difficulty  in  playing 
games  with  children  of  their  own  age.  When  they  get  to  school 
the  real  trouble  starts.  Even  then  they  may  not  realize  for  several 
years  that  their  vision  is  poor.  This  is  especially  true  of  the  cases  of 
low  grade  myopia  who  do  not  see  well  at  a distance  but  have  good 
vision  for  reading.  The  teacher  may  not  believe  them  when  they 
complain  that  they  can  not  see  the  writing  in  the  blackboard.  These 
children  get  very  poor  grades  in  school  and  frequently  are  some 
grades  behind  the  other  children  of  the  same  age.  Of  course  this 
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situation  has  to  affect  the  behavior  of  these  children  and  they 
develop  an  inferiority  complex.  Daily  we  examine  some  of  these 
children  when  they  are  around  10  years  old  and  the  story  of  being 
shy,  retarded  in  school,  etc. ...  is  typical.  The  change  is  surprising 
as  soon  as  they  get  the  glasses.  However  there  are  some  of  those 
older  children  whose  vision  remains  poor  even  with  the  best  glasses 
because  they  have  developed  amblyopia  or  “lazy  eyes”  as  their 
eyes  have  never  learned  to  see  well.  This  shows  how  important  it 
is  to  correct  their  refractive  errors  when  they  are  4 to  6 years  old 
and  still  are  able  to  overcome  any  existing  amblyopia.  The  younger 
they  are  when  the  glasses  are  prescribed  the  less  will  also  be  the 
bad  effect  that  the  wearing  of  glasses  will  have  on  their  personal- 
ity. As  a matter  of  fact  small  children  love  glasses  and  they  feel 
superior  to  the  other  children  who  do  not  wear  them.  The  solution 
to  the  problem  is  of  course  to  determine  the  vision  of  every  child 
as  soon  as  possible.  With  illiterate  charts  this  can  be  done  before 
they  go  to  school.  In  every  school  they  should  test  the  vision  of 
each  child  every  year  before  he  begins  a new  grade.  In  this  way 
the  proper  correction  can  be  given  by  the  ophthalmologist  early 
enough. 

Tilting  of  the  head  or  torticolis  is  frequently  a symptom  of 
vertical  ocular  imbalance  due  to  paralysis  of  one  or  more  of  the 
extraocular  muscles.  The  parents  frequently  insist  that  it  is  just  a 
bad  habit.  Any  child  with  this  symptom  should  be  referred  to  the 
ophthalmologist. 

There  are  other  ophthalmological  problems  faced  by  the  phy- 
sicians which  I would  like  to  discuss  but  my  time  is  up. 
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PANCREATITIS*  ** 


GEORGE  M.  SAYPOL,  M.D. 

INTRODUCTION 

Medical  treatment  during  the  acute  phase  of  pancreatitis  is 
far  superior  to  surgery.  This  is  too  slowly  gaining  recognition. 
Among  the  most  recent  studies  are  those  of  Bockus  and  Raffens- 
berger^  and  Paxton  and  Payne.-  The  latter  authors,  in  a review 
of  307  cases  of  acute  pancreatitis  noted  a 44.7%  mortality  in  103 
patients  operated  upon  as  emergencies,  compared  with  a 27.5% 
mortality  in  204  patients  treated  conservatively. 

The  value  of  serum  amylase  determinations  as  a means  of 
diagnosis  of  acute  pancreatitis  has  not  been  appreciated.  Excluding 
an  elevated  serum  amylase  in  peptic  ulcer  involving  the  pancreas, 
in  salivary  gland  inflammation,  in  advanced  kidney  dysfunction, 
and  occasionally  in  carcinoma  of  the  pancreas,  it  is  almost  in- 
variably elevated  in  the  first  48  hours  following  the  onset  of  acute 
pancreatitis. 

When  the  diagnosis  of  acute  pancreatitis  has  been  made,  it 
is  difficult  to  tell  exactly  what  pathological  state  exists  in  the 
pancreas.  Abscess  formation  may  be  suspected  by  sustained  fever. 
Severe  hemorrhage  may  be  suspected  by  manifestations  of  shock. 
Initially,  all  cases  should  be  treated  medically  because  surgery  at 
this  time  has  little  to  offer  over  medical  treatment. 

Our  last  7 cases  of  acute  pancreatitis  observed  from  October 
1948  to  October  1949  in  the  Post  Graduate  Surgical  Division  of  the 
New  York  University-Bellevue  Medical  Center  are  being  reported 
by  the  author.^ 

DIAGNOSIS  AND  TREATMENT  OF  ACUTE  PANCREATITIS 

All  patients  with  acute  abdominal  complaints  in  whom  diag- 
nosis is  uncertain  have  the  follovMng  examinations:  Urinalysis,  in- 
cluding sugar  and  bile,  complete  blood  count,  serum  amylase  (Myers, 
Free,  Rosinski  method  — normal  = 1.0-2. 5 mgs.  per  cc.),  serum 
bilirubin,  serum  alkaline  phosphatase,  scout  film  of  the  abdomen, 
and  electrocardiogram.  Additional  examinations  include  serum  li- 
pase, and  serum  calcium. 


* Prom  the  Department  of  Surgery  of  the  Post-Graduate  Medical  School  of 
New  York  University-Bellevue  Medica-1  Center. 

**  Presented  before  the  Annual  Meeting  of  the  Puerto  Rican  Medical  Asso- 
ciation, December  15,  1949. 
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In  the  presence  of  an  elevated  serum  amylase,  medical  treat- 
ment is  employed,  aimed  at  suppressing  pancreatic  function.  This 
consists  of: 

1.  Nothing  by  mouth. 

2.  Gastric  intubation  with  continuous  suction. 

3.  1000  cc.  of  5%  glucose  in  normal  saline  and  1000  cc.  of 
5%  amigen  intravenously  daily. 

4.  Atropine  Sulphate  gr.  1/150  subcutaneously  every  4-6 
hours. 

5.  Demerol  hydrochloride,  50-100  mg.  every  four  hours  PRN. 

6.  Sodium  Iodide  grains  15  ss  intravenously  daily. 

Continuous  suction  prevents  hydrochloric  acid  from  entering 
the  duodenum,  reducing  secretion  formation  and  thereby  diminish- 
ing the  volume  of  pancreatic  juice  secreted.  Atropine  sulphate,  by 
depressing  vagus  activity  has  a two-fold  action.  It  further  diminishes 
secretion  of  hydrochloric  acid  by  the  stomach  and  reduces  the  en- 
zyme concentration  of  the  pancreatic  juice.  Sodium  Iodide  intra- 
venously is  used  on  a hypothetical  basis,  since  inorganic  iodine  in- 
hibits proteolytic  activity.  The  shock  manifestations  often  seen  in 
acute  pancreatitis  may  be  due  to  split-protein  products  resulting 
from  increased  serum  protease  concentration,  which  may  occur 
concomitantly  with  the  known  rise  in  serum  amylase  and  lipase. 
Other  measures  may  include: 

7.  Blood  transfusions  when  indicated. 

8.  Antibiotics  — Penicillin,  Dihydrostreptomycin,  Aureomy- 
cin,  and  Chloromycetin. 

9.  Insulin  subcutaneously  in  the  presence  of  hyperglycemia, 
in  doses  small  enough  to  prevent  hypoglycemia  with  its 
possible  vagotonic  stimulation. 

10.  Calcium  gluconate  in  the  presence  of  hypocalcemia. 

With  improvement  in  the  acute  symptoms  and  signs  of  pan- 
creatitis, and  a normal  serum  amylase,  often  occurring  within  three 
to  five  days,  cholecystography  is  performed.  If  this  reveals  a nor- 
mal functioning  gallbladder  without  stones,  no  surgery  on  the  bi- 
liary tract  is  indicated  at  this  time.  A gastrointestinal  x-ray  series 
is  then  performed  to  rule  out  peptic  ulcer.  Often  the  gastroduo- 
denal study  will  reveal  changes  in  duodenal  pattern  such  as  dis- 
tortion of  the  normal  curve,  flattening,  or  absent  valvulae  con- 
niventes, suggesting  an  enlargement  of  the  head  of  the  pancreas. 
If  there  is  non-visualization  of  the  gallbladder,  it  is  well  to  repeat 
the  x-rays  in  one  to  two  weeks.  This  is  done  because  early  in  acute 
pancreatitis  there  will  be  a small  incidence  of  non-visualization, 
even  though  there  is  no  mechanical  obstructive  factor  in  the  biliary 
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tract.  With  two  cholecystograms  showing  non-visualization  of  the 
gallbladder,  or  in  the  presence  of  stones,  surgery  is  performed. 

Operation  includes  immediate  cholangiography,  cholecystec- 
tomy for  stones  or  diseased  gallbladder,  exploration  of  the  bile 
ducts  and  removal  of  stones,  dilatation  of  the  sphincter  of  Oddi 
with  graduated  probes,  and  routine  use  of  a “T”  tube  in  the  com- 
mon duct.  Occasionally,  drainage  of  an  abscess  of  the  pancreas  is 
required.  Pancreatic  biopsy  is  being  done  in  some  cases  in  the 
hope  of  clarifying  the  pathology  in  acute  pancreatitis. 

Post-operatively,  (in  six  to  ten  days),  cholangiography  is  re- 
peated, and  often  the  pancreatic  duct  is  visualized.  The  patient 
is  discharged  with  the  T tube  clamped,  and  after  a period  of  one 
to  four  months,  if  there  has  been  no  recurrence  of  abdominal  pain 
or  digestive  symptoms,  it  is  removed. 

RECURRENT  PANCREATITIS 

The  significance  of  pancreatic  and  biliary  reflux  due  to  obs- 
truction at  the  sphincter,  in  the  presence  of  a pancreatic  duct  enter- 
ing the  common  bile  duct  above  the  sphincter  of  Oddi  has  been 
discussed  by  Colp  and  Doubilet,"’  and  Doubilet  and  Mulholland.® 
The  latter  have  performed  endocholedochal  sphincterotomy  in  or- 
der to  prevent  reflux.  We  have  performed  sphincterotomy  rarely 
and  then  under  direct  vision  through  a duodenotomy.  It  has  been 
our  policy  to  perform  cholecystduodenostomy  or  preferably,  chole- 
dochoduodenostomy  for  recurrent  pancreatitis. 

I have  been  interested  in  employing  a long  arm  T tube,  the 
inferior  long  limb  of  the  T being  inserted  into  the  duodenum,  thus 
serving  as  an  obturator  for  the  papilla  of  Vater.  By  leaving  this 
tube  in  situ  for  three  to  six  months,  it  is  hoped  that  permanent 
loss  of  sphincter  action  will  result,  thus  preventing  reflux.  This 
type  of  tube  has  been  used  in  surgery  for  common  duct  stones 
and  strictures  without  any  apparent  harmful  effects.  At  present, 
we  are  conducting  experiments  on  dogs,  to  determine  changes  in 
the  sphincter  of  Oddi  resulting  from  a catheter  lying  in  the  common 
duct  and  extending  into  the  duodenum. 

ABSTRACT  OF  CASES 

1.  J.  S.  (49-48502,  Bellevue  Hospital),  a forty-one  year  old 
white  male  was  admitted  June  17,  1949  and  treated  for  acute  pan- 
creatitis unassociated  with  biliary  tract  disease  or  peptic  ulcer.  He 
responded  well  to  medical  treatment. 

2.  M.  K.  (K  24653,  University  Hospital),  a sixty-five  year 
old  white  male  was  admitted  November  3,  1948.  He  had  been 
operated  upon  several  weeks  previously  for  suspected  biliary  tract 
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disease,  at  ^\1hich  time  there  was  no  suspicion  of  acute  pancreatitis. 
The  findings  were  negative  except  for  a thin,  white  exudate  which 
matted  part  of  the  small  intestines.  Cholangiogram  was  not  done 
at  the  time,  hence  one  cannot  say  whether  there  was  a pancreatic 
duct  which  entered  the  bile  duct  above  the  sphincter.  On  this  ad- 
mission a diagnosis  of  acute  pancreatitis  was  made,  and  this  res- 
ponded well  to  medical  treatment. 

3.  S.  S.  (K  23940,  University  Hospital),  a sixty-two  year 
old  white  female  was  admitted  October  8,  1948.  She  had  been 
operated  upon  seven  weeks  previously  for  extra  hepatic  obstructive 
jaundice.  Evidence  of  previous  acute  pancreatitis  was  found  in  ad- 
dition to  stones  in  the  gall-bladder.  Cholecystectomy  and  choledo- 
chostomy  were  done.  Delayed  cholangiography  suggested  a retained 
common  duct  stone,  but  her  T tube  was  removed  inadvertently. 
Two  months  later  she  was  re-admitted  and  a diagnosis  of  acute  pan- 
creatitis was  made.  At  the  time  she  had  a blood  culture  positive 
for  E.  coli.  She  received  medical  treatment  and  when  the  acute 
stage  had  subsided,  she  was  re-operated  upon,  primarily  for  re- 
tained stone.  This  was  not  found,  only  an  enlargement  of  the  head 
of  the  pancreas  being  present.  One  may  speculate  that  a stone 
passed  spontaneously.  Repeat  cholangiograms  following  the  second 
operation  demonstrated  a patent  bile  duct  and  a portion  of  the 
pancreatic  duct. 

4.  A.  S.  (49-61940,  Bellevue  Hospital),  a fifty-five  year  old 
white  male  was  admitted  August  9,  1949  and  a diagnosis  of  acute 
pancreatitis  was  made.  He  responded  well  to  medical  treatment  and 
was  operated  upon  later  for  concomitant  biliary  tract  disease.  Be- 
cause of  technical  difficulties  and  surgical  risk  due  to  associated 
pulmonary  disease,  the  common  duct  was  not  explored.  The  possi- 
bility of  common  duct  stones  exists;  however,  barring  occlusion 
of  the  cystic  duct,  he  should  continue  to  do  well. 

5.  M.  F.  (K  30331,  University  Hospital),  a fifty  year  old 
white  male  was  admitted  June  1,  1949  and  a diagnosis  of  acute 
pancreatitis  was  made.  He  improved  on  medical  treatment  and  was 
operated  upon  later  for  associated  biliary  tract  disease.  In  addi- 
tion to  gallstones  and  cholesterolosis,  he  had  an  abscess  of  the  pan- 
creas which  was  drained.  Clinically,  one  might  have  suspected  sup- 
puration because  of  a sustained  fever.  The  question  arises,  would 
earlier  operation  have  prevented  the  abscess?  The  difficulty  in  de- 
termining clinically,  what  pathological  stage  is  present  in  the  pan- 
creas and  the  satisfactory  outcome  seem  to  justify  the  treatment 
employed  in  this  patient.  Cholangiography  demonstrated  the  pan- 
creatic duct  (Fig.  1). 

6.  M.  L.  (K  30294,  University  Hospital),  a fifty -eight  year 
old  white  female  was  admitted  June  8,  1949,  She  had  had  a chole- 
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FIG.  1 — Case  5.  Pancreatic  duct  entering  common  bile  duct  well  above 
the  sphincter  of  Oddi. 


cystectomy  for  stones  twenty-nine  years  previously.  On  this  admis- 
sion she  was  treated  medically  for  acute  pancreatitis.  With  im- 
provement, operation  was  performed  for  suspected  common  duct 
stone,  and  a single  calculus  removed.  Cholangiography  demons- 
trated the  pancreatic  duct  (Fig.  2). 

7.  M.  G.  (49-38987,  Bellevue  Hospital),  a fifty-three  year 
old  white  female,  our  only  mortality.  Was  admitted  May  12,  1949 
and  operated  upon  within  twenty-four  hours  because  of  a diagnosis 
of  perforated  acute  cholecystitis.  A serum  amylase  taken  pre- 
operatively  and  reported  after  operation  revealed  the  true  diag- 
nosis of  acute  pancreatitis.  Cholecystostomy  with  removal  of  gall- 
stones and  drainage  of  the  abdomen  was  of  no  avail,  death  oc- 
curring five  days  later. 


DISCUSSION 

While  this  series  is  small,  it  represents  a variety  of  cases  of 
acute  pancreatitis  and  the  methods  of  treating  them.  Among  these 
cases  there  was  not  a single  one  in  shock.  There  is  little  reason  to 
expect  a satisfactory  outcome  in  desperately  ill  patients  who  are 
seen  in  severe  shock,  with  associated  vasomotor  changes  in  the 
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P'lG.  2 — Case.  6 Pancreatic  duct  visualized.  Bile  ducts  still  markedly  dilated 
following  removal  of  common  duct  stone. 


skin  and  bleeding  in  the  intestinal  tract,  which  suggest  a pan- 
creatitis of  the  hemorrhagic  type.  Nevertheless,  surgery,  whether 
it  be  cholecystostomy  or  choledochostomy,  drainage  of  the  pan- 
creas, or  simple  drainage  of  the  peritoneal  cavity,  have  been  of 
little  avail.  Improvement  in  results  should  come  with  advances  in 
medical  treatment  in  the  early  stages  of  acute  pancreatitis.  Alco- 
holism preceding  the  attack  was  absent  in  all  cases.  Jaundice  was 
noted  clinically  in  4 of  the  7 cases.  In  the  3 patients  who  had  delay- 
ed cholangiograms,  the  pancreatic  duct  was  visualized.  The  pain 
may  be  simulated  by  acute  cholecystitis,  perforated  ulcer,  acute 
appendicitis  and  coronary  occlusion.  The  abdominal  distension  can 
resemble  small  bowel  obstruction.  Acute  pancreatitis  may  be  only 
suspected  without  serum  amylase  determinations.  With  the  latter, 
it  can  be  diagnosed. 
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SUMMARY 

1.  Seven  cases  of  acute  pancreatitis  are  presented.  They  in- 
clude one  fatality,  a patient  operated  upon  early  without  benefit 
of  a serum  amylase  determination. 

2.  The  routine  use  of  serum  amylase  determinations  in  all 
doubtful  “acute  abdomens”  is  urged. 

3.  The  superiority  of  medical  management  over  surgery  early 
in  acute  pancreatitis,  is  repeated. 

4.  A plan  of  management  is  outlined. 
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VALORES  NORMALES  ELECTROCARDIOGRAFICOS  EN  LOS 
NATURALES  DE  PUERTO  RICO 


MANUEL  DE  LA  PILA  IGLESIAS,  M D. 

Ponce,  P.  R. 

GENERALIDADES 

La  exposición  del  asunto  que  pongo  a la  consideración  de  us- 
tedes, constituye  una  contribución  a vuestros  trabajos,  sumamen- 
te modesta.  Carece  de  altura  científica  capaz  de  colmar  las  natu- 
rales exigencias  de  la  exquisita  atención  de  vuestro  cultivado  es- 
píritu. Significa  tan  sólo  un  sencillo  esfuerzo  de  determinar  con 
todo  el  severo  rigorismo  estadístico  por  vez  primera  en  Puerto 
Rico,  estos  valores  en  las  derivaciones  standard. 

Me  apresuro  a decir  derivación  standard,  a señalar  este  hecho, 
para  indicar  con  ello  que  ya  anteriormente,  un  eminente  médico 
puertorriqueño,  el  querido  y admirado  Dr.  Suárez, ^ estableció  los 
promedios  en  las  derivaciones  unipolares.  Estas  consideraciones  es- 
tán a tono  con  mis  aficiones  de  determinar  cada  vez  que  el  azar  me 
depare  una  ocasión,  las  características  que  tenga  o pueda  tener 
en  nuestro  medio  regional,  la  patología  m.édica,  usando  esta  pala- 
bra en  la  acepción  más  amplia  del  vocablo. 

DERIVACIONES  STANDARD  Y UNIPOLAR 

No  se  escapa  a mi  pensamiento  el  hecho  de  la  utilidad  e im- 
portancia de  las  derivaciones  unipolares  reales  y de  las  casi  reales 
precordiales,  las  cuales  son  de  uso  diario  en  nuestra  época. 

No  se  escapa  tampoco  a mi  memoria  el  recuerdo  de  las  frases 
vertidas  por  eminentes  cardiólogos  en  mis  merodeos  por  las  clí- 
nicas cardíacas  del  Norte,  preguntándose  si  había  llegado  ya  el 
momento  de  abandonar  las  derivaciones  clásicas  de  las  extremi- 
dades y usar  sólo  las  unipolares. 

Pero  también  estamos  completamente  conscientes  que  las  de- 
rivaciones standard  se  emplearán  por  muchos  años ; que  ellas  tie- 
nen acumuladas  un  caudal  inigualable  de  experiencia,  que  sus  va- 
lores sirven  de  patrones  y que  poseen  en  el  acervo  más  preciado  de 
sus  méritos  la  prolongada  confirmación  anatomo-patológica  (ne- 
crópsica)  de  la  cual  carecen  todavía  las  derivaciones  unipolares. 

Además,  hay  que  tener  presente  el  hecho  de  que  las  modas 
cambian  y las  modas  vuelven.  Así,  las  ideas  como  las  semillas,  a 
veces  se  amortecen  sepultadas  bajo  la  escarcha  de  la  indiferencia  o 
la  nieve  del  olvido,  y al  primer  deshielo  bajo  el  calor  de  la  investi- 
gación científica,  se  remozan,  reviven  y florecen  de  nuevo.  Y esto 
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no  son  quimeras  de  la  imaginación,  sino  hechos  de  tangible  rea- 
lidad. 

En  el  campo  parcelario  de  conocimientos  que  nos  ocupamos 
esta  vez  en  la  electrocardiografía,  tenemos  un  ejemplo  emocionan- 
te con  lo  sucedido  alrededor  de  las  derivaciones  precordiales  que 
hoy  las  tomamos  diariamente  y que  nos  parecen  cosa  moderna  y 
ya  para  el  año  1889  Augustus  Waller  las  presentó  al  mundo  cien- 
tífico con  su  electrómetro  capilar  de  Lipman,  desapareciendo  des- 
pués este  concepto  sepultado  bajo  el  glacial  aluvión  de  las  técnicas 
de  Einthoven.  En  el  año  1933  la  semilla  de  Waller  prende  de  nuevo 
en  el  mantillo  feraz  del  cerebro  de  Wilson  y florecen  otra  vez  las 
derivaciones  precordiales.  Nadie  puede  predecir  el  futuro  de  las 
ideas  humanas  que  son  imperecederas. 

Por  todo  lo  dicho  antes,  nos  pareció  ineludible  comenzar  este 
estudio  con  las  derivaciones  clásicas  que  constituyen  la  primera 
parte  del  mismo,  concretándonos  esta  noche  a considerar  la  sec- 
ción A de  esta  parte  primera,  relacionada  con  el  voltaje  de  las  on- 
das electrocardiográficas  normales  en  los  naturales  de  Puerto  Ri- 
co y dejando  les  otros  valores  para  otra  ocasión. 

Tropezamos  al  comenzar  con  la  idea  de  normal  y anormal. 

Todos  sabemos  cuán  difícil  es  determinar  las  características  de 
la  anormalidad.  La  frontera  entre  estos  dos  terrritorios : normal  y 
anormal,  es  sumamente  imprecisa,  borrosa. 

A este  respecto  el  Profesor  Stockard,  1931,  en  su  obra  Las 
Bases  Físicas  de  la  Personalidad,  dice  muy  acertadamente  que  todo 
observador  sobre  seres  vivientes  aunque  el  número  de  sus  observa- 
ciones sea  limitado,  se  da  cuenta  rápidamente  de  que  el  promedio 
es  cosa  rara  o que  no  existe. 

La  media  es  un  valor  teórico  de  la  desviación  en  múltiple  di- 
rección. En  confirmación  de  ello,  señálanse  los  trabajos  de  Edwards 
en  “Anatomical  Record”,  1940,  sobre  la  distribución  del  nervio  es- 
plénico  mayor  que  sólo  se  observa  normal  en  el  23  7^’  de  los  sujetos, 
aplicando  el  criterio  de  la  normalidad  con  gran  amplitud ; pero  si  se 
sigue  estrictamente  la  distribución  que  como  normal  establecen  los 
libros  de  anatomía,  sólo  se  encuentra  esa  normalidad  en  el  9%  de 
los  individuos. 

Los  estudios  sobre  la  frecuencia  clínica  de  ciertas  variaciones 
individuales  realizadas  en  Vienna  por  Hoffmann,  “Konstitutions- 
lehre”,  1933,  en  263  personas  demostraron  que  ninguna  de  ellas  es- 
taba libre  de  dichas  variaciones,  ofreciendo  alguna  hasta  el  número 
de  cinco,  (úbula  bífida,  ausencia  de  reflejo  corneal  y faríngeo,  sin- 
dactilia,  desproporciones  de  los  miembros,  etc.,  etc.) 

El  mismo  resultado  obtuvo  Bauer  en  la  raza  de  color  en  New 
Orleans,  según  trabajos  todavía  inéditos. 
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En  lo  referente  a electrocardiogramas,  Viscidi  y Geiger  en  el 
American  Heart  Journal,  1943,  publicaron  un  trabajo  sobre  500 
adultos  aparentemente  saludables,  y encontraron  que  aproximada- 
mente el  50%  (48.8%)  ofrecían  características  electrocardiográfi- 
cas  anormales  en  sus  trazados,  juzgadas  según  el  criterio  de  nor- 
malidad generalmente  en  uso.  Concluyen  que  el  criterio  que  fija 
lo  que  es  normal  en  electrocardiografía  debe  ser  revisado  y amplia- 
do. 


Graybiel  en  un  hermosísimo  trabajo  publicado  en  el  American 
Heart  Journal,  abril  1944,  sobre  1,000  estudiantes  de  aviación  com- 
pletamente saludables  sienta  la  conclusión  siguiente: 

Que  existe  una  gran  variación  individual  en  los  modelos  electro- 
cardiográficos  y una  separación  muy  extensa  entre  los  valores  nor- 
males. Es  aparente  que  lo  normal  se  introduce  dentro  de  los  lí- 
mites en  lo  que  generalmente  se  considera  anormal. 

Es  necesario,  según  dice  Bauer  “Vorlesungen  Uber  Allgemeine 
Konstitutions-Und  Vererbungslehre  Fur  Studierende  Undarzte”  — 
Berlín:  Springer  1921;  ed.  2,  1923  — una  más  exacta  delincación 
entre  lo  normal  y anormal  si  nos  referimos  a la  totalidad  del  indi- 
viduo. Si  una  derivación  particular  de  cierta  significación  se  en- 
cuentra menos  de  5%  en  cada  uno  de  los  individuos  de  la  pobla- 
ción debe  considerarse  anormal;  pero  sí  se  encuentra  en  más  de 
esta  cifra  (5%)  debe  apellidarse  normal,  aunque  represente  una 
desviación  del  promedio.  Tal  clasificación  es  arbitraria,  pero  nece- 
saria y práctica. 

Además  se  apoya  en  datos  estadísticos  firmes,  derivados  de  las 
ecuaciones  representadas  por  las  fórmulas  No.  1 y No.  2. 

Ahora  bien,  si  los  factores  que  se  observan  tienen  representa- 
ción numérica,  como  por  ejemplo,  la  altura  o el  peso  de  una  cosa 
y su  distribución  pertenece  al  sistema  binominal,  el  95%  de  las 
observaciones  se  encontrarán  agrupadas  entre  los  valores  correspon- 
dientes a más  y menos,  dos  desviaciones  standard  contadas  toman- 
do como  punto  de  partida  el  valor  de  la  media  o promedio  aritmé- 
tico de  las  observaciones.  De  modo  que  un  fenómeno  con  represen- 
tación numérica  que  caiga  fuera  de  estos  límites,  en  sentido  positi- 
vo o negativo  pertenecerá  al  grupo  de  los  que  ocurren  o se  obser- 
van en  un  5%  o menos  de  los  casos  y por  lo  tanto,  siguiendo  el  cri- 
terio ya  establecido,  debemos  considerarlo  como  anormal  o al  mar- 
gen de  la  normalidad,  según  la  distancia  que  lo  separe  de  los  valo- 
res ya  establecidos  de  más  o menos  dos  desviaciones  standard  que 
marcan  los  límites  de  lo  que  arbitrariamente  hemos  decidido  llamar 
normalidad. 
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TECNICA  SEGUIDA 


Con  estas  ideas  en  mente  establecimos  la  técnica  del  análisis 
de  los  factores  a estudiar. 

Examinamos  482  personas  aparentemente  saludables  para  cer- 
iiir  de  ellas  100  sujetos  que  apreciamos  estar  en  perfectas  condi- 
ciones de  salud.  Tomamos  las  historias  detenidamente,  practicamos 
los  exámenes  físicos  con  todo  cuidado  y también  los  exámenes  tec- 
nológicos complementarios,  (rayos-x,  laboratorio,  etc.). 

El  grupo  se  compone  de  personas  de  17-25  años,  precisamente  las 
sumidades  floridas  de  la  higidez  biológica  etal  y este  cristerio  lo 
confirma  el  hecho  de  que  estos  son  los  años  de  la  conscripción  mili- 
tar. Fueron  divididos  en  dos  grupos:  50  hombres  y 50  mujeres.  Se 
tomaron  los  electrocardiogramas  en  la  posición  recumbente,  midién- 
dose luego  repetidas  veces  los  valores  del  voltaje  de  cada  una  de  las 
ondas  P,  Q,  R.  S,  T,  en  cada  una  de  las  derivaciones  y las  sumas 
(Rd-S)i,  (R  + S)o,  (R-|-S),j  y el  index  de  los  mismos,  repetidas 
veces  para  estar  seguros  de  dichas  medidas.  Esto  nos  proporcionó 
1900  observaciones  para  considerar. 


RIGUROSIDAD  ESTADISTICA 


A este  respecto  dice  Wilson:  “No  existen  trabajos  estadísticos 
satisfactorios  sobre  las  variaciones  normales  del  tamaño  que  ofre- 
cen las  diferentes  deflexiones  electrocardiográficas.”  Con  este  cri- 
terio de  un  sabio  por  guía,  hubimos  de  trabajar  nuestros  datos 
dentro  de  la  mayor  rigurosidad  biométrica  si  queríamos  obtener 
valores  fundamentales  que  sirvieran  de  patrón  para  ulteriores  con- 
sideraciones. Además,  era  necesario  comparar  nuestros  resultados 
con  algún  modelo  ya  establecido  y el  más  completo  de  esta  natu- 
raleza se  encuentra  en  los  estudios  inéditos  de  Wilson  y en  la  Ta- 
bla del  mismo  autor  que  figura  en  el  libro  de  Stroud,  “Diagnós- 
tico y Tratamiento  de  las  Enfermedades  Cardiovasculares”  cuya 
exactitud  y técnica  debíamos  de  seguir  obligadamente. 

De  estas  1900  observaciones  numéricas  se  obtuvo  la  media  o 
promedio  aritmético  sumando  los  valores  de  cada  observación  y 
dividiendo  por  el  número  de  las  observaciones  mediante  el  uso  de  la 
fórmula  No.  1. 
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Una  vez  obtenida  la  media  aritmética  se  restó  la  misma  de 
cada  observación  para  obtener  las  diferencias  cuyos  cuadrados  eran 
necesarios  para  el  cómputo  de  las  desviaciones  standard  según  la 
fórmula  No.  2 a que  ya  hemos  hecho  referencia. 


Luego  a cada  una  de  estas  1900  diferencias  con  la  media  se 
le  calculó  además  su  valor  elevado  al  cubo  y al  bicuadrado  respec- 
tivamente. 

Estos  valores  anteriores  nos  permitirán  calcular  el  factor  deno- 
minado Sk  y que  representa  el  grado  de  asimetría  o “skewness” 
de  la  distribución  de  las  observaciones  con  relación  a la  media  arit- 
mética aplicando  la  fórmula  No.  3,  mejor  conocida  como  fórmula 
de  Pearson. 
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La  aplicación  de  estas  fórmulas  para  determinar  el  grado  de 
asimetría  de  la  distribución  representa  un  trabajo  de  más  de  vein- 
te mil  operaciones  aritméticas  con  un  centenar  de  miles  de  nú- 
meros. 

Esta  montaña  de  números  me  hace  pensar  que  nunca  fué  más 
apropiado  que  para  este  momento  el  verso  conocido  de  Horacio  que 
dice:  “Parturium  montes  nacetur  ridiculus  mus”  y el  ratoncito 
minúsculo  nacido  de  este  parto  de  los  montes,  lo  constituye  la  si- 
guiente Tabla  Número  1. 
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TABLA  I 

— 100  CASOS  EN  MVT.  SKEWNESS  PEARSON 

STANDARD 

MEAN 

DEVIATION 

SKEWNESS 

MIN. 

MAX. 

Pi 

.086 

.0365 

0.209 

0 

.2 

P., 

.125 

.0499 

0.559 

.05 

.32 

P3 

.102 

.0838 

3.72 

0 

.21 

Qi 

.034 

.0941 

26 

0 

.830 

Q.. 

.021 

.0572 

5.33 

0 

.273 

Q3 

.023 

.0486 

392.7 

0 

.227 

Ri 

.546 

.2895 

0.23 

.11 

1.4 

R, 

1.04 

.5122 

0.39 

.2 

3.36 

Rs 

.726 

.3648 

0.01 

.1 

1.68 

Si 

.122 

.1513 

1.06 

0 

.913 

S2 

.166 

.1564 

5.40 

0 

1.02 

S3 

.126 

.1345 

0.70 

0 

.42 

Ti 

.203 

.0924 

0.21 

0 

.352 

T2 

.276 

.1076 

0.72 

.07 

.55 

T3 

.158 

.1555 

0.071 

.045 

.5 

(R-(-S)  1 

.665 

.3418 

0.28 

.11 

1.684 

(R  + S)2 

1.2 

.5875 

0.81 

.2 

4.38 

(R  + S)3 

.852 

.3629 

0.32 

.1 

1.85 

Index 

-.214 

.6367 

0.45 

.006 

1.25 

CONSIDERACIONES  SOBRE  LAS  TABLAS 


En  la  Tabla  número  I,  figuran  los  distintos  valores  analiza- 
dos, P,  Q,  R,  S,  etc.,  en  milivoltios  y los  valores  de  la  media 
aritmética,  y la  desviación  standard,  por  las  fórmulas  ya  explica- 
das. 

El  “skewness”  o grado  de  asimetría  ha  sido  determinado  por 
la  fórmula  compleja  que  anteriormente  expuse  de  Pearson.  Como 
esta  Tabla  constituye  la  base  de  nuestros  estudios,  tomamos  la 
fórmula  más  exacta. 

Me  creo  obligado  a darles  a ustedes  una  explicación,  de  por 
qué  realizamos  este  trabajo  con  esa  escrupulosidad,  con  el  objeto 
de  no  aparecer  ante  ustedes  como  exagerados. 

Si  en  la  Tabla  que  tienen  ustedes  ante  la  vista  nos  hubiéra- 
mos contentado  con  el  promedio  o media  aritmética,  hubiéramos 
tenido  un  valor  cuya  realidad  difícilmente  hubiéramos  podido  de- 
mostrar. Avanzando  un  poco  más,  con  la  desviación  standard,  de- 
terminamos la  frecuencia  y con  ella  la  probabilidad  que  tiene  de 
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presentarse  cada  fenómeno  dentro  de  condiciones  fijas  determi- 
nadas. 

Si  nuestra  curva  fuera  simétrica,  del  tipo  Gaus,  como  la  que 
representa  la  figura 


entre  más  y menos  una  desviación  standard  encerraríamos  el  68% 
de  las  observaciones  y entre  más  y menos  dos  desviaciones  standard 
el  95%  de  todos  los  fenómenos.  De  modo  que,  los  valores  próximos 
a los  límites  fijados  por  más  y menos  dos  desviaciones  standard 
■contadas  partiendo  de  la  media  aritmética  estarían  colocados  en  el 
lindero  de  lo  normal  y lo  anormal  y necesitados  de  ser  vigilados 
cuando  aparezcan.  Por  medio  de  las  tablas  especiales  aplicadas  a 
esta  curva  simétrica  podríamos  determinar  fácilmente  la  probabi- 
lidad de  ocurrencia  de  un  valor  determinado.  Pero  muchas  distri- 
buciones como  la  de  nuestras  observaciones,  son  asimétricas  y apli- 
car las  tablas  correspondientes  a una  curva  de  Gaus  constituiría  un 
error.  De  ahí  la  necesidad  de  determinar  el  tipo  de  curva  que  me- 
jor se  ajusta  a nuestra  distribución  estudiando  sus  cualidades  si- 
métricas. 

La  ecuación  para  determinar  el  “skewness”  o asimetría  de  una 
distribución  constituye  uno  de  los  grandes  méritos  de  Pearson, 
quien  la  utilizó  en  su  obra  las  “Matemáticas  Aplicadas  a la  Teoría 
de  la  Evolución”,  Ella  nos  permite  determinar  el  grado  de  asime- 
tría de  una  curva  como  la  nuestra. 

Curvas  del  tipo  sugerido  por  la  distribución  de  nuestras  obser- 
vaciones han  sido  estudiadas  y clasificadas  ya  anteriormente  y se 
les  conoce  como  “Curvas  Tipo  III  de  Pearson”. 


(Flg.  2) 
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Para  su  estudio  es  necesario  usar  tablas  especiales,  conocidas 
con  el  nombre  de  Tabla  de  la  Curva  tipo  III  de  Pearson,  que  son  di- 
ferentes de  las  tablas  correspondientes  a la  curva  simétrica  de 
Gaus.  Estas  tablas  las  pudimos  obtener  merced  a la  bondad  de 
Dr.  Wilson  quien  nos  refirió  al  Profesor  Harry  Carver,  de  la  Uni- 
versidad de  Michigan.  Constituye  pues,  una  imperiosa  necesidad  si 
se  quiere  realizar  este  trabajo  biométrico,  determinar  ese  factor 
denominado  “skewness”. 
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Presentamos  ahora  la  Tabla  número  II  que  contiene  los  va- 
lores de  la  primera  Tabla,  pero  determinando  el  “skewness”  por 
fórmula  No.  4 que  es  más  sencilla  que  la  fórmula  de  Pearson  a 
que  nos  referimos  anteriormente  y en  la  que  no  se  requiere  calcu- 
lar los  bicuadrados  de  las  diferencias. 


TABLA  II  — 100  CASOS  EN  MMT.  SKEWNESS  REDUCIDO 


MEAN 

STANDARD 

DEVIATION 

SKEWNESS 

MIN. 

MAX. 

Pl 

0.86 

0.365 

0.25238 

0 

2 

p> 

1.25 

0.499 

0.52913 

.5 

3.2 

P3 

1.02 

0.838 

1.4959 

0 

2.1 

Qi 

0.34 

0.941 

1.7413 

0 

8.30 

Q:^ 

0.21 

0.572 

.83927 

0 

2.73 

Q3 

0.23 

0.486 

.63422 

0 

2.27 

Ri 

5.46 

2.895 

2.7328 

1.1 

14 

R., 

10.4 

5.122 

5.8301 

2 

33.6 

R3 

7.26 

3.648 

2.3954 

1 

16.8 

Si 

1.22 

1.513 

1.9196 

0 

9.13 

s. 

1.66 

1.564 

1.8824 

0 

10.2 

S:i 

1.26 

1.345 

1.0875 

0 

4.2 

Ti 

2.03 

0.924 

1.1968 

0 

3.52 

T, 

2.76 

1.076 

1.1682 

.7 

5.5 

T3 

1.58 

1.555 

2.9091 

.45 

5 

(R+S), 

6.65 

3.418 

2.7631 

1.1 

16.84 

(R  + S):^ 

12.1 

5.875 

7.5248 

2 

43.8 

(R  + S)3 

8.52 

3.629 

2.6229 

1 

18.5 

Index 

— 2.14 

6.367 

7.0067 

.06 

12.5 
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La  Tabla  III  representa  los  50  valores  en  varones  determina- 
dos por  la  misma  fórmula  anterior  sencilla. 


TABLA  III 

— VARONES 
SKEWNESS 

(50  CASOS  EN  MMT.) 
REDUCIDO 

STANDARD 

MEAN 

DEVIATION 

SKEWNESS 

MIN. 

MAX. 

Pl 

0.95 

0.32 

0.75 

0.45 

2 

p.. 

1.32 

0.48 

0.45 

0.5 

3 

P3 

1.09 

1.07 

1.87 

0.41 

8 

Qi 

0.33 

0.48 

0.48 

0 

1.2 

Q2 

0.26 

0.62 

0.86 

0 

2.73 

Q, 

0.25 

1.63 

0.78 

0 

2.27 

K 

6.75 

2.96 

2.54 

3 

14.8 

R.. 

11.69 

7.45 

4.37 

2 

25.2 

R:. 

7.34 

3.63 

1.87 

1 

16 

Si 

1.54 

1.33 

1.31 

0 

4.5 

S. 

2.03 

1.37 

0.39 

0 

3.85 

S3 

1.37 

1.29 

0.96 

0 

4.2 

Ti 

2.40 

0.81 

0.22 

0.91 

4 

T., 

3.09 

1.16 

1.22 

1.2 

5.46 

T3 

1.3 

0.60 

0.80 

0 

4 

(R+S) 

1 

8.26 

0.97 

2.61 

2.73 

15.90 

(R-f-S) 

2 

14.10 

7.46 

3.10 

1.98 

36.30 

(R-j-b) 

3 

8.77 

3.76 

1.84 

2.40 

18 

Index 

-.92 

6.493 

.9945 

.06 

10.68 

La  Tabla  número  IV  representa  estos  mismos  valores  en  mu- 
jeres, por  dicha  fórmula  simple. 


TABLA  IV  — MUJERES  (50  CASOS  EN  MMT.) 
SKEWNESS  REDUCIDO 


MEAN 

STANDARD 

DEVIATION 

SKEWNESS 

MIN. 

MAX. 

Pl 

0.7664 

0.39497 

0.31375 

0 

1.66 

P-, 

1.1998 

0.52359 

0.579375 

0.5 

3.2 

P3 

0.9700 

0.50669 

0.42913 

0 

2 

Qi 

0.3682 

1.2087 

2.1553 

0 

8.30 

Q.. 

0.1730 

0.49971 

0.79195 

0 

1 

Q. 

0.2212 

0.44519 

0.57073 

0 

1.4 

Ra 

4.1642 

2.33910 

2.5519 

0.5 

12 

R., 

9.2392 

4.48530 

6.4926 

2 

13 

R3 

7.1714 

3.4954 

2.5504 

1.8 

16.8 

Si 

0.9072 

1.6169 

2.3484 

0 

9.13 

s.. 

1.2876 

1.64099 

2.4313 

0 

10.2 

S3 

1.1166 

1.18841 

0.96009 

0 

3 

Ti 

1.6676 

0.74157 

0.71531 

0 

4.2 

T., 

2.4266 

0.89372 

0.76253 

0.7 

3.5 

Ta 

1.8312 

2.06390 

6.77900 

0.5 

15 

(R+S)  1 

4.8194 

2.8719 

7.34800 

1.1 

16.84 

(R+S)  2 

10.225 

5.6750 

9.1276 

7.15 

13.12 

(R-|-S)  3 

8.2872 

2.4719 

2.3369 

4.8 

16.66 

Index 

- .2.789 

4.1677 

2.6204 

.5 

7.60 

En  estas  tablas  en  lugar  de  utilizar  la  fórmula  más  complica- 
da de  Pearson  para  el  “skewness”  usamos  la  más  sencilla  por  la 
razón  principalísima  de  que  la  Tabla  americana  de  Wilson,  con  la 
cual  tenemos  que  comparar  nuestros  valores,  fué  construida  con 
esta  fórmula. 

Comparando  la  Tabla  número  III  con  la  Tabla  número  IV  ve- 
mos lo  siguiente: 

En  la  media  aritmética:  P,  R,  S y las  tres 

sumas  R+S,  — en  los  varones 

son  mayores  que 
en  las  mujeres; 

Q y T — oscilan  en  uno  y 

otro  sentido; 

Index  — es  mayor  en  las 

mujeres; 
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Desviación  Standard  — oscila  en  todas  las 

observaciones,  con 
excepción  de  las 
correspondientes 
a la  R y el  index 
que  son  mayores 
en  el  hombre; 

Skewness  — R,  S,  R + S y el  index — son  mayores  en  la 

mujer; 

— el  de  la  P — es  mayor  en  el 

hombre ; 

— el  de  la  Q y T — oscilan; 

La  Tabla  número  V que  se  descompone  en  dos  partes:  A y B, 
compara  los  valores  de  la  Tabla  única  de  Wilson  de  varones  con 
la  nuestra  masculina. 


TABLA 

V -A-  COMPARACION 
POR  TABLA  DE 

ENTRE  EE.  UU. 
STROUD 

Y P.  R. 

MEAN 

STANDARD 

DEVIATION 

U.S. 

P.R. 

U.S. 

P.R. 

Pi 

0.50 

0.95 

0.21 

0.32 

P2 

1.15 

1.32 

0.40 

0.48 

P3 

0.77 

1.09 

0.39 

1.07 

Qi 

0.36 

0.33 

0.45 

0.48 

Q2 

0.58 

0.26 

0.59 

0.62 

Q. 

0.61 

0.25 

0.66 

1.63 

Ri 

5.73 

6.75 

2.74 

2.96 

5.60 

2.40 

Ro 

11.90 

11.69 

3.96 

7.45 

Ra 

7.99 

7.34 

4.41 

3.63 

Si 

1.78 

1.54 

1.27 

1.33 

S2 

1.83 

2.03 

1.52 

1.37 

1.77 

1.40 

S3 

1.39 

1.37 

1.67 

1.29 

1.28 

1.23 

Ti 

2.05 

2.40 

0.97 

0.81 

T. 

2.99 

3.09 

1.37 

1.16 

T:i 

. 1.22 

1.3 

1.22 

0.60 

(R  + S)  1 

7.58 

8.26 

2.94 

0.97 

(R  + S)2 

13.88 

14.10 

3.63 

7.46 

(R  + S)3 

9.68 

8.77 

4.27 

3.76 

Index 

-2.68 

.95 

6.70 

6.493 

TABLA 

V -B- 

COMPARACION 
POR  TABLA 

ENTRE 

STROUD 

EE.  UU. 

Y P.  R. 

SKEWNESS 

MINIMUM 

MAXIMUM 

u.s 

P.R 

U;S 

P.R 

U.S 

P.R 

Pi 

0.87 

0.75 

0 

0.45 

1.2 

2 

P., 

0.56 

0.45 

0.3 

0.5 

2.5 

3 

P3 

0.23 

1.87 

0.2 

0.41 

1.8 

8 

Qi 

1.25 

0.48 

0 

0 

2 

1.2 

Q.> 

1.02 

0.86 

0 

0 

2.5 

2.73 

Q3 

1.12 

0.78 

0 

0 

3 

2.27 

Ri 

1.56 

2.54 

1.5 

3 

19.4 

14.8 

0.73 

1.5 

12 

R., 

0.43 

4.37 

4 

2 

23.6 

25.2 

R3 

0.37 

1.87 

1 

1 

20 

16 

Si 

0.61 

1.31 

0 

0 

6 

4.5 

S2 

1 

0.39 

0 

0 

8 

3.85 

0.59 

0 

6 

S3 

3.37 

0.96 

0 

0 

13 

4.2 

0.67 

0 

4.5 

Ti 

0.94 

0.22 

0.5 

0.91 

5.5 

4 

T, 

0.30 

1.22 

0 

1.2 

8 

5.46 

T3 

0.30 

0.80 

2 

0 

5.5 

4 

(R+S)  1 

1.35 

2.61 

2.5 

2.73 

20.6 

15.90 

(R  + S)o 

0.58 

3.10 

6 

1.98 

25.4 

36.30 

(R  + S)3 

0.51 

1.84 

3.2 

2.40 

18 

18 

Index 

0.3 

.9945 

17.2 

.06 

20.5 

10.68 

Observamos  en  ellas  las  siguientes  diferencias  en  cuanto  a: 


Media  Aritmética  o 

Promedio  — P y T — son  francamente  más 

altas  en  P.  R.  que  en 
los  Estados  Unidos 
en  todas  las  deriva- 
ciones ; 

— R,  Q y el  index  — Son  mayores  en  Esta- 
dos Unidos  que  en 
Puerto  Rico ; en  los 
demás  factores  anali- 
zados los  valores  son 
irregulares  y oscilan 
en  unos  y otros  sitios 
poco  demostrativos; 
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Desviación  Standard  — P y Q 


— es  mayor  en  Puerto 
Rico; 


— T y el  index  — es  mayor  en  los  Esta- 


dos Unidos;  los  de- 
más valores  oscilan; 


Skewness 


— R,  R + S y el  — es  mayor  en  P.  R.; 
index 


— Q 


es  mayor  en  Estados 
Unidos;  los  otros  va- 
lores oscilan. 


Algo  se  destaca  en  esta  comparación  y es  que  los  valores  auri- 
culares en  Puerto  Rico  son  superiores  a los  americanos  y que  los 
valores  ventriculares  representados  por  la  R^  y R^^  son  superiores 
en  Norte  América. 

Si  me  permitís  la  frase,  diría:  que  nosotros  a este  respecto, 
somos  más  auriculados  y los  americanos  más  ventriculados  en  el 
voltaje  electrocardiográfico. 

Y para  terminar,  permítanme  hacer  los  siguientes  comentarios: 

Primero  — que  no  veáis  en  niis  palabras  un  alarde  de  conoci- 
mientos de  estadísticas,  que  estoy  muy  lejos  de  poseer. 

En  este  trabajo  he  tenido  la  colaboración  bondadosa  e inteli- 
gente de  muchas  personas.  Aquí  en  Ponce,  del  buen  amigo,  compe- 
tente arquitecto  e ingeniero,  Don  Adolfo  Nones;  de  personas  vei'- 
sadas  en  matemáticas  como  Moczó,  Visot;  de  la  Srta.  Esther  Diaz 
que  por  varios  años  nos  acompaña  en  la  tecnología  electrocardio- 
gráfíca  y que  nos  ha  ayudado  durante  los  tres  años  que  ha  durado 
la  obtención  y análisis  de  los  datos  y que  últimamente  se  ha  sa- 
cado los  ojos,  como  se  dice  vulgarmente,  manejando  tantos  miles 
de  números;  y del  maestro  de  maestros  Sr.  José  L.  Janer,  del  De- 
partamento de  Salud. 

Reconocidos  estamos  a la  bondadosa  acogida  del  Sr.  Costa 
Mandry.  Deseo  testimoniar  mi  agradecimiento  también  a los  jefes, 
Dr.  Abel  de  Juan  y al  Honorable  Comisionado  de  Salud,  Dr.  Juan 
A.  Pons,  quienes  me  abrieron  de  par  en  par  las  puertas  de  ese  De- 
partamento de  Estadísticas  que  constituye  hoy  día  uno  de  los  ex- 
ponentes más  elevados  de  la  cultura  médico-científica,  uno  de  los 
anclajes  más  seguros  de  la  ufanía  de  nuestra  medicina  regional. 

Ved  en  mi  solamente  una  imagen  de  ese  mal  estudiante  cróni- 
co que  habréis  contemplado  muchas  veces  deambulando  por  los 
claustros  universitarios  por  muchos  años,  en  busca  de  conocimien- 
tos, sin  pasar  nunca  del  nivel  de  un  mediocre,  pero  honrado  apren- 
diz. 


366 


MANUEL  DE  LA  PILA 


También  quiero  deciros  que  debemos  aficionarnos  a estos  es- 
tudios porque  la  tendencia  moderna  de  la  ciencia  tiene  sus  vectores 
dirigidos  sostenida  e inquebrantablemente  hacia  lo  cuantitativo.  A 
medida  que  la  medicina  emerja  cada  día  más  y más  de  su  condi- 
ción inicial  cualitativa  y logre  establecer  un  cuantum  en  su  modo 
de  pensar  y en  su  método  de  trabajar,  irá  adquiriendo  situaciones 
cada  vez  más  seguras  y destacadas  en  la  jerarquía  científica  de  las 
disciplinas  del  saber. 

Estas  inquietudes  del  espíritu  por  adquirir  la  verdad,  siem- 
pre aparejan  sufrimientos  de  sudores  o de  emociones. 

Si  para  extraer  de  la  tierra  inerte  la  razón  de  la  existencia 
física  de  la  misma,  la  sustancia  radioactiva,  si  para  conseguir  un 
gramo  de  radium  se  necesita  movilizar  y tratar  toneladas  de  blen- 
da, nosotros  también  necesitamos  toneladas  de  paciencia  y tonela- 
das de  números  para  extraer  no  digo  un  gramo,  sino  décimas  de 
miligramos  como  en  este  caso,  de  verdad  radiante  científica. 

Tal  deben  ser  nuestros  propósitos,  si  queremos  valorar  los  sig- 
nos del  electrocardiograma,  vocabulario  de  ese  lenguaje  eléctrico 
conque  nos  habla  clínicamente  el  corazón. 


DOLOR  ABDOMINAL  AGUDO  EN  LA  INFANCIA 
Y LA  NIÑEZ 


DR.  JUAN  BASORA-DEFILLO* 

Al  intentar  discutir  en  esta  ocasión  el  interesante  tema  de 
dolor  abdominal,  con  referencia  a la  niñez  y la  infancia,  no  lo  hago 
con  el  propósito  de  traeros  nada  nuevo.  Simplemente  tengo  en  men- 
te presentar  a ustedes  un  repaso  para  recordar  ciertos  aspectos  del 
tema. 

Cuando  se  me  llama  por  teléfono  para  ver  un  niño  que  tiene 
dolor  abdominal,  vómito,  fiebre,  quizás  estreñimiento  se  presenta 
ante  mi  mente  la  posibilidad  de  una  apendicitis ; y se  presenta  esta 
posibilidad,  pues  es  la  apendicitis  la  más  común  de  las  causas  de 
dolor  abdominal  y la  más  seria.  Un  50%  de  las  apendicitis  comien- 
zan antes  de  los  20  años  de  edad. 

La  apéndice  en  el  niño  es  un  órgano  pequeño,  su  pared  es 
fina  y contiene  una  gran  cantidad  de  tejido  linfoide.  Estas  propie- 
dades hacen  que  en  caso  de  infección,  se  absorba  y desparrame  rá- 
pidamente o que  su  pared  fina  disemine  la  infección  al  peritoneo. 

La  apendicitis  es  más  común  en  las  edades  de  un  año  en  ade- 
lante; el  infante  raras  veces  sufre  de  apendicitis;  su  apéndice  en 
forma  de  cono,  permite  libre  drenaje  en  el  ciego  y las  infecciones 
bacterianas  son  menos. 

El  factor  determinante  en  la  producción  de  la  apendicitis  es 
la  infección,  usualmente  asociada  con  alguna  condición  que  inter- 
fiere con  el  libre  drenaje  del  apéndice.  Obstrucción  de  la  luz  apen- 
dicular  puede  ser  debido  a torsiones,  cicatrices,  impactos  fecales, 
cuerpos  extraños,  parásitos  intestinales  o debido  a trauma.  La  in- 
fección puede  ser  causada  por  organismos  ya  presentes  en  la  luz 
apendicular  o por  extensión  de  la  infección  del  intestino  adyacente 
o por  bacteria  llevada  a través  del  torrente  sanguíneo,  por  ejem- 
plo: de  una  infección  del  tramo  respiratorio  superior. 

Los  sintomas  cardinales  de  apendicitis  son  dolor  abdominal, 
fiebre,  náusea,  vómito,  dolor  localizado  y rigidez.  Por  lo  regular, 
todos  estos  síntomas  están  presentes  en  el  niño.  El  dolor  puede  co- 
menzar en  el  epigastrio,  pero  algunas  veces  comienza  en  el  bajo 
vientre.  Algunas  veces  es  de  tipo  cólico  o de  calambre.  En  poco  tiem- 
po, de  6 a 24  horas,  se  localiza  en  la  fosa  ilíaca  derecha. 

El  dolor  puede  ser  poco  y casi  siempre  es  acompañado  de  vó- 
mito, algunas  veces  diarrea.  Esta  sintomatología  aparentemente 
inofensiva  para  muchas  madres,  las  hace  pensar  en  una  condición 
intestinal  y como  consecuencia  el  niño  recibe  purgantes  y se  le 
administran  enemas;  a veces  varias  enemas  o purgantes  con  con- 

* Jefe  Departamento  de  Pediatría,  Hospital  Distrito  de  Bayamón. 
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secuencias  fatales,  pues  es  de  todos  conocido  que  a una  persona  y 
menos  a un  niño,  con  sintomatología  de  vientre  agudo  no  debe 
darse  esta  clase  de  tratamiento. 

Sensación  de  dolor  al  palpar  en  un  punto  específico  del  abdo- 
men, casi  siempre  en  la  región  de  la  fosa  ilíaca  derecha  y raras 
veces  en  la  izquierda,  es  el  signo  más  importante.  Espasmo  mus- 
cular se  nota  en  niños  mayores.  Dolor  al  retirar  la  mano  del  área 
palpada,  “rebound  tenderness”,  es  muy  importante  en  niños  ma- 
yores y puede  ser  de  valor  en  niños  pequeños,  si  observamos  la 
expresión  facial  del  niño  al  hacer  la  palpación.  El  tacto  rectal  de- 
mostrará masa  en  la  pelvis  o fosa  ilíaca  derecha.  El  tacto  rectal 
ayuda  pero  no  es  necesario  en  todos  los  casos.  Muchas  veces  lo  que 
hace  es  ocasionar  molestias  al  paciente.  Otros  síntomas  que  acom- 
pañan a un  ataque  de  apendícítís  y nos  ayudan  en  el  diagnóstico 
son:  náusea,  vómitos,  estreñimiento  y menos  frecuente  la  diarrea. 
El  recuento  celular  blanco  es  elevado  con  un  por  ciento  de  polinu- 
cleares también  elevado,  por  ejemplo,  15,000  a 20,000.  Recuentos  de 
25,  a 50,000,  nos  hacen  pensar  en  otras  posibilidades. 

El  cuadro  clínico  puede  variar  con  la  posición  del  apéndice.  Si 
éste  está  debajo  del  hígado  por  faltar  la  rotación  del  colon,  los  sín- 
tomas y signos  estarán  en  la  región  de  la  vesícula  biliar. 

Algunos  niños  son  de  condición  estóica  y aparentan  no  sentir 
dolor  a la  palpación,  pero  no  se  escapará  a nuestra  vista  algún  sig- 
ilo de  dolor  manifiesto  por  la  mirada  angustiada  del  niño  al  palpar 
el  punto  adolorido. 

La  apendicitis  hay  que  diferenciarla  de  adenitis  mesentérica  y 
de  pulmonía,  tarea  ésta  que  muchas  veces  no  es  muy  fácil.  Braher 
y James  de  Inglaterra  en  un  análisis  de  32  casos  de  adenitis  aguda 
en  niños  de  2-1  i2  a 11  años  de  edad  encontraron  que  en  los  casos 
de  adenitis  mesentérica  había  siempre  historia  de  dolor  de  gargan- 
ta, malestar  y elevación  de  la  temperatura  antes  del  comienzo  del 
dolor  abdominal.  El  dolor  en  los  casos  de  adenitis  mesentérica  es  de 
tipo  cólico,  sin  localización  en  el  abdomen.  Aunque  hay  predilección 
uor  el  lado  derecho,  no  llega  a haber  localización  en  el  área  de 
McBurney.  Vómitos  y náusea  no  son  síntomas  constantes  y la  rigi- 
üez  abdominal  es  rara.  El  tacto  rectal  en  un  gran  número  de  casos 
revela  la  palpación  de  grandes  masas  de  glándulas  en  el  aspecto 
anterior  del  tercio  superior  del  sacro.  Como  dije  antes,  esta  con- 
dición es  muchas  veces  difícil  de  diferenciar  de  apendicitis  aguda. 
Ante  la  duda  hay  veces  que  es  necesario  operar.  El  mecanismo 
por  el  cual  se  produce  el  dolor  abdominal  en  los  casos  de  adenitis 
mesentérica  no  se  sabe.  La  enfermedad  puede  ser  debida  a un 
virus  complicado  por  una  faringitis  estreptocóccica. 

Linfadenitis  de  la  región  ilíaca  puede  confundir  el  diagnósti- 
co de  apendicitis.  La  historia  casi  siempre  revela  infección  prece- 
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dente,  tales  como  infecciones  de  la  piel,  faringitis,  gripe.  Algunos 
días  después  de  la  infección,  hay  elevación  de  la  temperatura  y do- 
lor de  la  cadera  y del  abdomen,  rehusando  el  niño  sentarse  ni  pa- 
rarse. Un  hallazgo  conspicuo  en  los  casos  de  linfadenitis  ilíacas  es 
la  flexión  del  muslo  en  el  lado  afectado  debido  a espasmo  del  psoas 
que  hace  imposible  la  extensión  del  muslo.  Cuando  este  signo  de 
dolor  a la  flexión  y extensión  es  del  muslo  derecho,  puede  ser  un 
hallazgo  en  un  apéndice  retrocecal  produciendo  contracción  del 
psoas  y por  lo  tanto  se  debe  sospechar  la  apendicitis.  Otro  signo 
típico  es  la  defensa  unilateral  del  abdomen.  Los  nodos  linfáticos 
ilíacos  están  hondos  en  la  fosa  ilíaca.  Los  síntomas  de  linfadenitis 
ilíaca  son  severos.  Hay  infección  con  leucocitosis,  fiebre  y sedimen- 
tación elevada  acompañando  al  cuadro  descrito.  La  enfermedad  es 
seria  y estos  niños  están  bastante  enfermos.  Con  el  advenimiento 
de  las  sulfas  y los  antibióticos,  sin  embargo,  el  pronóstico  ha  me- 
jorado. En  nuestra  experiencia  estos  casos  no  supuran.  Se  levantan 
y curan  después  de  dos  a tres  semanas  de  tratamiento  intenso  con 
penicilina.  La  pierna  flexionada  debe  ponerse  en  tracción  para  evi- 
tar la  contracción. 

Los  parásitos  intestinales  son  causa  común  de  dolor  abdomi- 
nal. Las  lombrices  son  las  ofensoras  más  comunes  como  causan- 
tes de  dolor.  Una  infestación  por  lombrices  puede  causar  recreci- 
miento glandular  mesentérico  y producir  dolor;  así  también  pue- 
de causar  irritación  del  intestino  y hasta  obstrucción  por  rollos 
de  lombrices.  El  dolor  abdominal  por  parásitos  intestinales  no  es 
localizado  y casi  siempre  aparece  alrededor  del  ombligo,  es  de  ti- 
po cólico  y no  continuo.  En  nuestros  archivos  tenemos  sin  embar- 
go casos  con  historia  de  dolor  con  localización  que  han  sido  opera- 
dos sospechando  apendicitis  y en  los  cuales  el  cirujano  encontró 
un  apéndice  normal  en  el  cual  habíase  localizado  una  lombriz.  La 
uncinaria,  los  tricocéfalos,  las  amebiasis,  pueden  producir  dolores 
de  tipo  cólico  según  hemos  descrito.  Un  niño  puede  tener  parásitos 
intestinales  pero  también  tener  apendicitis  aguda  y bronconeumo- 
nía.  El  siguiente  caso  es  ilustrativo; 

J.  E.  R.  niño  de  7 años  de  edad.  No.  45824  H.  D.  B.  admitido 
al  hospital  de  Distrito  de  Bayamón,  julio  4,  1946  con  dolor  abdomi- 
nal agudo  de  4 días  de  duración.  No  hay  historia  de  diarrea,  ni  vó- 
mitos. La  mamá  le  dió  un  purgante  el  día  anterior  de  traerlo  al 
hospital  y le  administró  una  enema. 

El  abdomen  aparecía  rígido  con  dolor  generalizado.  Se  admi- 
tió con  el  diagnóstico  de  apendicitis  con  supuración  y peritonitis. 
Fué  operado  por  el  cirujano.  El  niño  tuvo  un  curso  violento  post 
operatorio  y desarrolló  pulmonía  que  le  mantuvo  en  cama  por  dos 
semanas.  Se  le  administró  penicilina  y curó  bien. 
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Dolor  abdominal  que  no  persiste  y que  no  se  localiza,  ni  está 
acompañado  de  elevación  de  temperatura,  aunque  haya  elevación 
de  las  células  blancas,  no  puede  considerarse  apendicitis.  Nosotros 
hemos  tenido  este  tipo  de  caso  varias  veces  en  niños  que  han  sido 
admitidos  para  observación  pero  que  no  se  han  operado  debido  a 
no  tener  todos  los  signos  clásicos  de  la  apendicitis.  Este  cuadro 
lo  puede  dar  los  parásitos  intestinales  y mejoran  y se  curan  des- 
pués de  recibir  los  antihelmínticos  indicados  para  los  distintos  pará- 
sitos. También  hay  casos  de  apendicitis  que  no  progresan  hasta 
hacer  necesario  su  operación. 

Es  de  todos  conocido  que  la  disentería  bacilar  aguda  puede 
comenzar  con  dolor  abdominal  de  tipo  agudo.  El  dolor  sin  embar- 
go es  de  tipo  cólico  y viene  acompañado  de  tenesmo.  Otros  sínto- 
mas son  fiebre,  deshidratación,  evacuaciones  líquidas  y frecuentes 
acompañadas  de  sangre  y mucosidad.  Hay  leucocitosis  elevada. 
En  el  tipo  de  Shiga  el  paciente  se  encuentra  bien  tóxico  y severa- 
mente enfermo. 

Una  condición  común  entre  los  muchachos  mayores  son  las 
llamadas  “indigestiones”  por  comer  excesivamente  de  algunos  ali- 
mentos o de  frutas  en  exceso.  En  la  región  occidental  de  la  isla  es 
común  entre  los  muchachos  los  dolores  cólicos  debido  a comer 
m.angos,  especialmente  si  éstos  están  verdes.  Estos  dolores  en  el  ca- 
so de  las  frutas  verdes  son  frecuentes  y posiblemente  debido  a la 
lesina  de  la  fruta.  En  los  casos  de  otros  alimentos  posiblemente 
el  dolor  sea  alérgico.  Muchas  veces  sin  embargo  los  pacientes  con 
apendicitis  dan  una  historia  de  una  de  estas  indiscreciones  gástri- 
cas. Recientemente  tuve  un  caso  de  un  niño  de  10  años.  La  histo- 
ria era  de  haber  estado  la  noche  anterior  en  una  gira  en  la  playa 
y en  la  cual  el  muchacho  comió  grandes  cantidades  de  “hot  dogs”. 
En  la  mañana  del  día  siguiente  tuvo  vómitos,  dolor  generalizado  pe- 
ro con  tendencia  a la  localización  en  el  área  del  apéndice.  No  se  le 
dió  purgante.  Por  la  mañana  fuimos  llamados  a verlo,  le  hicimos  un 
examen  y sospechamos  apendicitis.  El  recuento  celular  era  elevado. 
Fué  visto  de  nuevo  en  la  tarde,  como  5 horas  después,  ya  había 
signos  definitivos  de  dolor  apendicular.  Se  llamó  en  consulta  al  ci- 
rujano. quien  confirmó  el  diagnóstico.  Se  llevó  al  niño  a operar  y se 
amputó  un  apéndice  supurado.  Este  tipo  de  caso  debe  diferen- 
ciarse de  aquellos  en  que  la  condiciórr  no  es  aguda  y sí  debido  a 
irritación  intestinal,  como  mencionamos  antes  en  el  caso  de  las 
frutas  verdes. 

Una  condición  rara,  pero  que  debe  considerarse  es  dolor  ab- 
dominal debido  a una  espina  bífida  oculta.  Recuerdo  una  estudiante 
de  enfermera  en  mi  año  de  interno,  quien  padecía  dolores  abdomi- 
nales que  ocurrían  frecuentemente.  Después  de  intensa  observa- 
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ción  se  llegó  a la  conclusión  que  solamente  la  espina  bífida  oculta 
era  la  causa  de  sus  dolores. 

Otro  cuadro  clínico  que  nos  encontramos  algunas  veces  es  el 
síndrome  causado  por  ileitis  regional.  La  ileitis  regional  aguda  es 
una  condición  médica,  por  el  contrario  la  condición  hay  que  dife- 
renciarla de  apendicitis,  inflamación  del  divertículo  de  Meckel,  lin- 
fadenitis mesentérica,  colitis  ulcerativa,  tuberculosis,  actinomico- 
sis.  El  dolor  se  manifiesta  en  ataques  severos  intermitentes  acom- 
pañados de  estreñimiento,  vómitos,  distensión.  Una  masa  abdominal 
puede  palparse  algunas  veces  y peristalsis  visible  es  evidente.  El 
dolor  es  de  tipo  cólico,  y casi  siempre  aparece  a las  dos  horas  des- 
pués de  las  comidas,  produciendo  náusea  y vómito.  El  Dr.  Asencio, 
cirujano  de  nuestra  institución,  ha  coleccionado  una  serie  de  casos 
que  ha  informado  anteriormente  en  la  literatura  sobre  la  patología 
aguda  de  estos  casos,  pues  muchos  pacientes  que  ingresaron  al  hospi- 
tal en  estado  agudo  fueron  operados  por  él.  La  condición  edematosa 
y de  apariencia  devitalizada  del  intestino  obligó  en  muchos  casos  a 
hacer  resecciones  del  intestino.  En  la  mayoría  de  casos  agudos  no 
hay  que  operarlos  sin  embargo,  se  curan  espontáneamente ; otros  ca- 
sos siguen  un  curso  crónico.  En  el  estado  crónico  es  necesario  la  ayu- 
da de  los  Rayos  X en  el  diagnóstico.  Cuando  se  establece  la  esteno- 
sis se  notan  defectos  en  la  región  del  intestino  y se  verá  al  dar 
bario  al  enfermo  una  columna  fina  del  bario  que  es  descrita  como 
“string  sign”  y considerada  patognomónica  de  enteritis  regional.  La 
ileitis  regional  en  mi  experiencia  no  es  muy  común. 

En  las  niñas  que  sufren  de  dolor  abdominal  tenemos  que  te- 
ner en  cuenta  la  posibilidad  de  patología  pélvica.  Los  síntomas  que 
se  presentan  pueden  dividirse  en  dos:  síntomas  de  abdomen  agu- 
do y casos  de  abdomen  no  agudo.  Goldman  et  al,  al  revisar  14  ca- 
sos con  esta  patología,  encontraron  que  50  pacientes  presentaban 
un  cuadro  clínico  de  abdomen  agudo.  Los  síntomas  sobresalientes 
en  estos  casos  de  Goldman  eran  los  siguientes:  dolor  abdominal  in- 
termitente de  uno  y medio  a 14  días  de  duración  antes  de  ser  hos- 
pitalizados. Vómitos,  historia  de  dar  purgante  con  síntomas  agra- 
vantes. Había  distensión  abdominal,  dolor  y rigidez.  En  dos  casos 
hubo  palpación  de  masa.  Leucocitosis  era  constante  en  estos  casos. 
Se  sospechó  apendicitis  en  seis  casos  y diverticulitis  con  absceso  en 
un  caso.  El  diagnóstico  inmediato  y patológico  reveló  torsión  de  quis- 
te dermoide  en  dos  ocasiones,  en  tres  casos  torsión  de  quistes  he- 
morrágicos,  torsión  de  tubo  y ovario  en  uno  y piosalpin  con  ruptura 
en  uno.  En  su  mayoría  la  adnexa  derecha  era  el  sitio  de  la  lesión 
patológica. 

Entre  los  que  tuvieron  dolor  crónico  abdominal  se  encontró 
masa  en  el  vientre  en  todos  ellos.  Los  hallazgos  patológicos  fueron 
quistes  dermoides  en  unos  y en  otros,  sarcoma  o adenocarcinoma. 
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Por  lo  tanto  es  importante  tener  en  mente  la  posibilidad  de  pato- 
logía intrapelviana,  cuando  es  una  niña  la  que  tiene  dolor  ab- 
dominal. Dolor  agudo,  si  es  de  súbita  aparición  frecuentemente  in- 
dica torsión  de  un  quiste  ovárico  o ruptura  de  un  quiste  con  reac- 
ción peritoneal  asociada.  Síntomas  de  historia  de  trauma,  levan- 
tamiento de  peso,  fuerza  al  orinar  o al  defecar  pueden  ser  la  causa 
de  torsión  del  quiste  ovárico.  Es  necesario  el  tacto  rectal  en  el  exa- 
men para  ayudar  en  el  diagnóstico.  Nuestra  experiencia  en  patolo- 
gía pélvica  es  escasa,  pues  no  hemos  visto  más  de  uno  o dos  casos 
de  esta  clase. 

Es  imposible  separar  la  infancia  de  la  niñez  al  discutir  el  te- 
ma de  dolor  abdominal.  Si  bien  es  verdad  que  las  condiciones  que 
hemos  mencionado  ocurren  más  en  el  niño  mayor,  de  2 - 12  años, 
también  pueden  ocurrir  en  niños  menores.  Tuvimos  un  pacientito 
de  seis  meses  de  edad,  del  Hospital  de  Distrito,  con  síntomas  abdomi- 
nales y en  el  que  hicimos  clínicamente  el  diagnóstico  de  apendici- 
tis.  El  caso  en  síntesis  es  el  siguiente: 

M.  V.  No.  43700,  bebé  de  seis  meses  de  edad  admitido  al  Hos- 
pital Distrito  de  Bayamón  el  22  de  marzo  de  1946.  Temperatura 
399  (R)  con  dolor  abdominal  cólico  de  15  horas  de  duración.  No  ha- 
bía vómito,  ni  diarrea.  El  abdomen  estaba  bastante  rígido  tanto  en 
el  lado  derecho  como  en  el  izquierdo,  contage  de  8,760,  68%  polinu- 
cleares, eosinófilos,  9%  linfocitos,  22%.  Se  pensó  en  parásitos  in- 
testinales y en  intususcepción.  Dado  la  agudeza  de  los  síntomas,  el 
bebé  fué  operado.  El  cirujano  encontró  adenitis  mesentérica  y lom- 
brices. El  apéndice  fué  informado  por  el  patólogo  como  uno  de  peri- 
apendicitis. 

Las  condiciones  más  comunes  de  dolor  abdominal  en  el  infan- 
te sin  embargo  son  las  intususcepciones  y el  vólvulo,  causando  obs- 
trucción intestinal.  La  intususcepción  es  la  más  común,  una  inciden- 
cia de  70  por  ciento  en  niños  y un  60%  antes  del  año  de  edad.  La 
enfermedad  se  puede  presentar  en  niños  de  pocas  semanas  y aún 
en  recién  nacidos.  El  comienzo  de  la  intususcepción  es  generalmente 
súbito  aunque  casos  crónicos  y recidivantes  son  observados.  Los 
hay  asociados  con  un  divertículo  de  Meckel.  Los  síntomas  clásicos 
son  dolores  de  cólico  que  se  inician  bruscamente  y se  repiten  a in- 
tervalos de  duración  variable  con  manifestaciones  de  íleo.  Una  masa 
de  consistencia  de  butifarra  se  puede  palpar  tanto  abdominal  como 
por  tacto  rectal.  El  tacto  rectal  es  importante.  Al  hacer  el  tacto 
rectal,  sangre  sin  coágulos  es  evidente  y más  típico  aún  puede  en- 
contrarse una  substancia  gelatinosa  con  sangre  (current  jelly)  al 
retirar  el  dedo  del  recto.  Este  signo  es  considerado  como  patog- 
nomónico  de  la  intususcepción.  Durante  los  intervalos  entre  los  ata- 
ques de  dolor,  el  bebé  puede  aparecer  completamente  bien  y conten- 
to. Es  típico  el  dolor  circunscrito  a la  tumoración;  el  niño  trata  de 
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rechazar  la  mano  que  palpa.  Es  importante  reconocer  la  invagina- 
ción a tiempo  pues  todo  aplazamiento  en  operar  es  funesto. 

Vólvulo  es  otra  causa  de  obstrucción  intestinal  que  produce 
vómitos  y distensión,  pero  no  hay  masa.  Sólo  en  parte  de  los  ca- 
sos se  presentan  deposiciones  hemorrágicas  como  en  los  casos  de 
invaginación.  Más  frecuente  que  el  vólvulo  de  asas  aislados  es  el  de 
todo  el  intestino  delgado,  por  torsión  de  la  raíz  de  mesenterio.  Fin- 
kelstein  considera  el  signo  de  una  resistencia  como  de  bolsa  de  agua 
en  el  abdomen  característica  y palpable,  en  todos  sus  casos.  Otras 
causas  de  obstrucción  intestinal  que  tenemos  que  considerar  son: 
estrangulación  arteriomesentérica  del  duodeno;  adherencias  peri- 
toníticas,  estrangulación  de  hernias  del  mesenterio,  y del  diafrag- 
ma. 

Las  hernias  externas  estranguladas  se  pueden  observar  duran- 
te las  primeras  semanas  de  edad  y los  signos  serán  obvios. 

Una  condición  que  produce  dolor  y signos  de  obstrucción  es  la 
estenosis  hipertrófica  del  píloro.  El  bebé  casi  siempre  es  varón  y 
es  primer  hijo,  vómitos  de  tipo  proyectil  están  presentes  y la  masa 
típica  se  palpa  en  el  lado  derecho.  La  masa  del  píloro  hipertrofiado 
no  se  palpa  sin  embargo  en  todos  los  casos  y no  es  necesario  haberlo 
palpado  para  hacer  un  diagnóstico.  Es  más  común  notar  los  vómi- 
tos proyectiles,  la  presencia  de  ansiedad,  peristaltismo,  gastritis, 
fruncimiento  de  la  piel  de  la  frente.  El  niño  con  estenosis  piló- 
rica  que  no  se  atiende  seguida  se  deshidrata,  evacúa  poco,  pasán- 
dose las  llamadas  evacuaciones  de  hambre.  El  mejor  tratamiento 
es  la  piloromiotomia.  Estos  casos  hay  que  diferenciarlos  desde  lue- 
go de  la  condición  más  benigna,  conocida  como  piloroespasmo.  Es- 
ta cede  a las  drogas  antiespasmódicas  y responde  al  tratamiento 
médico  general. 

Tuberculosis  abdominal  aguda.  El  poder  diferenciar  entre  glán- 
dulas ileocecales  tuberculosas  y una  apendicitis  catarral  benigna 
es  difícil.  Se  pueden  palpar  glándulas  en  muchos  casos,  y los  hay 
en  grupos  formando  masas  que  simulan  tumores.  Sin  embargo,  si 
no  Se  palpan  las  glándulas  es  mejor  tratarlo  como  apendicitis  y 
operar.  La  tuberculosis  abdominal  hay  que  tenerla  en  cuenta  siem- 
pre en  Puerto  Rico. 

La  peritonitis  tuberculosa  es  no  obstante  una  enfermedad 
mucho  más  seria,  muchas  veces  siendo  la  causa  de  obstrucción 
aguda  o subaguda. 

Peritonitis  primaria  ocurre  en  infantes  y niños.  La  mayor  par- 
te de  estos  casos  son  causados  por  el  neumococo  y son  más  frecuen- 
tes en  niñas.  Es  importante  tratar  de  aislar  el  organismo  que  pro- 
duce esta  peritonitis,  pues  el  tratamiento  específico  depende  de 
ello.  La  peritonitis  primaria  tiene  un  contage  celular  más  eleva- 
do y en  muchos  casos  están  acompañados  de  diarrea.  En  estos  ca- 
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SOS  tenemos  que  adoptar  una  actitud  de  observación,  esperar  has- 
ta que  haya  localización  y forma  de  abceso  que  puede  formar  ca- 
beza en  el  ombligo  o por  el  recto  y en  este  caso  puede  operarse. 

Ulceras  pépticas  como  resultado  de  congestión  o embolismo  se 
encuentran  algunas  veces  en  niños.  En  nuestra  experiencia  no  lo 
hemos  observado. 

Entrando  a discutir  las  condiciones  extra  abdominales  que  pue- 
den producir  trastornos  gastrointestinales  y principalmente  dolor 
abdominal,  encontramos  la  penumonia,  otitis  media,  pielitis,  me- 
ningitis, envenenamientos,  fiebre  reumática,  las  enfermedades  in- 
fecciosas, diabetes,  trastornos  nutricionales,  anemia,  alergia,  en- 
tre las  más  importantes. 

En  pneumonia,  el  dolor  abdominal  agudo  se  encuentra  usual- 
mente en  el  tipo  lobar  con  un  poco  de  pleuresía.  El  dolor  no  es  ge- 
neralizado al  principio,  sino  que  se  localiza  en  cualquier  punto  del 
abdomen  y hasta  produce  rigidez,  pero  nunca  tan  intensa  como  en 
apendicitis.  El  contage  celular  blanco  es  de  mucha  ayuda.  Un 
contage  que  en  el  comienzo  de  un  dolor  agudo  del  vientre  llegue 
a 20,000  ó más  debe  hacernos  sospechar  una  infección  del  tipo  de 
neumonía  en  vez  de  apendicitis  y debemos  insistir  en  tomar  una  pla- 
ca del  pecho.  En  relación  con  el  diagnóstico  diferencial  entre  neu- 
monía y apendicitis  es  bueno  recordar  que  podemos  tener  ambas 
condiciones  a un  mismo  tiempo  y no  podemos  descartar  la  posibili- 
dad de  una  apendicitis  en  presencia  de  pulmonía.  Tuvimos  un  caso 
que  vino  al  Hospital  de  Distrito  de  Bayamón  con  signos  que  acusa- 
ban pulmonía.  Se  puso  en  tratamiento  para  la  pulmonía  pero  al  se- 
gundo día  de  estar  en  el  hospital  hubo  que  llevarlo  pronto  a la  sala 
de  operaciones,  pues  tenía  una  apéndice  perforada.  No  he  podido 
localizar  este  record  para  informarlo  con  más  detalles. 

Evenenamiento  por  plomo  puede  producir  dolores  cólicos  se- 
veros que  pueden  ser  alarmantes,  lo  mismo  el  ingerir  cualquiera 
otro  tipo  de  veneno.  En  niños  es  relativamente  común  el  ingerir 
venenos  y debe  tenerse  en  mente  esta  posibilidad. 

Pielitis  como  causa  de  dolor  en  el  abdomen  es  más  frecuente 
en  los  niños  mayores.  Rara  vez  hay  dolor  localizado,  puede  ha- 
ber vómito,  y fiebre  alta.  El  urinálisis  probará  la  presencia  de  pus. 
Sin  embargo,  si  los  síntomas  persisten  tenemos  que  tener  en  cuen- 
ta una  apendicitis  coexistente  o hasta  un  apéndice  supurado  sobre- 
puesto al  ureter  derecho  causando  la  piuría. 

El  diagnóstico  diferencial  entre  una  apendicitis  aguda  y el  co- 
mienzo de  una  de  las  enfermedades  contagiosas  no  es  fácil.  El 
exantema  sin  embargo  tiene  un  período  prodromal  definido.  Hay 
usualmente  una  historia  de  haberse  expuesto  a otro  caso  de  exante- 
ma. El  dolor  abdominal  es  variable  y raras  veces  se  localiza  y no 
está  acompañado  de  rigidez  como  en  apendicitis.  Adenopatía  gene- 
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ralizada  se  encuentra  usualmente  pronunciada,  la  garganta  está 
roja.  Apendicitis  puede  ocurrir  como  complicación  en  fiebre  escar- 
latina, sarampión,  y las  otras  enfermedades  contagiosas  y debe 
tenerse  en  cuenta  aún  a pesar  de  estar  cierto  en  el  diagnóstico  del 
exantema  si  hay  síntomas  obvios. 

El  dolor  abdominal  es  relativamente  frecuente  en  niños  que 
padecen  de  fiebre  reumática.  El  dolor  abdominal  adscrito  al  reu- 
matismo no  puede  distinguirse  en  carácter,  duración  o localización 
del  que  se  observa  en  los  niños  no  reumáticos.  El  dolor  puede  ser 
tan  severo  que  obligue  a hacerse  una  laparotomía  exploradora.  Un 
dolor  severo  abdominal  referido  puede  estar  asociado  con  una  cardi- 
tis aguda,  particularmente  pericarditis.  En  la  fiebre  reumática  se 
han  descrito  la  infección  del  apéndice,  los  vasos  gastrointestinales 
y el  peritoneo.  Gross  y otros  han  encontrado  periarteritis  nodosa 
asociada  con  reumatismo.  Gross  indica  que  cuando  haya  síntomas 
agudos  abdominales  en  un  paciente  con  fiebre  reumática  debe  con- 
siderarse la  posibilidad  de  la  periarteritis  nodosa  como  complica- 
ción. 

El  dolor  abdominal  en  la  fiebre  reumática  es  bien  conocido,  pe- 
ro no  se  enfatiza  mucho.  De  67  casos  consecutivos  de  fiebre  reu- 
mática aguda  vistos  en  el  Hospital  de  Niños  de  Washington,  D.  C., 
34  o 50  por  ciento  tenían  dolor  abdominal  con  síntomas  prominentes. 

La  diferenciación  de  este  dolor  de  otras  causas  no  es  fácil.  Co- 
mo una  prueba  diagnóstica,  Perret  recomienda  usar  salicilato  só- 
dico por  recto,  mientras  se  efectúan  las  otras  pruebas  de  labora- 
torio. Si  hay  una  mejoría  pronta  después  de  la  enema  de  salicilato 
se  puede  justificar  el  posponer  la  operación. 

Dolor  abdominal  de  origen  alérgico  es  clasificado  por  algunos 
autores  en  tres  tipos:  1 — dolor  abdominal  severo  simulando  un  ab- 
domen quirúrgico  agudo.  2 — dolor  abdominal  de  naturaleza  recu- 
rrente subaguda.  3. — dolor  abdominal  que  aparece  como  un  síntoma, 
oe  menor  cuantía.  La  historia  de  alergia,  pruebas  alérgicas,  dietas 
especiales  deben  ayudar  a diferenciar  esta  condición.  Son  de  todos 
conocidas  las  reacciones  de  púrpura,  asociadas  con  dolor  abdominal, 
que  se  atribuyen  a alergia.  Esta  condición  es  conocida  por  púrpu- 
ra de  Hanot. 

Meningitis  puede  tener  su  comienzo  con  dolor  abdominal  agu- 
do. Es  necesario  tener  en  cuenta  esta  condición  pues  es  importante 
diagnosticarla  a tiempo.  Debe  practicarse  la  punción  lumbar. 

Algunas  anemias  pueden  tener  causas  abdominales  con  dolor 
intenso.  La  anemia  por  células  en  forma  de  hoz  es  conocida  y 
produce  dolores  cólicos  en  las  llamadas  crisis.  Es  más  común  en  la 
raza  de  color. 

Es  bueno  mencionar  el  tétanos  con  su  rigidez  abdominal  inten-* 
sa  y que  puede  comenzar  con  dolor.  La  mordedura  del  pez  llamado 
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maii’owar  produce  dolor  espasmódico  intenso  del  abdomen.  Desde 
luego  siempre  nos  traen  este  tipo  de  pacientes  con  historia  de  estar 
en  el  baño  de  mar.  El  vientre  es  rigido  y muy  adolorido  debido  a 
las  contracciones  tetánicas  que  produce  la  mordedura  del  pez. 

DISCUSION 

Hemos  enumerado  una  serie  de  síndromes  y enfermedades  cu- 
yo comienzo  es  muchas  veces  dolor  abdominal  agudo  discutiendo 
las  que  consideramios  más  importantes.  La  pronta  atención  del  pa- 
ciente, el  examen  detenido  del  abdomen  junto  al  examen  general 
del  sistema  y la  evaluación  de  resultados  de  laboratorio  nos  darán 
la  oportunidad  de  hacer  un  diagnóstico  a tiempo  y correcto.  Entre 
todas  estas  condiciones  hay  seis  que  requieren  un  pronto  diag- 
nóstico, a saber:  apendicitis,  envenenamiento,  meningitis,  obstruc- 
ción intestinal  y peritonitis.  De  todas  estas  seis  condiciones,  apen- 
dicitis es  la  más  importante  ya  que  50  por  ciento  de  los  casos 
ccurren  antes  de  los  20  años  de  edad. 

Es  esencial  en  el  diagnóstico  de  un  vientre  agudo  obtener  una 
historia  completa  y detallada.  El  examen  físico  debe  hacerse  com- 
pleto. La  evaluación  del  abdomen  es  importante.  Debe  comenzarse 
a palpar  suavemente  y a distancia  del  área  adolorida.  En  el  niño 
debe  observarse  sus  facies,  pues  muchas  veces  obtendremos  más  de 
ello.  Podemos  obtener  gran  ayuda  de  la  observación,  palpación  del 
abdomen,  algo  de  la  auscultación  y poco  de  la  percusión. 

El  contaje  celular  es  de  gran  ayuda  y debemos  exigirlo  y si 
es  necesario  repetirlo.  La  orina  debe  examinarse  siempre. 

En  los  casos  no  agudos  el  examen  de  excreta  y la  roentgenogra- 
fía son  importantes. 


EDITORIAL 


BENEFICENCIA  MUNICIPAL 

La  beneficencia  pública  es  una  institución  antiquísima  entre 
nosotros.  Comenzó  como  una  iniciativa  cívica  cuyos  objetivos  han  si- 
do ofrecer  ayuda  y asistencia  médica  a aquellas  personas  que  ca- 
recen de  medios  para  obtenerlas.  Se  le  reconoce  como  un  acto  de 
desprendimiento  cristiano  hacia  los  más  necesitados  que  ha  ido  to- 
mando impulso  e importancia  hasta  el  punto  que  tuvo  el  estado 
que  hacerse  cargo  de  su  organización  y dirección.  Como  función  del 
gobierno  municipal,  más  que  progresar,  ha  perdurado  languidecien- 
do. Pocos  son  los  pueblos  que  pueden  estar  orgullosos  de  sus  hos- 
pitales municipales  y mucho  menos  de  los  llamados  cuartos  de  so- 
corro, malos  ejemplos  de  una  medicina  atrasada  y deficiente.  To- 
davía gran  parte  del  pueblo  teme  y ve  con  horror  tener  que  ingre- 
sar en  uno  de  estos  sitios. 

Las  causas  de  su  estado  deplorable  son  varias,  pero  principal- 
mente los  escasos  recursos  con  que  cuentan,  y la  mala  orientación 
de  los  servicios,  muchas  veces  siguiendo  las  caprichosas  ideas  de 
alguien  poco  entendido  en  asuntos  médicos.  Por  desgracia,  cuando 
una  de  estas  instituciones  se  organiza  en  debida  forma,  gana  pres- 
tigio rápido  y sus  facilidades  son  supersaturadas  por  la  gran  deman- 
da derrotando  ella  misma,  por  la  bondad  de  sus  comienzos,  su  al- 
truista finalidad. 

Siempre  hemos  creído  que  no  puede  haber  un  sistema  distin- 
to de  beneficencia  pública  para  cada  pueblo,  cuando  son  tantos  los 
pueblos,  y tan  pocos  los  recursos.  Podrá  surgir  de  cuando  en  cuan- 
do una  persona  emprendedora  y entusiasta  que  inicie  un  sistema 
peculiar  suyo  el  cual  resulte  bueno,  pero  ese  esfuerzo  individual 
persistirá  por  el  corto  tiempo  que  dure  quien  lo  implantó.  Necesi- 
tamos una  organización  de  beneficencia  permanente,  establecida 
sobre  bases  sólidas,  que  no  dependa  solamente  de  un  individuo  y 
más  bien,  que  subsista  a pesar  de  cualquier  persona.  La  beneficen- 
cia municipal  debe,  pues,  estar  dirigida  por  una  agencia  central 
que  organice,  oriente  y supervise  los  trabajos  en  todos  los  pueblos. 
La  administración  y el  modo  de  funcionar  de  cada  unidad  hospita- 
laria podría  quedar  en  manos  de  las  autoridades  locales  que  acep- 
tarán y pondrán  en  funciones  los  consejos  técnicos  del  cuerpo  cen- 
tral. 


I/a  Asociación  Médica  se  ha  manifestado  siempre  a favor  de  la 
centralización  de  los  servicios  de  beneficencia  municipales.  Se  ha 
exteriorizado  en  este  sentido  tantas  veces  que  a lo  mejor  resulta 
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impertinente  insistir  más,  pero  nos  mueve  a ello  el  haber  asistido  a 
la  inauguración  del  nuevo  centro  médico  de  Adjuntas.  No  cabe  du- 
da que  para  un  pueblo  que  nunca  tuvo  un  hospital,  la  apertura  de 
este  centro  con  una  unidad  hospitalaria  de  24  camas  resulta  un 
gran  paso  de  progreso.  Los  habitantes  pobres  de  Adjuntas  tienen 
ya  un  sitio  decente  donde  se  les  examine,  estudie,  prescriba  y hos- 
pitalice. 

Pero  para  abrir  ese  centro  de  salud  hubo  oposición.  Oposición 
organizada  y combatiente.  Las  autoridades  municipales  siempre 
se  han  opuesto  abierta  y desafiantemente  a que  se  intervenga  en  el 
funcionamiento  de  su  beneficencia.  Se  necesitó  la  acción  de  un 
alcalde  decidido  y progresista  para  que  llegasen  en  su  pueblo  a 
aceptar  la  cooperación  de  las  autoridades  insulares.  Tal  actitud  de 
parte  de  otros  funcionarios  municipales,  nos  parece  equivocada. 
Nosotros  no  concebimos  que  nuestros  dirigentes  insulares  se  opon- 
gan sistemáticamente  a que  las  autoridades  federales  nos  ayuden 
en  empresas  de  carácter  insular.  Si  tal  posición  adoptase  el  gobierno 
de  la  isla,  nos  sorprenderíamos  y sin  duda  se  expondría  a comen- 
tarios desfavorables. 

Tienen  que  existir  motivos  para  que  no  se  desee  que  se  reor- 
ganice la  beneficencia  municipal  en  debida  forma.  Algunos  lo  sospe- 
chamos; otros  se  pueden  adivinar,  y otros  se  han  dicho  pública- 
mente. Ningún  motivo  que  obstaculice  dicha  reorganización  tiene 
valor  alguno  cuando  se  trata  de  la  salud  y el  bienestar  públicos,  so- 
bre todo  de  aquellos  que  necesitan  que  se  les  ofrezca  ayuda  por 
carecer  de  medios  para  atender  sus  dolencias.  Quien  tenga  que  ce- 
der algo,  quizás  autoridad  y liderato,  debe  hacerlo  en  beneficio  de 
las  personas  que  en  él  depositaron  su  confianza.  El  poder  otorgado 
para  actuar,  debe  ser  ejercido  dando  paso  libre  a toda  obra  buena,  y 
el  liderato  a mantener  activa  esa  institución  caritativa  debe  ser  or- 
gullo de  quien  lo  asuma.  La  autoridad  y el  liderato  a oponerse  es  la 
fase  negativa  del  poder;  el  que  se  opone  obstruye,  dificulta,  atra- 
sa, y guarda  caprichosamente  la  oportunidad  a lucirse,  para  otro, 
para  el  que  lo  substituye  más  tarde.  Es  preservar  y reservar  la 
gloria  para  quien  lo  siga. 

Los  esfuerzos  que  realiza  el  gobierno  insular  a través  del  De- 
partamento de  Salud  son  dignos  de  encomio.  No  se  podrá  alegar  aho- 
ra falta  de  medios.  Estos  están  a la  disposición  de  los  de  buena 
voluntad.  Obligadas  están  las  autoridades  insulares  y municipales 
a llegar  a un  acuerdo.  El  alcalde  de  Adjuntas  ha  dado  el  ejemplo. 

Desde  luego  que  para  que  estos  centros  de  salud  funcionen 
bien,  debe  de  haber  un  entendido  no  sólo  entre  las  dos  ramas  de 
gobierno,  insular  y municipal,  sino  también  entre  ellos  y el  perso- 
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nal  técnico  que  ha  de  mantenerlos  en  actividad.  Una  reforma  de 
esta  naturaleza  implica  que  se  tengan  muy  en  cuenta  las  alteracio- 
nes que  la  labor  técnica  sufra  y las  nuevas  necesidades  que  surjan. 

La  Asociación  Médica,  que  siempre  anheló  la  reorganización 
de  la  beneficencia  municipal,  ve  con  gran  simpatía  los  esfuerzos 
que  realiza  el  Departamento  de  Salud  por  implantar  un  nuevo  plan 
general  de  beneficencia,  científico  y bien  estructurado;  y exhorta 
a sus  soqios  que  presten  su  ayuda  y cooperación  espontánea  a los 
nuevos  centros  de  salud,  aun  cuando  no  estén  conectados  a los  mis- 
mos de  modo  oficial.  El  progreso  y ampliación  de  esos  centros,  sig- 
nifica un  nuevo  y gran  impulso  en  la  práctica  de  una  medicina 
moderna. 


A.  O.  G. 
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Asociación  Medica  del  Distriio  de  Humacao 

La  asamblea  anual  de  la  Asociación  Médica  del  Distrito  de  Humacao,  que 
preside  el  doctor  Frank  J.  Veve,  se  celebrará  en  el  Hospital  de  Distrito  de 
p-ajardo,  el  domingo,  18  de  junio,  a las  10:00  de  la  mañana. 

K1  programa-  cientifico  a celebrarse  durante  la  asamblea  circulará  próxima- 
mente entre  los  miembros  de  la  matrícula. 


Curso  post (jrad liado 

El  próximo  curso  postgraduado  auspiciado  por  el  Comité  Científico  de  la 
Asociación  Médica  tendrá  lugar  del  5 al  9 de  junio. 

Dicho  curso  estará  a cargo  del  doctor  S.  J.  Thannhauser,  Jefe  Médico  del 
Joseph  Pra-tt  Diagnostic  Hospital  de  Boston,  Mass,  e incluirá  conferencias 
sobre  los  siguientes  temas: 

Xanthomatosis 

Gaucher 's-N iemann-Pick  Disease 
Bone  Diseases 
Collagen  Diseases 


Asociación  Medica  del  Distrito  de  Mayagüez 

El  21  de  mayo  pasado  se  celebró  en  Mayagüez  la  asamblea  anual  de  la 
Asociación  Médica  del  Distrito  de  Mayagüez.  En  dicho  acto  se  dió  curso  al 
siguiente  programa  científico: 

Estenosis  pilórica  — Presentación  de  casos,  por  el  Dr.  R.  Ramírez-Quiles. 

Anotaciones  sobre  otorrinología  y audiología,  por  el  doctor  A.  Pérez  Toledo. 

Diverticulosis  intestinal,  por  el  doctor  A.  Rodríguez-Olleros. 

La  combinación  de  estreptomicina  con  ácido  para-aminosalicílico  en  el 
tratamiento  de  la.  tuberculosis,  por  el  doctor  J.  Rodríguez-Pastor. 

Al  procederse  a la  elección  de  funcionarios  resultaron  electos  los  siguientes 
compañeros: 


Presidente Dr.  Arquelio  Ramírez 

Vicepresidente Dr.  Ramón  Almodovar 

Secretario — — Dr.  Luis  Torres  Oliver 

Tesorero Dr.  Augusto  Perea 

Delegados: Dr.  Julio  C.  Roca 

Dr.  A.  Pérez  Toledo 

Suplentes: Dr.  Nelson  Perea 

Dr.  Ramón  Ramírez-Quiles 
Dr.  Francisco  J.  Casalduc 

Tanto  las  conferencias  como  el  acto  social  celebrado  en  el  Coconut  Hut  resul- 
taron muy  interesantes  y amenos,  saliendo  todos  los  asistentes  muy  complaci- 
dos de  la  asamblea  organizada  bajo  la  presidencia  del  doctor  Pérez  Toledo. 
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Renumeración  de  las  Licencias  de  Médicos 

Volvemos  a recordar  a los  miembros  de  la  matrícula  de  la  Asociación  que, 
de  conformidad  con  las  disposiciones  de  la  Ley  Núm.  40  del  año  en  curso, 
todo  médico  que  esté  actualmente  en  posesión  de  una  licencia  expedida  por  el 
Tribunal  Examinador  de  Médicos  deberá  presentar  la  misma  en  la  secretaría 
de  dicho  organismo  en  o antes  del  día  10  de  octnbre  de  1950,  al  efecto  de  pi'o- 
ceder  a ponerle  nueva,  numeración  y anotarla  en  el  nuevo  Libro  de  Registro. 

Los  compañeros  fuera  del  área  metropolitana,  si  así  lo  desean  pueden  re- 
mitir su  licencia  a la  oficina  de  la  Asociaciación  Médica,  la  que  se  encargará 
de  conseguir  su  registro  y devolvérselas  oportunamente. 

FALLECIMIENTOS 

Jaime  Costas-Üiaz,  M.D.,  de  Ponce,  P.  R.,  falleció  en  dicha  ciudad  el  día 
7 de  mayo  pasado. 

Nació  el  doctor  Costas-Díaz  en  el  1881  y recibió  su  título  de  Doctor  en  Me- 
dicina en  la  Escuela  de  Medicina  de  la  Universidad  de  Maryland  en  el  año  1910. 

Por  muchos  años  ejerció  su  profesión  en  la  ciudad  de  Ponce,  en  donde 
alcanzó  verdadero  prestigio  tanto  por  sus  altas  dotes  ciudadanas  como  por 
su  competencia  y su  habilidad  en  el  ejercicio  de  su  profesión. 

Sobreviven  al  doctor  Costas  Díaz  su  viuda,  señora  Carmen  Torres  Vda.  de 
Costas,  y su  hijo  el  doctor  Jaime  Costas-Durieux,  a quienes  reiteramos  nues- 
tra más  sentida  condolencia  por  tan  sensible  pérdida. 

Laureano  Trelles,  M.D.,  de  Santurce,  P.  R.,  falleció  en  esta  ciudad  el  día 
27  de  mayo  pasado. 

El  doctor  Trelles  nació  en  la  ciudad  de  Mayagüez  el  día  25  de  junio  de 
1896;  recibió  su  instrucción  secundaria  en  el  Colegio  de  Agricultura  de  Ma- 
yagüez del  1914  al  1918;  hizo  sus  estudios  premédicos  en  Baltimore  del  1918 
al  1920  y se  recibió  de  Doctor  en  Medicina  en  la  Escuela  de  Medicina  de  la 
Universidad  de  George  Washington  el  3 de  junio  de  1925. 

Durante  sus  primeros  años  de  práctica  ejerció  como  Director  de  Benefi- 
cencia Municipal  en  el  pueblo  de  Guayanilla,  y luego  pasó  a San  Germán  don- 
de por  muchos  años  ejerció  en  la  beneficencia  piiblica  y más  tarde  como  Di- 
rector de  la  Unidad  de  Salud  Pública.  Recientemente  había  trasladado  su 
residencia  a Santurce,  siguiendo  siempre  al  servicio  del  Departamento  de  Sa- 
lud y formando  además  parte  de  la  facultad  médica  de  la  Clínica  Vázqnez- 
Trelles. 

(Sobreviven  al  doctor  Trelles  su  desconsolada  esposa  y tres  hijos,  a quienes 
deseamos  reiterar  nuestra  más  sentida  condolencia  por  tan  irreparable  pér- 
dida. Deseamos  expresar  también  nuestra  pena  a su  hermana,  nuestra  com- 
pañera la  doctora  Blanca  H.  Trelles  de  Vázquez,  y a su  hermano  político,  el 
doctor  Hirám  Vázquez-Milán. 
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Current  Therapy  1950.  Latest  approved  methods  of  treatment  for  the 
Practicing  Physician.  Edited  by  Howard  F.  Conn,  M.D.  $10.00.  pp-736.  Phila- 
delphia and  London.  IV.  B.  Saunders  Company.  1950. 

Es  este  el  segundo  año  que  la  casa  Saunders  publica  un  volumen  dedicado 
exclusivamente  a describir  sucintamente  los  tratamientos  más  efectivos  de  to- 
das las  enfermedades  en  el  día  de  publicación.  No  se  trata  de  resúmenes  ex- 
traídos de  la  literatura,  sino  de  métodos  descritos  originalmente,  y en  uso  pol- 
las autoridades  de  mayor  prestigio  en  la  Medicina. 

En  la  composición  del  libro  han  participado  269  autores,  seleccionados  por 
un  board  Editorial  de  doce  consultantes.  Es  un  magnífico  compendio  de  in- 
lormación  de  los  más  novísimos  métodos  terapéuticos.  El  material  está  cla- 
sificado en  este  orden:  Enfermedades  Infecciosas;  Enfermedades  del  Sistema 
Respiratorio;  del  Sistema.  Cardiovascular;  Enfermedades  de  la  Sangre  y del 
Bazo;  del  Sistema  Digestivo;  Trastornos  del  Metabolismo  y de  la  Nutrición; 
Enfermedades  Endocrinas;  Urogenitales;  Venéreas;  Alérgicas;  De  la  piel;  En- 
fermeda-des  del  Sistema  Nervioso;  del  Sistema  Locomotor;  Obstetricia  y Gine- 
cología; y Enfermedades  por  agentes  Químicos  y Físicos. 

Las  colaboraciones  de  la  sección  neuro-psiquiátrica  están  hechas  por  Leo 
M.  Davidoff,  Milton  Rosenbaum,  A.  E.  Backer,  Russell  N.  DeJoung,  Bernard 
J.  Alpers,  Richard  M.  Brickner  y John  C.  Whitehorn  de  Johns  Hopkins,  siendo 
el  editor  neuro-psiquiátrico  el  Dr.  H.  Houston  Merrit,  Profesor  de  Neurología 
de  Columbia  University. 

La  presentación  del  libro  es  excelente  y está  impreso  a dos  columnas; 
tiene  una  detallada  tabla  de  contenidos  al  principio  de  cada  sección  y el  índice 
es  perfecto. 

Es  un  indispensable  libro  de  consulta. 

Emotional  Disorders  of  Children.  By  Gerald  H.  H.  Pearson,  M.D.  Director 
of  the  Psychoanalytic  Institute  of  Philadelphia.  $5.00.  pp-368.  New  York.  W.  W. 
Norton  & Co.,  Inc.  1949. 

En  los  últimos  25  años  el  progreso  realizado  por  la  Psiquiatría  Infantil 
ha  sido  extraordinario.  Hace  pocos  años  cuando  un  niño  por  ejemplo,  se  que- 
jaba de  dolor  de  cabeza,  sus  padres  llamaban  al  médico  que  se  limitaba  a exa- 
minar su  cuerpo  investigando  la  causa  del  dolor.  Pero  ese  mismo  niño  era  al 
mismo  tiempo  un  problema  escolar,  y ni  sus  padres  ni  el  médico  daban  aten- 
ción ni  ponían  en  relación  ambos  hechos.  Y también,  probablemente,  los  pa- 
dres no  hacían  mención  de  los  trastornos  escolares  al  médico,  ni  de  los  dolores 
de  cabeza  al  maestro.  Hoy,  gracias  a la  Psiquiatría  se  estudia  al  niño  tenien- 
do en  cuenta  las  especiales  condiciones  ambientales  en  que  vive,  y el  médico 
no  se  limita  simplemente  a buscar  una  causa  orgánica  al  dolor  de  cabeza  ni 
descarta  la  importancia  del  síntoma  si  no  halla  una  patología  intracraneal;  por 
el  contrario,  el  psiquiatra  investiga  la  personalidad,  las  condiciones  ambienta- 
les y las  circunstancias  especiales  que  rodean  al  niño,  hasta  encontrar  la  si- 
tuación penosa  que  produce  la  reacción  de  dolor. 

Este  interesantísimo  libro  del  Dr.  Pearson,  que  está  orientado  desde  un 
punto  de  vista  psicoanalítico,  logra  su  propósito  de  explicar  los  problemas  clí- 
nicos de  los  niños  que  sufren  de  neurosis,  trastornos  del  carácter  y psicosis. 
Discute  ampliamente  las  diferentes  categorías  y mecanismos  de  reacción  men- 
tal; los  procedimientos  diagnósticos  y los  métodos  psicoterápicos. 
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El  Dr.  Pearson  reúne  en  un  solo  volumen  un  material  abrumador  que 
dá  como  resultado  un  magnífico  tratado  de  psiquiatría  infantil.  Los  casos  clí- 
nicos están  agrupados  en  diferentes  categorías:  estados  de  ansiedad,  histerias 
de  conversión,  síndromes  compuestos,  con  mecanismos  orgánicos  y psíquicos; 
neurosis  de  conversión;  perversiones  sexuales;  psicosis  y neurosis  del  ca- 
rácter. 


Sexual  Deviations.  By  Louis  S.  London  M.D.,  and  Frank  S.  Caprio,  M.D. 
$10.00.  PP-T02.  Washington.  The  Linacre  Press  Inc.  1950. 

El  enigma  del  sexo  siempre  ha  inquietado  al  hombre,  sin  embargo,  sola- 
mente en  los  últimos  años  se  ha  considerado  científico  el  interés  por  penetrar 
en  sus  misterios.  Para  muchos  el  sexo  es  hoy  la  esencia  misma  de  la  perso- 
nalidad, de  ahí  que  cada  vez  sea  mayor  el  número  de  científicos  interesados 
en  la  causalidad  psicológica,  de  las  desviaciones  sexuales.  Este  libro  de  London 
y Caprio  es  una  extraordinaria  contribución  a los  esfuerzos  de  Freud,  Stekel, 
Havelock  Ellis,  Kraft-Ebing,  Hirschfeld,  Moll,  Block  y otros  muchos. 

De  la  lectura  de  este  libro  se  saca  la  conclusión  — lo  que  no  es  una  no- 
vedad para  los  psiquiatras — de  que  las  desviaciones  sexuales  son  mucho  más 
frecuentes  que  lo  que  generalmente  creen  los  médicos  y sociólogos.  Los  auto- 
res sugieren  que  las  desviaciones  de  la  normalidad  deben  llamarse  perversio- 
nes solamente  cuando  dominan  de  un  modo  definitivo  la  conducta  del  indivi- 
duo. Expresan  su  convicción  de  que  las  perversiones  representan  síntomas  de 
neurosis  de  tipo  obsesivo,  y que  todas  las  anormalidades  del  instinto  sexual 
parten  de  neurosis  establecidas  en  la  infancia,  ya  que  no  hay  nadie  que  naz- 
ca sexualmente  desviado.  Frente  a la  antigua  teoría  de  que  la  homosexualidad 
era  una  anomalía  congénita,  no  tratable  psicológicamente,  los  autores  demues- 
tran que  es  de  origen  psicogenético,  y positivamente  curable  por  tratamiento 
psiquiátrico. 

Los  autores  basan  sus  afirmaciones  en  interesantísimas  historias  clínicas 
demostrando  que  la  perversión  sexual  es  un  proceso  de  regresión  de  la  libido 
a los  estados  polimorfos  del  desarrollo,  equivalente  a una  interrupción  de  las 
tendencias  sexuales  por  una  fijación  paterna  o fraterna.  Cuando  el  individuo 
busca  satisfacción  en  su  vida  adulta  a las  ansiedades  eróticas  de  su  infancia 
cae,  inevitablemente,  en  una  desviación  que  es  infantil.  Es  decir  que  las  per- 
versiones son  manifestaciones  de  infantilismo  sexual.  Los  autores  demuestran 
de  qué  modo  las  fuerzas  inconscientes  que  producen  las  desviaciones  sexuales 
pueden  provocarse  por  medio  del  análisis  psicológico  y tratarse  hasta  la  cura- 
ción. 

El  interés  del  libro  estriba  en  que  la  patología  sexual  se  estudia  a la  luz 
de  las  modernas  teorías  psicodinámicas  y psicoterapéuticas. 

Es  un  tratado  que  todos  los  que  profesionalmente  tienen  que  ver  con  los 
problemas  de  los  desviados  sexuales  — especialmente  en  el  campo  judicial — 
deben  leer  y estudiar,  y para  los  médicos  es  de  imprescindible  consulta. 


Brain  and  Behaviour.  Induction  as  a Fundamental  Mechanism  of  Neuro- 
Psychic  Activity.  By  N.  E.  Ischlondsky,  M.D.  $6.00.  pp-182.  St.  Louis  C.  V. 
Mosby  Co.  1949. 

Advierte  el  autor  en  el  prólogo,  que  la  presente  monografía  es  el  resultado 
de  diez  años  de  estudio  dedicados  a investigar  el  proceso  de  la  inducción. 
Según  Ischlondsky,  la  inducción  es  una  manifestación  del  proceso  nervioso  que 
bajo  determinadas  condiciones  provoca  la  apariencia  de  mecanismos  opuestos. 
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Cuando  el  individuo  fija  su  atención  en  algo,  cuando  piensa  en  cierto  objeto 
o cuando  lo  mira,  la  conciencia  se  llena  exclusivamente  con  este  objeto  y el 
resto  de  lo  que  nos  rodea  escapa  a nuestra  atención;  es  imposible  pensar  en 
dos  cosas  al  mismo  tiempo,  del  mismo  modo  que  es  imposible  concentrar  la 
vista  simultáneamente  en  dos  objetos.  Cuando  cierto  objeto  ocupa  el  centro 
de  nuestra  conciencia  se  crea  un  foco  de  excitación  en  Ips  centros  cerebrales 
correspondientes,  de  los  que  parte  una  inducción  negativa  que  somete  a todo 
el  resto  del  cortex  a una  inhibición.  Esta  inhibición  o inducción  negativa,  dura 
tanto  como  dure  la  excitación  original.  El  autor,  a partir  de  este  concepto,  in- 
tenta establecer  una  ley  de  la  dinámica  cerebral  a través  de  una  serie  de  ex- 
perimentos que  empiezan  con  el  elemento  sensorial  más  simple  como  es  la 
inducción  en  la  retina  humana,  llegando  a experimentos  más  complicados  de 
las  reacciones  sensoriales  y motoras,  locales  y generales,  para  acabar  con  ex- 
perimentos en  las  reacciones  de  conducta. 

Es  una  interesante  monografía  que  tiene  una  finalidad  polémica,  que  lleva 
al  autor  a la-  conclusión  de  que  no  hay,  ni  habrá,  una  auténtica  ciencia  psi- 
quiátrica si  ésta  no  posee  métodos  de  investigación  cuidadosa  de  la  dinámica 
cerebral  de  los  fenómenos  psíquicos.  Es  la  lucha  de  la  teoría  de  la  dinámica 
fisiológica  cerebral  frente  a la  especulación  psicológica  subjetiva. 

Es  un  libro  de  gran  interés  por  tratar  de  problemas  que  en  el  futuro 
han  de  ser  aún  mucho  más  discutidos. 


Pavlov.  — A Biografy.  By  B.  P.  Babkin,  M.D,  $6.00.  pp-364.  The  University 
of  Chicago  Press.  1949. 

Esta  biografía  de  Iva-n  Petrovich  Pavlov,  está  escrita  por  Babkin,  su  más 
viejo  discípulo,  que  trabajó  durante  diez  años  en  el  Departamento  de  Fisio- 
logía del  Instituto  de  Medicina  Experimental  de  San  Petersburgo. 

La  intención  del  autor  al  escribir  esta  biografía  es  no  solamente  contar- 
nos la  vida  de  Pavlov  y sus  asociados,  sino  producir  un  documento  informa- 
tivo sobre  el  desarrollo  cultural  de  Rusia.  Pavlov  pertenece  a la  generación 
joven  del  siglo  XIX  y su  nombre  debe  de  asociarse  a los  de  Progov,  Mendelev 
y Butlerov,  Soloviev,  Chicherin,  Turgenev,  Tolstoy,  Dostoevski,  Mussorgsky,  etc. 
etc.  El  desarrollo  mental  de  Pavlov,  y su  actitud  hacia,  la  vida,  tuvieron  lu- 
gar mientras  Rusia,  sufría  los  profundos  cambios  del  reinado  de  Alejandro  II 
(1855-1881). 

El  libro  consta  de  cuatro  partes,  la  primera  es  exclusivamente  biográfica 
y la  segunda,  tercera  y cuarta,  están  dedicadas  a los  hallazgos  científicos  de 
Pavlov  en  la  fisiología  del  sistema  cardiovascular,  digestivo,  y sistema  ner- 
vioso central.  El  autor  logra  su  propósito  de  presentar  el  libro  de  un  modo  com- 
prensible para  el  público  no  médico,  aún  cuando  naturalmente  es  a éste,  a.  quien 
está  especialmente  dirigido. 

Esta  biografía  de  Pavlov  es  aún  de  mayor  interés  si  se  lee  después  de  ho- 
jear el  libro  de  George  Bernard  Shaw  “Everybody’s  Political  What’s  What”, 
publicado  en  1944  y en  el  que  Bernard  Shaw  llama  a Pavlov  farsante  imbécil; 
la  única  concesión  que  hace  es  la  de  decir  que  Pavlov  alcanzó  la  imbecilidad 
no  repentinamente,  sino  gradual  y pausadamente.  Esa  terminante  negación  del 
\alor  de  los  descubrimientos  de  Pavlov  por  uno  de  los  más  vibrantes  genios 
de  nuestra  época,  hacen  más  interesante  esta  biografía  de  Pavlov,  donde  se 
examina  a)  hombre  y su  obra  de  un  modo  mesurado  y científico,  dando  a Pav- 
lov el  puesto  que  le  corresponde  en  la  Medicina  de  su  época. 
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More  About  Psychiatry.  By  Carl  Biiiger,  M.D.  Associate  Pi’ofessor  of  Cli- 
nical Psychiatry.  Cornell  University  Medical  College.  New  York.  $4.00.  pp-201. 
The  University  of  Chicago  Press.  1949. 

En  catorce  capítulos  que  han  constituido,  previamente,  conferencias  indi- 
^ iduales  dictadas  a grupos  mixtos,  el  autor  hace  una  revisión  de  los  proble- 
mas psiquiátricos  de  un  modo  inconexo  pero  especialmente  ameno,  teniendo 
presente  que  está  dirigido  al  público  en  general,  precisamente  por  la  falta  de 
las  pautas  típicas  en  un  libro  de  texto. 

Los  cuatro  primeros  capítulos  están  dedicados  a diferentes  aspectos  de 
la  medicina  psicosomática,  especialmente  de  las  relaciones  de  las  emociones 
con  los  cambios  corporales.  Los  restantes  son  de  un  contenido  netamente  psi- 
quiátrico y el  último  tiene  una  orientación  político-social. 

En  su  libro  Cari  Binger  nos  ofrece  una  síntesis  de  sus  ideas  y de  su  obra. 


Mongolism  (Peristatic  Amentia).  By  M.  Engler,  M.D.  Assistant  Medical 
Officer.  St.  Lawrence’s  Hospital,  Catherham.  Great  Britain.  $4.50.  pp-208.  Balti- 
more. The  Williams  & Wilkins  Co.  1949. 

El  cuadro  clínico  llamado  “Idiocia  Mongólica”  que  se  describiera  por  pri- 
mera vez  en  1866,  ha  sido  sometido  en  el  transcurso  de  los  tiempos  a investi- 
gaciones innumerables  desde  el  punto  de  vista  anatómico,  neurológico  y men- 
tal, y si  bien  hoy  es  un  síndrome  de  conocimiento  común,  no  es  menos  cierto 
sin  embargo,  que  no  hay  un  criterio  uniforme  respecto  a su  etiología.  A pesar 
de  la  abrumadora  literatura  publicada  los  mecanismos  de  la  causalidad  del 
mongolismo  permanecen  siendo  un  enigma  para  la  medicina. 

Esta  monografía  de  Engler  es  un  resumen  perfecto  de  todo  lo  que  se  ha 
publicado  en  torno  a la  idiocia  mongólica,  y el  propósito  del  autor  es  demostrar 
que  el  mongolismo  no  obedece  a varias  causas,  sino  exclusivamente  a una  sola. 
El  autor  que  ha  dedicado  muchos  años  al  estudio  de  los  idiotas  mongólicos  lle- 
ga en  su  libro  a la  conclusión  de  que  se  trata  de  una  degeneración  o mal- 
formación congénita,  producida  por  la  implantación  de  un  óvulo  normal,  sin 
ninguna  tara  hereditaria,  en  una  mucosa  uterina  enferma  que  no  es  capaz  de 
suministrar  al  embrio  una  nutrición  normal. 

El  libro  es  la  mejor  monografía  sobre  idiocia  mongólica  publicada  hasta 
ahora. 


Predicting  Success  in  Professional  Schools.  By  Stuit,  Dickson,  Jordan  and 
Schloerb.  $3.00.  pp-187.  Washington,  American  Council  on  Education.  1949. 

La  psicología  moderna,  a través  de  un  sinnúmero  de  métodos  científicos 
— psicotécnicos — y de  un  constante  investigar  su  efectividad,  se  encuentra  en 
condiciones  de  predecir  en  los  escolares  el  éxito  que  probablemente  van  a-  te- 
ner en  sus  estudios,  en  su  entrenamiento,  y en  parte  también,  en  capacidad  de 
predecir  el  éxito  de  la  futura  adaptación  profesional. 

Los  consejeros  vocacionales  y educacionales  necesitan  de  métodos  fidedig- 
nos para  diagnosticar  aptitudes,  intereses  y logros.  El  cúmulo  de  generaliza- 
ciores  de  hechos  y hallazgos  de  esta  naturaleza  ha  sido  tan  grande  durante 
los  últimos  30  años,  que  se  hacen  imprescindibles  revisiones  periódicas  de 
se’ección  y eliminación  de  tests.  Y no  solamente  por  el  valor  intrínseco  de 
éstos,  sino  i)orque  los  curriculums  escolares,  el  mundo,  los  sistemas  educacio- 
nales y las  reacciones  individuales  al  mundo  exterior,  cambian  y son  diferen- 
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tes  cada  día.  Por  éstas  y otras  razones,  los  consejeros  escolares  y educaciona- 
les necesitan  estar  en  continua  investigación  y desarrollo  de  métodos  científi- 
cos y de  tests,  para  llegar  a tener  armas  eficientes  de  investigación  de  capaci- 
dades. que  permitan  en  consecuencia  orientar  mejor  al  escolar. 

Con  la  intención  de  hacer  una  revisión  de  los  factores  esenciales  en  la 
selección  de  escolares  para  los  colegios  profesionales,  el  Consejo  Educacional  de 
la  División  de  Veteranos,  ha  preparado  esta  revisión  para  uso  de  los  oficiales 
vocacionales. 


Medicine  of  the  Year.  Edited  by  John  B.  Youmans,  M.D.  $5.00.  pp-204.  Phila- 
delphia. J.  B.  Lippincott  Co.  1950. 

Es  éste  el  segundo  año  que  la.  ca-sa  Lippincott  publica  un  libro  dedicado  a 
presentar  al  piiblico  el  desarrollo  y progreso  de  la  medicina  durante  el  año. 
Siguiendo  la  misma  pauta  del  volumen  publicado  el  año  pasado,  veintitrés 
autoridades  hacen  una  revisión  del  progreso  logrado  en  las  diferentes  especia- 
lidades de  las  nuevas  drogas  introducidas  y de  los  conceptos  abandonados 
e ideas  desechadas. 

Se  informa  que  la  Aureomicina  cura  la  colitis  amébica;  que  la  Vitamina 
B,.,  no  es  superior  al  extracto  de  hígado  crudo  para  el  tratamiento  de  la  ane- 
mia perniciosa;  que  la  Priscolina  es  la  droga  de  elección  en  el  tratamiento 
de  la  enfermedad  Raynaud,  y la  hormona  adrenocorticotrópica  (ACTH)  de  la 
colitis  ulcerativa,  etc.  etc. 

Los  experimentos  neurológicos  demuestran  que  el  Phenurone  es  inapro- 
piado como  anticonvulsivante;  que  la  timectomía  no  es  de  especial  efectividad 
en  la  miastenia  gravis  y que  el  artane  es  un  agente  espasmolítico,  al  parecer, 
de  uso  iitil  en  las  enfermedades  de  los  ganglios  básales. 

La  psicoterapia  se  recomienda  este  año,  aún  con  mayor  insistencia,  como 
de  gran  valor  en  el  tratamiento  de  la  hipertensión,  diabetes,  narcolepsia,  po- 
liomielitis y otras  muchas  enfermedades. 


Fight  From  Reality.  By  Norman  Taylor.  $3.00.  pp-237.  New  York,  Dwell, 
Sloan  and  Pearce,  Inc.  1949. 

El  problema  de  la  adicción  a los  narcóticos  es  tan  viejo  como  la  humani- 
dad y pertenece  por  entero  a la  Psiquiatría.  Las  investigaciones  prueban  fácil- 
mente que  el  hombre  ha  usado  las  drogas  como  mecanismo  de  huir  de  la  rea- 
lidad desde  hace  más  de  cinco  mil  años.  Para  huir  de  su  memoria  el  hombre 
ha  utilizado  el  alcohol,  el  opio  y la  marihuana.  El  “Cannabis  Sativa  - Indian 
Hemp  o Hashish”  — es  conocido  desde  hace  más  de  tres  mil  años,  siempre  ha 
estado  envuelto  en  la  leyenda  del  crimen,  y antes  de  invadir  Harlem  y México 
fué  venerado  en  Arabia  y Persia.  Taylor  da  en  su  libro  valiosa  información. 

La  historia  del  opio,  su  cultivo  y comercio,  se  relatan  de  un  modo  nove- 
lesco con  información  anecdótica  interesantísima. 

El  cultivo  y efectos  de  la  Rivea  corymbosa  — ololinqui — del  Peyot  o mes- 
cal,  y sus  paraísos  artificiales  son  descritos  de  un  modo  ameno. 

Es  un  libro  entretenido  en  que  se  estudia  más  bien  la  historia  de  las 
X)lantas  narcóticas  que  los  efectos  en  la  personalidad  y los  problemas  psiquiá- 
tricos que  implican  en  sus  adictos. 
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Marihuana  in  Latin  America.  By  B.  O.  Wolff,  M.D.  $1.50  pp-56.  Washington. 
The  Linacre  Press,  Inc.  1949. 

• I ; , • 

En  una  breve  exposición  el  autor  estudia  el  aspecto  médico-legal  que  pre- 
senta la-  marihuana  en  Sur-América,  y refuta  las  conclusiones  a que  llegó  el 
Comité  “La  Guardia”  en  Estados  Unidos,  disminuyendo  la  importancia  determi- 
nante de  la  marihuana  en  el  crimen,  la  violencia,  y la  brutalidad. 

El  autor  llega  a la  conclusión  de  que  México  y el  Brasil  son  los  dos  cen- 
tros más  importantes  en  América  de  producción  y uso  de  marihuana.  El  autor, 
dice  que  aún  cuando  su  creencia  es  que  la  marihuana  no  crea  una  adicción 
regular,  sí  determina  un  grado  extremo  de  dependencia  emocional,  por  lo  que 
debe  de  perseguirse  criminalmente  su  venta. 

Es  monografía  qu  trata  del  problema  de  la  marihuana  más  bien  desde  un 
punto  de  vista  social  que  médico. 


Neurological  and  Neurosurgical  Nursing.  By  C.  G.  de  Gutierrez-Mahoney, 
M.D.,  and  Esta  Carini,  R.N.,  B.  S.  $4.00.  pp-516.  San  Luis.  The  C.  V.  Mosby 
Co.  1949. 

El  desarrollo  de  la  Neurología  y de  la  Neuro-cirugía  ha  sido  tan  grande 
durante  los  últimos  20  años  que  se  ha  hecho  ineludible  que  las  enfermeras  que 
atienden  a estos  enfermos  reciban  un  entrenamiento  especial.  Hasta  ahora  no 
existía  ningún  libro  apropiado  y los  autores  han  venido  a suplir  con  su  mag- 
nífico texto  esta  necesidad. 

Para  facilitar  la  comprensión  de  los  signos  y síntomas  de  los  trastornos 
neurológicos  los  autores  explican  los  principios  fundamentales  de  la  anatomía 
y fisiología  neurológicas,  y de  un  modo  fácil  y didáctico  los  métodos  para 
una  mejor  atención  médica  y quirúrgica.  En  el  cuidado  de  estos  enfermos 
se  deben  tener  en  cuenta  — dicen  los  autores — de  un  modo  especial,  los  fac- 
tores psicológicos  que  puedan  llevar  a un  mejor  entendimiento  del  individuo 
y de  su  enfermedad. 

Es  un  excelente  manual  para  uso  de  las  Enfermeras  especializadas  en  el 
tratamiento  de  los  enfermos  neurológicos  y neuro-quirúrgicos. 


Author  Publisher  Printer  Complex.  By  Robert  S.  Gill.  $1.50.  pp-144.  Balti- 
more. The  Williams  & Wilkins  Co.  1949. 

El  autor  que  posee  una  extraordinaria  experiencia  editorial  por  haberse 
dedicado  durante  muchos  años  a la  edición  de  los  libros  que  han  dado  el  ex- 
traordinario prestigio  que  tiene  hoy  la  casa  Williams  & Wilkins,  de  Baltimore, 
nos  dá  en  este  librito  una  información  exacta,  breve  y muy  amena,  de  todos 
los  detalles  y reglas  que  debe  tener  presente  el  escritor  científico  al  hacer 
su  manuscrito  y enviar  a la  imprenta  los  diagramas,  fotografías  e ilustraciones 
que  desea  publicar.  Después  de  un  capítulo  de  introducción  sigue  otro  en  el 
que  se  describe  de  un  modo  cronológico  cómo  el  autor  y el  impresor  deben  po- 
nerse de  acuerdo  para  que  el  manuscrito  sea  más  útil,  y las  reglas  para  pre- 
sentar los  capítulos,  corregir  las  pruebas,  revisar  las  ediciones;  a los  que  si- 
guen otros  sobre  la  propiedad  literaria,  los  derechos  del  autor,  los  problemas 
de  herencia  de  derechos,  de  manuscritos,  etc.  etc. 

Es  un  manual  indispensable  para  el  escritor  científico  y su  propósito  es 
facilitar  el  trabajo  y ahorrar  inconvenientes  y pérdidas  económicas  al  autor 
y al  editor. 
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Neurology.  By  Roy  R.  Grinker,  M.D.  Director,  Department  of  Neuro  Psy- 
chiatry of  the  Michael  Reese  Hospital.  Chicago,  Illinois,  and  Paul  C.  Buey,  M.D. 
Professor  of  Neurology  and  Neurological  Surgery  at  the  University  of  Illinois 
College  of  Medicine.  Chicago,  Illinois.  $(i.50.  pp.-1138.  Springfield,  Illinois. 
Charles  C.  Thomas.  Puhlisher.  1949. 

La  primera  edición  de  este  libro  apareció  en  enero  de  1934,  con  un  éxito 
tan  exti-aordinario  que  desde  entonces  han  venido  publicándose  periódicamente 
sucesivas  ediciones  y reimpresiones.  Esta  cuarta  edición  que  aparece  por  pri- 
mera vez  en  colaboración  con  Paul  C.  Buey,  el  famoso  Neurólogo  y Neuro- 
cirujano  de  Chicago,  ha  sido  revisada  y escrita  de  nuevo  en  su  totalidad. 

El  original  autor  de  la  primera  edición  del  libro,  ha  ido  entregándose 
gradualmente  a los  estudios  de  la  dinámica,  psicológica  y psiquiátrica,  y el 
libro  actual  trata  los  conceptos  neurológicos,  no  desde  el  punto  de  vista  de  la 
morfología  estática  o de  los  reflejos  nerviosos  de  niveles  inferiores,  sino  que 
investiga  y trata  de  explicar  las  más  altas  actividades  corticales  y los  meca- 
nismos db  sus  distantes  efectos  y consecuencias,  correspondiendo  al  ideal  de 
la  actitutd  con  que  el  neuro-psiquiatra  debe  tratar  los  conceptos  de  la  neuro- 
fisiologia  fundamental,  estudiando  al  hombre  en  su  unidad  psicosomática. 

Esta  cuarta  edición  es  una  revisión  completa  del  libro  original.  Aunque 
extraordinariamente  alterado  en  su  orientación  el  libro  sin  embargo  continúa 
respondiendo  a la  presentación  clínica  de  la.  neurología  en  su  más  amplio 
sentido. 

Este  nuevo  tratado  de  neurología,  de  Grinker  y Buey,  es  el  mejor  publi- 
cado hasta  ahora  por  la  profundidad  y competencia  con  que  trata  los  proble- 
mas neurológicos.  No  solamente  es  un  libro  para  el  especialista  de  neurolo- 
gía, sino  por  su  claridad  y sencillez  de  exposición  de  indudable  utilidad  para  el 
médico  general.  Llama  la  atención  su  precio  moderado,  teniendo  en  cuenta 
la  extensión  y elegante  presentación  del  pasado  volumen;  puede  decirse  que 
no  solamente  es  el  mejor  libro  de  neurología  publicado  hasta  la  fecha  sino  tam- 
bién más  barato. 


The  Eye  and  its  Diseases.  Edited  by  Conrad  Berens,  M.D.,  F.A.C.S.  Second 
Edition,  with  436  illustrations,  eight  in  color.  $16.00.  pp-1092.  Philadelphia  and 
London.  W.  B.  Saunders  Company.  1949. 

Esta  segunda  edición  publicada  a los  trece  años  de  la  aparición  de  la 
primera,  está  totalmente  cambiada  como  puede  suponerse  y constituye  un  libro 
enteramente  nuevo.  Es  un  tratado  enciclopédico  de  las  enfermedades  de  los 
ojos  por  los  92  especialistas  en  oftalmología  más  famosos  del  mundo.  En  sus 
capítulos  se  tiene  en  cuenta  no  solamente  al  especialista  sino  al  estudiante 
de  oftalmología,  manteniendo  unos  principios  didácticos  que  hacen  fácil  la 
lectura. 

En  virtud  de  las  nuevas  drogas  descubiertas  y de  los  alcances  logrados  en 
los  últimos  años  por  la  Oftalmología,  la  original  organización  del  libro  ha 
sufrido  cambios  notables,  como  el  de  la  reducción  del  capítulo  sobre  Tracoma, 
en  cambio  otros  se  han  ampliado,  especialmente  los  que  tratan  de  la  ilumina- 
ción, química  fisiológica,  y gonioscopía.  Los  capítulos  de  tratamiento,  espe- 
cialmente en  lo  que  se  refiere  a los  antibióticos  han  sido  cuidadosamente  es- 
critos. Cada  capítulo  incluye  una  extensa  bibliografía. 

La  publicación  de  este  libro  ha  sido  facilitada  por  donaciones  de  The 
John  & Mary  Markle  Foundation  y The  Ophthalmological  Foundation. 


REVISTA  DE  LIBROS 


389 


Better  Care  in  Mental  Hospitals.  Proceedings  of  the  First  Mental  Hosi)ital 
Institute  of  the  American  Psychiatry  Association.  $3.00  pp-208.  Published  by 
the  Office  of  the  American  Psychiatry  Association.  Washington.  1949. 

En  este  volumen  se  reúnen  los  records  estenográficos  de  las  reuniones  ce 
lebradas  por  la  Asociación  Americana  de  Psiquiatría  en  abril  del  año  pasado. 
La  discusión  en  torno  a la  administración,  personal,  y organización  científica 
de  los  hospitales  para  enfermos  mentales  se  relatan  con  absoluto  detalle.  El  li- 
bro concluye  con  apéndices  sobre  las  conclusiones  a que  se  llegó  en  dicha  reu- 
nión en  relación  a la  introducción  de  cambios  que  puedan  conducir  a una  ino 
jor  organización  para  aumentar  la.  eficiencia  de  servicio  de  los  Hospitales 
Mentales. 

Normal  Values  in  Clinical  Medicine.  By  F.  William  Saudennan,  M.D.,  Ph.D. 
and  Frederick  Burner.  V.M.D.  $14.00  pp-845.  Philadelphia  and  London.  W.  B. 
Saunders  Company.  1949. 

Todas  las  personas  relacionadas  con  la  Medicina  y las  Ciencias  Médicas 
han  expresado  siempre  la  necesidad  de  establecer  cuáles  son  los  límites  de  nor- 
malidad en  los  signos  clínicos  y datos  de  laboratorio.  Hasta  ahora  no  existía 
un  volumen  especialmente  dedicado  a reunir  y seleccionar  estos  signos  de  va- 
lores. Los  autores  han  escrito  con  este  propósito  un  excelente  libro  de  con- 
sulta que  ha  de  ser  de  extraordinaria  utilidad  tanto  a estudiantes  como  a 
médicos,  especialistas  y laboratoristas.  Una  sección  dedicada  a los  métodos  esta- 
dísticos, tabulación  de  cifras  y signos,  etc.,  forma  el  iiltimo  capítulo. 

Virus  Disease  of  Man.  By  C.  E.  Van  Rooyen,  M.D.,  D.Sc.,  M.R.C.P.,  and  A. 
J.  Rhodes,  M.D.,  F.R.C.P.  $22.50.  pp-1202.  New  York.  Thomas  Nelson  & Sons. 
1948. 

En  la  actualidad  las  enfermedades  por  virus  probablemente  ocupan  una 
posición  más  importante  que  las  enfermedades  de  origen  bacteriano.  La  finali- 
dad de  este  libro  es  facilitar  un  volumen  de  referencia  que  sea  de  utilidad 
tanto  al  clínico  como  para  el  investigador  de  las  enfermedades  producidas  por 
virus  en  el  hombre  y en  los  animales.  Los  autores  se  limitan  a describir  aque- 
llas enfermedades  por  virus  en  las  que  el  agente  causal  está  definitivamente 
establecido,  y excluyen  las  Ricketsias,  las  infecciones  por  virus  en  animales 
que  no  se  reconocen  como  transmisibles  al  hombre,  las  plantas  o los  insectos, 
y las  que  provocan  la  formación  de  tumores. 

La  información  relativa  a los  signos  y síntomas  clínicos,  patología,  diag- 
nóstico de  laboratorio  y epidemiología,  es  muy  extensa. 

Dada  la  importancia  creciente  de  las  enfermedades  causadas  por  virus  y 
de  la  necesidad  de  un  conocimiento  detallado  de  las  mismas,  es  éste  un  esplén- 
dido volumen  de  referencia  tanto  para  médicos  y veterinarios  como,  especial- 
mente, para  investigadores  y maestros. 

Selective  Partial  Ablation  of  the  Frontal  Cortex.  A correlative  study  of 
its  effects  on  Human  Psychotic  subjects.  By  the  Columbia-Greystone  Associates. 
Edited  by  Fred  A.  Mettler,  M.  D.,  Ph.D.,  Associate  Professor  of  Anatomy, 
College  of  Physician  and  Surgeons,  Columbia  University.  New  York.  $10.00. 
pp-517.  New  York.  Paul  B.  Hoeber,  Inc.  1949. 

En  este  interesante  volumen  se  reúnen  las  observaciones  de  43  colabora- 
dores que  forman  el  “Columbia-Greystone  Project”  para  la  investigación  de  la 
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Leucotüuría.  Kn  este  iníornie  se  presenta  una  relación  detallada  del  estudio  de 
48  enfermos  utilizados,  24  de  los  cuales  fueron  operados  y 24  observados  como 
control.  1..0S  autores  intentan  establecer  si  los  ilrasticos  métodos  neui'o-ciuirúr- 
gicos  de  tratamiento  del  enfermo  mental  dan  resultados  positivos,  o si  por  el 
contrario  se  ha  dado  a la  terapéutica  por  lesiones  del  lóbulo  frontal  un  sentido 
excesivamente  exotérico.  ^ 

Aun  cuando  se  supone  que  en  los  estados  psicóticos  se  producen  cambios 
en  la  cito-arquitectonia  cerebral,  sin  embargo  en  los  estudios  realizados  se 
llega  a la  conclusión  de  que  no  hay  cambios  lo  suficientemente  definitivos  para 
hacer  reconocible  el  foco  de  alteración.  Se  hace  un  relato  extenso  de  todos  los 
estudios  experimentales  por  lesiones  bilaterales  o unilaterales  de  los  lóbulos 
frontales.  Estas  investigaciones  se  hacen  en  relación  con  las  funciones  ana- 
tómicas, metabólicas,  de  cambios  de  apetito,  üe  los  impulsos  sexuales,  de  los 
mecanismos  de  ataxia  cerebelosa,  afasia  y agraria,  convulsiones,  de  alteración 
de  las  llamadas  funciones  superiores,  especialmente  de  las  reacciones  de  mona, 
de  los  procesos  de  asociación,  de  las  reacciones  de  miedo  y pánico  y de  los 
trastornos  de  la  memoria  y pérdida  de  la  iniciativa. 

Los  autores  llegan  a la  conclusión  de  que  la  atribución  de  las  deficiencias 
de  las  funciones  intelectuales  superiores  a los  lóbulos  frontales  es,  o bien  falsa, 
o implica  una  combinación  de  factores  que  no  se  pudieron  investigar  en  las 
circunstancias  especiales  de  este  proyecto.  Esa  combinación  de  factores  podría 
requerir  una  alteración  mínima  de  tejido  cereiiral,  una  adición  mínima  de 
áreas  “específicas”  o la  combinación  de  factores  extra-neurales.  Finalmente  io- 
do parece  indicar  que  los  déficits  fisiológicos  producidos  son  diferentes,  cuan- 
do los  individuos  tienen  una.  personalidad  básica  esencialmente  diferente.  Si 
bien  es  generalmente  aceptado  que  el  enfermo  psicótico  crónico  no  está  bien 
integrado,  mientras  no  se  sepa  cuáles  son  los  factores  — o el  factor — ■ etioló- 
gicos,  y si  la  psicosis  es  provocada  por  un  factor  o varios,  los  tratamientos  de 
las  psicosis  continuarán  siendo  métodos  empíricos  de  un  tantear  a ciegas. 

Las  investigaciones  que  se  exponen  implican  un  esfuerzo  extraordinario 
para  aclarar  la  terapéutica  por  lesiones  en  los  lóbulos  frontales  por  lobotoinía 
transorbital,  topectomia,  incisión  subcortical  y talatomia.  Se  saca  la  conclu- 
sión ya  avanzada  por  Fulton,  de  que  es  un  método  de  tratamiento  que  no  debe 
de  usarse  sino  con  precauciones  exageradas  y que  su  utilidad  es  más  bien  de 
orden  experimental. 


DR.  LUIS  ORTEGA 


No  One  Knows  Better 
Than  You...A  Doctor 
is  Human,  Too! 

Like  thoughtful  physicians  everywhere, 
your  interest  in  patients  extends 
beyond  professional  treatment.  For 
example,  you  make  sure  that  new 
babies  get  proper  food,  wisely 
managed,  safely  prepared  for  best 
growth!  But  you  also  try  to  keep  cost 
down  . . . because  you  know  that 
most  parents  need  every  spare  penny 
they  can  save! 

Pet  Evaporated  Milk  helps  you  solve 
both  problems!  It  assures  babies  of 
optimal  nutrition  and  gives  parents 
maximal  economy.  Pet  Milk  is  com- 
plete in  the  food  values  of  whole  milk 
. . . and  it’s  practically  as  easy  tq  digest 
as  human  milk  . . . yet  Pet  Milk  costs 
less  than  other  forms! 


avored  for 
infant 
Formula 


You  can  be  sure  of  this,  too!  Pet  Milk 
is  always  surely  safe  ...  as  if  there 
were  no  germs  of  disease  in  the 
world  . . . because  Pet  Milk  is 
sterilized  in  a sealed  container! 


So  for  safety,  nutrition,  and  economy, 
too  . . . suggest  Pet  Milk,  the  first 
evafwratec/  milk,  for  the  formula  of 
babies  in  your  care! 

Distribuidores:  Ji.  FERNANDEZ  ¿i  UNOS.,  SUCIiS. 

P.  O.  Box  3629  - San  Juan,  P.  R. 


Lo  dejamos  a 
la  decisión  de 
(os  que  saben. 


En  cuanto  a recetarlo,  esto  lo  dejamos  en 
manos  de  los  que  saben  — es  decir  de  los 
señores  Médicos.  Lo  que  nosotros  hacemos 
es  elaborar  un  producto  de  tan  buena  cali- 
dad, que  al  necesitarse  un  alimento  especial 
de  esta  índole,  el  Doctor  gustosamente  re- 
cetará Hemo  Borden’s. 


Porque  Hemo  es  un  bebida  alimenticia  sana, 
fortificada  con  cantidades  apreciables  de 
vitaminas  y minerales.  Además  Hemo  tiene 
un  delicioso  sabor  a chocolate.  Hemo  se 
anuncia  a base  de  lo  que  realmente  es— un 
exquisito  complemento  alimenticio— tomado 
caliente  o frío. 


NOTA:  La  Tabla  que  presentamos  al  pie,  muestra  de  una  manera  clara  y fácil  el  contenido  vitaminice  y 
de  minerales  de  Hemo  comparado  con  los  requerimientos  mínimos  diarios  del  adulto,  de  dichos  elementol. 


HEMO  COMPARADO  CON  LAS  NECESIDADES 
MINIMAS  DIARIAS  DEL  ADULTO 


Requerimientos 
Mínimos  Diarios 
de  los  Adultos* 


1 Va  onzas  ó 38 
gramos  de  Hemo  en 
polvo  (2  porciones) 


2 porciones  de  Hemo 
en  2 vasos  de  a 8 onzat 
(240  c.c.)  de  lecha 


Vitamina  A 
Vitamina  Bi 
Vitamina  60(0) 
Vitamina  D 
Niacinamida 
Hierro 
Calcio 
Fósforo 


4000  Unid.  Int, 
333  Unid.  Int. 

2 miligramos 

400  Unid.  Int. 

★ * 

lO  miligramos 
750  miligramos 
750  miligramos 


4000 

333 

2 

400 

lO  mgms. 
I4.7 
376 
288 


*Según  han  sido  establecidos  por  el  Administrador  Federal  de  Seguri- 
dad bajo  la  autoridad  de  la  Ley  Federal  de  Alimentos  y Drogas  de 
los  Estados  Unidos. 

**Los  requerimientos  mínimos  diarios  del  adulta  aun  no  definitiva- 
mente  establecidos. 


Hemo 


ELABORADO  POR  LOS  FABRICANTES  DE  KLIM 


Envasado  en 
latas  de  1 libra 
ó 453  gramos 
(24  porciones) 


Hecho  por  THE  BORDEN  COMPANY,  NEW  YORK,,N.  Y.,  E U A 


Distribuidores  para  Puerto  Rico: 

PLAZA  PROVISION  COMPANY,  Fortalexa  J04,  San  Juan,  P.  R. 


“Beminal”  Forte  with  Vitamin  C is 
recommended  whenever  oral  admin- 
istration of  massive  doses  of  B fac- 
tors and  vitamin  C is  desirable.  Each 
capsule  contains: 


Thiamine  HCl  (Bi)  . . . 25.0 mg. 
Riboflavin  (B2)  ....  12.5  mg. 

Nicotinamide 100.0  mg. 

Pyridoxine  HCl  (Be)  . . 1.0  mg. 

Calc,  pantothenate  . . . 10.0  mg. 
Vitamin C (ascorbic acid)  lOO.Omg. 


Dosage:  One  to  three  capsules  daily 
or  as  directed  by  the  physician. 


T’ 


The  “Beminal”  family  comprises  five  distinctive  com- 
binations for  the  selective  treatment  of  B deficiencies. 


'^Beminal” 

for 

therapy 


1.  ‘‘Beminal”  Forte  with  Vitamin  C. 
Capsules  No.  817 

2.  “Beminal”  fortified  with  Iron  and 
Liver,  Capsules  No.  816 

3.  “Beminal”  fortified  with  Iron,  Liver, 
and  Folic  Acid,  Capsules  No.  821 

4.  “Beminal”  Forte  Injectable  (Dried) 
No.  495 

5.  “Beminal”  Tablets  No.  815 


Ayerst,  McKenna 


& Harrison  Limited 

'J  E.  40th  St.,  New  York  16,  N.  Y.. 


Distribuidores  en  Puerto  Rico 

F.  PONT  FLORES  San  Juan,  Puerto  Rico 


QUEMADURAS 


Rápido  restablecimiento  en  las  heridas 

ULCERAS 


El  único  tratamiento  fueron 
apósitos  de  Ungüento  de  Vitamina 
A & D White's  que  hizo  innece- 
saria la  dermopéndesis. 


0 Quemaduras  de  segundo  y tercer 
grado  que  comprenden  un  25% 
de  superficie  cutánea. 


Contribuye  a uno  pronta  cicatrización  y a la 
formación  epitelial,  con  satisfactorio  alivio  en 
los  casos  de  quemaduras,  heridas  de  lenta 
cicatrización,  úlceras  indolentes,  lesiones 
avulsivas,  heridas  postoperatorias,  fisuras  del 
pezón  y otros  muchos  estados  dermatológicos. 

WHITE’S 

para  cicatrizaciones  rápidas  , 

I 

White  Laboratories,  Inc.,  Newark  7,  N.  J.,  E.  U.A.  » Fabricantes  de  Productos  Farmacéuticos  ti 

Distribuidores:  FRANCISCO  N.  CASTAGNET  j 

San  Juan,  Puerto  Rico  I 

' I 


UNGÜENTO  DE  VITAMINAS 


A&D 


Ventajas  de  la  Avena  Qnaker 
como  Alimento  para  los  Niños 


s indiscutible  que  el  niño  debe 
recibir  suficientes  cantidades 
de  carbohidratos,  grasa,  proteínas, 
minerales  y vitaminas  si  se  persi- 
gue su  desarrollo  normal  ...  y 
el  concepto  de  agregar  alimento 
sólido  a la  leche  materna  o a las 
fórmulas  de  la  leche  de  vaca,  no 
constituye  ninguna  innovación 
hoy  día.  En  efecto,  ahora  es  una 
práctica  bastante  corriente  entre 
los  pedíatras  de  muchas  partes, 
introducir  alimento  sólido  ade- 
cuado en  la  nutrición  de  los  bebés, 
empezando  con  frecuencia  a la 
edad  de  3 meses.  Esto  se  hace  con 
el  doble  interés  de  variar  los  re- 
quisitos nutritivos  y estimular 
desde  temprano  el  desarrollo  de 
los  buenos  hábitos  dietéticos. 
Entre  las  nvunerosas  ventajas  de 

AVENA 
QUAKER 


la  Avena  Quaker,  se  destaca  la 
abundancia  de  sus  elementos  ali- 
menticios vitales  requeridos  por 
el  infante. 

En  vitamina  Bi,  en  proteína,  en 
hierro  y en  energía  alimeníici  i, 
no  hay  ningún  otro  alimento 
dentro  de  su  clase  que  sobrepase 
a la  Avena  Quaker.  Además,  la 
Avena  Quaker  es  fácil  de  digerir  y 
deliciosa  al  paladar.  Debido  a su 
general  alcance,  economía  y cali- 
dad inalterable,  la  Avena  Quaker 
puede  ser  clasificada  como  un 
valioso  suplemento  de  la  nutri- 
ción, digna  de  la  más  alta  con- 
sideración en  la  dieta  requerida 
por  los  niños. 


LA  MARAVILLA  ALIMENTICIA  DE  LA  NATURALEZA 


A sus  órdenes,  doctor! 


Los  que  elaboramos  los  alimentos 
Clapp’s  para  niños  sabemos  que  el  futuro 
de  una  criatura  depende,  esencialmente,  de 
la  dieta  de  sus  primeros  años.  Con  la 
conciencia  de  lo  que  esto  significa  y 
dándole  toda  la  atención  que  merece— 
científica  y técnicamente— nos  dedicamos, 
desde  hace  mucho  tiempo,  a la  elaboración 
exclusiva  de  alimentos  para  niños. 


Cuando  una  madre  va  a preparar  un 
programa  de  alimentación  para  su  niño, 
debe  acudir,  naturalmente,  al  consejo 
autorizado  de  su  médico. 


Los  ALIMENTOS  COLADOS  DE  CLAPP’S  PARA 
NIÑOS  consisten  de  19  variedades — entre  sopas, 
legumbres  y frutas. 


En  la  selección  de  nuestros  productos  contamos  con  la  colaboración  científica  de  peritos  en 
materia  de  nutrición  infantil,  y todos  los  procedimientos  de  elaboración  están  bajo  severa  vigilancia 
dietética.  Desde  nuestro  laboratorio,  donde  los  productos  se  preparan  por  higiénicos  procedimientos 
científicos,  hasta  el  departamento  de  envase  donde  todo  se  esteriliza  cuidadosamente,  nuestra  única 
preocupación  es  la  seguridad  y la  nutrición  del  niño. 

Con  esta  finalidad,  concebimos  la  dieta  ideal  para  la  vigorosa  generación  norteamericana  del 
presente.  Y es  la  misma  dieta  que  hoy  ofrecemos  a las  futuras  generaciones  de  todas  las  Américas. 

Al  recomendar  nuestros  productos  publicitariamente, 
le  advertimos  a toda  mamá  que  la  dieta  del  niño  sólo 
debe  ser  aconsejada  por  el  médico. 

Y a este  respecto  estamos  a sus  órdenes,  doctor. 


EL  PRIMER  ELABORADOR  DE  AUMENTOS 
EXCLUSIVAMENTE  PARA  NIÑOS 


muralla 


LA  PESTE 

'e  del  Apocalipsis,  de  la  re- 
brada  artista  Malvina  Haffman. 


El  arma  que  penetró  la 


ante  miles  de  años  la  sombra  funesta  ilel  negro 
te  sobre  su  blanca  cabalgadura  — el  símbolo 
jTador  de  la  peste  — se  extendió  por  todos  los 
oíos  de  la  tierra.  En  el  transdirso  de  las  genera- 
es  siempre  hubo  seres  en  los  (|ue  el  temor  desper- 
I el  acendrado  impulso  de  vencer  al  insidioso 
nigo  escudado  tras  el  muro  impenetrable.  Su 
ente  labor  investigativa  \ su  denodado  espíritu 
lirón  los  medios  (pie  habrían  de  horadar,  al  fiti, 
uro  sitiiestro.  Ya  la  peste  no  es  una  amenaza, 
te  afán  invesligativo  ha  dado  óptimos  resul- 
ts en  el  campo  de  la  tnedicina  en  las  últimas 
das.  como  lo  atestigua  el  advenimietito  de  las 
Ininas  ...  la  penicilina  ...  la  estreptomicina  . . . 


las  sullas,  para  mencionar  sólo  unos  cuantos.  Estos 
productos  químico-farmacéuticos  están  destinados  a 
desempeñar  un  papel  cada  vez  más  im])ortante  en  la 
lucha  del  hombre  contra  las  enfermedades.  Consti- 
tuyen poderosas  armas  para  salvaguardar  la  salud 
y la  vida. 

En  la  perfección  y elaboración  de  medicinas  esen- 
eialcs  Merck  üc  Co.,  Inc.  viene  sirviendo  a la  humani- 
dad durante  cerca  de  un  siglo.  Gracias  a la  constante 
jnireza  y alta  calidad  de  sus  prodiutos  se  considera 
a sus  laboratorios  como  los  más  famosos  en  l:i  fabri- 
cación de  antibióticos— que  tantas  \idas  salvan— y de 
otros  productos  quimiro  farmaréutiros. 


iminat  • Estreptomicina  • Penicilina  • Antipalúdicos  • Productos  químicos  para  receta 

Solicite  los  folletos  de  los  productos  que  le  interesen. 

EK€K(XOKTII  AMEIII^A)  lAI  . 

AVENUE  OF  THE  AMERICAS,  NEW  YORK  13,  N.  Y.,  U.  S.  A. 
1 lorei  de  P,  W,  R,  Export  Corporation 


SI  BSIDIARIX  DF 
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MERCK  Si  CO..  Inc. 
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LA  TEMPORADA  DE  LAS  LASTIMADURAS  Y TORCEDURAS 


Regularmente  cuando  llega  la 
Primavera,  todo  el  mundo 
dedica  un  gran  lapso  de  tiempo 
a actividades  deportivas  u ho- 
gareñas, que  requieren  el  em- 
pleo constante  de  los  músculos, 
y durante  las  cuales  se  producen 
golpes,  contusiones  y torceduras, 
que,  aun  cuando  generalmente 
no  sean  de  cuidado,  son  moles- 
tos y desagradables. 

NUMOTIZINE 

Que  es  tan  eficaz  durante  los 
meses  de  invierno  en  los  pade- 
cimientos ligeros  de  las  vías  re- 
spiratorias, es  igualmente  de 
gran  valor  para  el  alivio  del 
dolor  e inflamación  producidos 


por  actividades  desacostum- 
bradas o por  lastimaduras. 

Aumentando  la  circulasión  local 
de  la  sangre  y ayudando  al  os- 
mosis, NUMOTIZINE  presta  una 
ayuda  efectiva  en  el  proceso  re- 
constructivo de  los  músculos. 
NUMOTIZINE,  cuando  se  aplica 
prontamente  y en  forma  liberal 
en  todos  aquellos  accidentes 
producidos  por  actividades  at- 
léticas, etc.,  tiene  valor  para 
aliviar  la  hinchazón. 

El  efecto  de  Numotizine  se  pro- 
longa lo  bastante  para  que  una 
sola  aplicación  sea  suficiente 
para  toda  la  noche.  NUMO- 
TIZINE se  suministra  en  tarros  de 
cristal  de  57,  114,  228,  425  y 
850  gramos. 


NUMOTIZINE,  INC.,  900  North  Franklin  St,  Chicago  10,  lliinois,  E.U.A. 


FRANCISCO  N.  CASTAGNET 
San  Juan,  Puerto  Rico 


THE  NEW  YORK  POLYCLINIC 

ESCUELA  DE  MEDICINA  Y HOSPITAL 


Organizada  en  1881 

La  Primera  Institución  Médica  de  América  para  Postgraduados 


nERMATOI.OOIA  \ 
SIFILOLOGIA 

Curso  de  tres  años,  empezando  en 
Octubre,  llenando  todos  los  renui- 
sitos  del  Board  Americano  de  Der- 
matología y Sifilología. 

SYMPOSIIM  PARA 
ESPECIALISTAS 
Vil  curso  intenso  de  cinco  días 
de  duración.  Revisión  de  los  re- 
cientes adelantos  en  Dermatología 
y Sifilología,  consistente  de  con- 
ferencias y demostra<‘iones ; dis- 
cusión de  enfermedades  raras  de 
la  piel  ilustradas  con  jiroyeccioiies 
fijas  (lantern  slides). 


VKOLOGIA 

Curso  combinado  en  I'rología,  cu- 
briendo un  año  académico  (8  me- 
ses). Este  curso  comprende  ins- 
trucción en  farmacología;  fisiolo- 
gía: embriología;  bioquímica;  bac- 
teriología y patología;  trabajo 
práctico  en  anatomía  quirúrgica  y 
procedimientos  urológicos  opera- 
torios en  el  cadáver;  anestesia  re- 
gional y general  (cadáver) ; gine- 
cología en  la  oficina;  diagnóstico 
proctológico ; el  uso  del  oftalmos- 
copio;  diagnóstico  físico;  interpre- 
tación roentgenológica ; interpreta- 
ción electrocardiográfica;  demar- 
tología  y sifilología;  neurología; 
terapia  física;  instrucción  conti- 
nua en  diagnóstico  cistoendoscó- 
pico  y manipulación  del  instru- 
mental quirúrgico;  clínicas  opera- 
torias; demostraciones  en  el  tra- 
tamiento quirúrgico  de  tumores  de 
la  vejiga  y otras  lesiones  vesica- 
les, así  como  resección  eiidoscó- 
pica  de  la  próstata. 


SYMPOSIl'M  EX 
DERMATOPATOLOGIA 

Un  curso  intenso  de  cinco  días 
comprendiendo  conferencias,  pro- 
yección de  microfotografías  y ma- 
terial ilustrativo,  y estudio  de  la- 
minillas mi<‘roscópicas  bajo  su- 
pervisión. 

SYMPOSIVM  I\\KA  EL 
l'KACTICO  GEXEKAL 

Vn  (‘urso  intenso  de  cinco  días. 
Revisión  de  los  adelantos  más  re- 
cientes en  el  diagnóstico  y trata- 
miento de  los  trastornos  más  co- 
munes de  la  piel,  iiiclii.vcndo  sífi- 
lis; comprendiendo  conferencias, 
clisés,  presentación  de  casos  y 
material  liistopatológico. 


OJOS,  OIDOS.  NARIZ  Y 
GARGANTA 

Vn  curso  combinado  cubriendo  un 
año  académico  (9  meses).  Consiste 
de  asistencia  a clínicas,  presencia 
en  operaciones,  conferencias,  de- 
mostración de  casos  y demostra- 
ciones en  el  cadáver ; operaciones 
de  ojos,  oídos,  nariz  y garganta 
en  el  cadáver;  demostraciones  clí- 
nicas y en  el  cadáver  sobre  broii- 
coscopía,  cirugía  de  la  laringe  y 
cirugía  facial;  refracciones;  radio- 
logía; patología,  bacteriología  y 
embriología;  fisiología;  neuro-ana- 
tomía;  anestesia;  medicina  físic'a; 
alergia;  examen  jireoiieratorio  y 
post-operatorio  de  pacientes  en  las 
salas  y clínicas.  También  cursos 
de  repaso  de  8 meses. 


PARA  INFORMES  DIRIGIRSE  A 

MEDICAL  EXECUTIVE  OFFICER:  345  West  50tli  St.,  New  York  City 
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EL  HERALDO  MEDICO 

Circulación:  5,000 
Envíe  su  anuncio  a la 


ASOCIACION  MEDICA  DE  PUERTO  RICO 

P.  O.  Box  3866  " Santurce,  P.  R. 




v. 
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A LOS  SEÑORES  MEDICOS 
DE  SAN  JUAN  Y SANTURCE 

Nos  permitimos  recordarles  que  en  caso  de  urgencia  los  señores 
médicos  que  necesiten  del  servicio  de  nuestras  farmacias  en  San  Juan 
o en  Santurce,  durante  las  altas  horas  de  la  noche,  pueden  llamar 
personalmente  a los  encargados  de  dichas  farmacias,  al  teléfono, 
como  sigue: 

Para  servicios  en  San  Juan:  2-6544 

Para  servicios  en  Santurce:  2-7002  2-6831 

Los  señores  médicos  pueden  tener  la  seguridad  de  que  serán  in- 
mediatamente atendidos  en  dichos  casos  de  necesidad. 

No  se  atenderán,  sin  embargo,  llamadas  hechas  por  personas 
particulares  que  no  puedan  usar  el  debido  discernimiento  sobre  la 
urgencia  o necesidad  de  las  llamadas. 


FARMACIA  BLANCO,  INC. 

(San  Juan  — Santurce) 


V.  / 

THESODATE  (BREWER)  1 

Definición:  El  Thesodate  (Brewer)  es  la  pastilla  original  con  RECU- 
BRIMIENTO ENTERICO  de  Acetato  Sódico  de  Teobromina. 
Indicaciones:  El  Thesodate  (Brewer)  se  indica  en  el  tratamiento  de 
la  enfermedad  de  la  arteria  coronaria,  el  edema  y la  hipertensión. 
Distribución:  El  Thesodate  (Brewer)  se  vende  en  frascos  de  100 
pastillas. 

♦Thesodate,  480  mg.  (7%  granos), 

Thesodate,  480  mg.  (7V2  granos);  Fenobarbital,  32  mg.  (V2  gra- 
no). 

Thesodate,  320  mg.  (5  granos);  Fenobarbital  16  mg.  (14  grano): 
Yoduro  de  Potasio  128  mg.  (2  granos). 

Dosis:  Una  pastilla  antes  de  las  comidas  y antes  de  acostarse. 

COMPROBACION  CLINICA: 

1.  Riseman,  J.  E.  F.,  Browii'  M.  G.,  Arch.  Int.  Med.,  Vol.  60, 
pág.  100,  1937. 

2.  Brown,  M G.,  y Riseman,  J.  E.  F.,  J.  A.  M.  A.,  Vol,  109,  pág,  256, 
1937. 

3.  Levy,  R.  L.,  Bruenn,  H.  G.,  Williams,  N.  E.,  Am.  H.  Jour.,  Vol. 

19,  pág.  639,  No.  6,  June,  1940. 

* El  Thesodate,  480  mg.  se  ha  usado  muchísimo  como  diurético.  La 
dosis  que  se  recomienda  es  de  ocho  pastillas  al  día  por  dos  días  y luego 
cuatro  pastillas  diarias. 

Solicite  literatura 

BREWER  & COMPANY,  INC. 

Worcester,  Mass.,  XJ.S.A. 

Químicos  Farmacéuticos  desde  1852 
W ■ . ...I.  I ,J 


PATTERNED  AFTER  HUMAN  MILK 


S-M-A,  ready  to  feed,  has  the  same  percentage  of  protein,  fat,  carbohydrate, 
and  ash  as  human  milk. 

Amino  Acids— Content  of  essential  amino  acids  equals  or  exceeds  the  average 
values  for  human  milk. 

Carbohydrate  is  lactose,  favoring  correct  acidophilic  intestinal  flora. 

Fots— Index  of  unsafurated  fatty  acids  is  standardized  at  dhe  top  of  the  range 
found  in  human  milk. 

Vitamins  (including  vitamin  C)— S-M-A  equals  or  exceeds  human  milk  in 
content  of  all  vitamins  for  which  minimum  daily  requirements  are  established. 
Minerals- S-M-A  exceeds  values  of  human  milk  for  calcium, 
phosphorus,  and  iron.  Both  S-M-A  and  human  milk  supply  an 


average  of  20  calories  per  ounce. 


FR.4NCISCO  N.  CASTAGNET 
San  Juan,  Puerto  Rico 


S-M-A®  builds  husky  babies 


WYETH  INCORPORATED.  PHitA.  3,  PA 


DURACILLINS.  A. 

(PKNICILINA  G PliOCAlNICA  EN  SUSPENSION  ACUOSA,  UIUUY) 


El  detenerse  significa  quedarse  atrás. 

Si  la  firma  Eli  Lilly  and  Company 
hubiera  descansado  satisfecha  des- 
pués de  presentar  al  mundo  el  des- 
cubrimiento dDl  ‘Duracillin’  (PenicHi- 
na  G Procaínica  Cristalina,  Lilly),  los 
nuevos  productos  de  ‘Duracillin’  no 
hubieran  sido  desarrollados.  La  inves- 
tigación científica  continua  tiene  por 
resultado  mejoras  adicionales,  tales  como 
el  ‘Duracillin  S.  A.’ 

Esta  suspensión  acuosa  es  muy  bien 
recibida  por  los  médicos  en  todas  partes. 
Los  médicos  que  prefieren  inyeccio- 
nes adecuadas  en  la  forma  más  innocua 
posible,  especifican  ‘Duracillin  S.  A.’ 


Eli  Lilly  Pan-American  Corporation 

Indianapolis  6,  Indiana,  E.  U.  A. 
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Suscripción  Anuai.:  $4.00 


many  things 


to  consider 


The  choice  of  an  oral  estrogen 
depends  on  many  factors  — 
potency,  dosage,  safety  and  cost. 
On  the  basis  of  cost  alone,  a sound  choice 
is  difficult.  An  oral  estrogen  that  appears 
cost  less”  may  be  wanting  in  potency;  another 
may  provoke  troublesome  side  actions.  On 
the  basis  of  potency,  however,  the  differences 
among  oral  estrogens  are  enlightening. 


ESTINYL 

(brand  of  ethinyl  estradiol) 

is  by  far  the  most  potent  oral  estrogen 

in  clinical  use  today.  Estinyl*  is  from  7 to  87  times  as  potent  as  the  most 
active  stilbenes  in  use.  Estinyl  is  given  in  almost  incredibly  small  dosage 
—as  little  as  0.02  mg.  (1/3200  gr.)  which  is  sufficient  to  control  meno- 
pausal symptoms  in  many  cases. 

This  extraordinary  clinical  activity  has  practical  importance.  It  is  char- 
acterized by  virtual  freedom  from  untoward  reactions.  Such  low  dosage 
obviously  results  in  lower  cost. 

There  are  many  things  to  consider  in  choosing  an  oral  estrogen.  Duly 
considered,  Estinyl  is  an  oral  estrogen  of  choice. 

ESTINYL  Tablets,  0.02  or  0.05  mg.,  in  bottles  of  100, 
250  and  1000. 

ESTINYL  Liquid,  0.03  mg.  per  4 cc.  (teaspoonful),  in 
bottles  of  4 and  16  ol 

CORPORATION  ' BLOOMFIELD,  NEW  JERSEY 

IN  CANADA.  SCHEIINC  CORPORATION  LIMITED.  MONTREAL 
Servisf  the  t'BST  COAST,  Scb«ria«  Corp»f«li«a 
149  New  MoBigoinery  Si.,  S«B  Frenciace  S.  Calif.  * DooflM  2-1M4 


Distribuidores — CESAR  CASTILLO,  INC.,  Calle  Tetuan  155,  San  Juan  ^ 


PABENA 


PRECOOKED  OATMEAl 

“"»«s  ol  oatm«al.  malt  symp.  P<l«<«jí 

Df»fiar*H  fnr  hii.ram.a  .ir*  cnHiurTi 


••pIT  ' P^*P*ft<í  for  human  use.  sodium  cnw  . 

I.  »nj  rtouced  iron.  Pabena  furnishes  «i» 

^ ’’‘eluding  ^jamina.  end  nutritionally  imp®  ^ 
^ í'fon.  copper,  calcium,  and  phosphof'^*^  <íig«**^ 

datable,  convenient  to  prepare,  econom 


*<aUI«E»  NO  COOielHO  • "‘'‘Ñ. 

••'•r.  b«l  tt  cola.  Sorvo  wUh  «Hh  *' * ^ 
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PABENA. . . precooked  oatmeal 
specified  by  physicians 

PABENA*  is  oatmeal,  and  has  the  rich,  full  oatmeal 
llasor.  Its  nutritional  qualities  and  its  vitamin  and 
mineral  content  are  similar  to  those  of  Pablum.* 

PABENA  is  valuable  for  infants  and  children  rvho 
are  sensitive  to  wheat,  and  is  an  ideal  first  solitl  food. 

PABENA,  like  all  Mead's  products,  is  adver- 
tised only  to  the  medical  profession. 


•T.  M.  Beg.  U.  S.  P»t.  Off. 


: ' .>■ 


P.  O.  Box  3081  “ San  Juan,  P.  R. 
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La  rinitis  alérgica 
y el  catarro  común 

La  incidencia  de  la  rinitis  alérgica  está 
más  generalizada  de  lo  que  parece.  Los  sín- 
tomas nasales  atribuidos  en  muchos  casos 
al  catarro  común  son  en  realidad  debidos 
a la  rinitis  alérgica.'  En  gran  número  ue 
casos  de  esta  índole,  el  Neo-Antergan* 
proporciona  pronto  y eficaz  alivio. 

En  ciertas  personas  las  manifestaciones 
de  rinitis  alérgica  que  no  son  de  impor- 
tancia pueden  agravarse  si  el  paciente 
sufre  a la  vez  un  catarro  corriente.  En  es- 
tos casos  el  Neo-Antergan  también  es 
eficaz,  porque  ayuda  a dominar  la  molesta 
congestión  nasal  debida  a la  alergia. 

El  Neo-Antergan  se  caracteriza  por  su  al- 
ta potencia  antihistamínica  y su  alto  coefi- 
ciente de  seguridad.  Puede  administrarse ; 
con  confianza  siempre  que  se  desee  una  \ 
reacción  antihistamínica  eficaz  y segura,  | 

I 


■■■Neo-Ántergan  es  la  mam  n 
gistrada  de  Merck  & Co.,  Int 
para  la  piranisamina. 

^cMtirca  Registrada 


MALEATO  de  NEO-ANTERGAN-'^'  (Atarea  del  Ataleaio  de  Piranisamina) 

(Aíaleato  de  N-p-  metoxibencilo^N*,  N^-dimetilo-N  -a-piridiletilenediamina) 

MERCK  (XORTH  AMERICA)  INC. 

161  AVENUE  OF  THE  AMERICAS,  NEW  YORK  13,  N.  Y.,  U.  S.  A. 
Suceeores  de  P.  W.  R.  Export  Corporation 


SUBSIDIARIA  DE 
EXPORTACION  DE 
MERCK  & CO.,  INC. 
Fabricantes  de 
Productos  Químicos. 
Rahway,  N.  J.,  U.  S.  A. 


Distribuidores-^ CESAR  CASTILLO,  Inc.,  Calle  Tetuán  1S5,  San  Juan 


e-NUTRON  TABUTS 

supply  essentially  «h« 


B-NUTRON 


lach  Taoipoantul  (5  «.)  canto!"» 

THIAMINi  CHIOIIOI  (III * "*' 

IIIOflAVINdal  • 

lYIIDOXINt  (•*)•  . “ ' 

niacinamide  ■ , 

EEtiOUS  ClUCONAie  ' • ■ 

manganese  sodium 

CIIIATEN.  f.  Vir  - » *■ 

-Ilk  Uruft  AtIC  » ’T* 

I»  hwa».  ..I.¡li««  


NION  CORPORATION  • LOS  ANGELES  3$,  CALIFORNIA 


Representantes  para  Puerto  Rico 


JOAQUIN  BELENDEZ  SOLA 


Ave.  Labra  Núm.  802 
Santurce,  P.  R, 


Apartado  1188 
San  Juan,  P.  R. 


V. 


Fuerza  Perdurable 

. Erigida  sobre  una  Base  Solida 


I^:i  aliiiieniación  forréela  del  bebé  es  de  inestimable 
importancia  en  los  primeros  meses  de  su  vida.  Es  precisa- 
mente durante  este  período  cuando  se  requiere  una  base 
sólida  para  que  el  niño  se  desarrolle  fuerte  y saludable. 

DRVeO  ES  IDEAL  COMO  ALIMENTO  EN  LOS  CLIMAS  CALIDOS 
La  tierna  criaturita  necesita  proteínas  en  cantidades  apre- 
ciables para  llenar  las  necesidades  de  su  crecimiento 
muy  rápido  de  la  temprana  edad,  así  como  para  formar 
sus  tejidos.  DRYCO,  con  su  alto  valor  proteico  llena 
estos  requisitos.  Y el  contenido  reducido  de  grasa  de 
DRYCO  provee  una  cantidad  adecuada  de  este  elemento, 
disminuyendo  la  posibilidad  de  trastornos  digestivos.  En 
los  climas  cálidos  o tropicales  ésta  es  una  señalada  ven- 
taja. 

ESPECIALMENTE  ENVASADO  PARA  RETENER  SU  FRESCURA 

DRYCO  es  la  mejor  leche  fresca,  consistentemente  uni- 
forme, fácilmente  digestible  y enriquecida  con  vitaminas. 
Se  envasa  especialmente  en  latas  cerradas  al  vacío  para 
asegurar  su  frescura  original  y valor  nutritivo  en  cual- 
quier clima. 


JRYCO 

Para  informes  detallados,  escriba  a: 

THE  BORDEN  COMPANY 
350  Maditon  Avenue 
Nueva  York  17,  N.Y.,  E.  U.  A. 


1 


Distribuidores  para  Puerto  Rico: 

PLAZA  PROVISION  COMPANY,  Fortaleza  104,  San  Juan,  P.  K. 


La  Lámpara  de  Hendidura  de  Poser 


í 

QISEÑADA  por  B & L.  la  Lám- 
para de  Hendidura  de  Poser 
I para  el  diagnóstico  diferencial 

Ü en  la  patología  del  ojo.  pre'enta 
1;  muchas  ventajas  en  biomicros- 

copia.  liH  iluminación  brillante 
del  tipo  Koeppe  lleva  una  hendi- 
f dura  ajustable.  Un  microscopio 
¡j.i  gran  angular  y binocular  de  16x 
I permite  abarcar  toda  la  córnea, 
t Oculares  con  puntos  ópticos  lar- 
gos facilitan  el  examen  rápido 
det  camno  ancho.  Ambos  brazos 
rotan  alrededor  del  ojo  del  pa- 
ciente como  centro.  Es,  pues, 


una  lámpara  indispensable  para 
el  oftalmólogo. 

H.  V.  GROSCH  CO. 

Calle  Comercio  402 
San  Juan,  Puerto  Rico 

BAUSCH  & LOME 

Optical  Co.  - Rochester,  N.  Y., 
E.  U.  A. 

Fundada  en  1853 


y 


OTO-SOLUCION  ANHIDRA 


indicado  en  et  tratamiento  de  las  otitis 

bacterianas  medias  y extern 


Tres  investigaciones  clínicas  en  más 
de  200  pacientes  han  demostrado  la 
gran  eficacia  del  Furacín  como  agente 
asociado  al  tratamiento  de  la  otitis 
bacteriana  * Muchos  casos,  sin  resul- 
tado con  otras  medicaciones,  respon- 
dieron al  Furacín.  Los  microorganis- 
mos aislados  en  dichos  ensayos  se 
clasificaron  como  Escherichia  coli. 


Proteus  vulgaris,  diversas  especies 
Pseudomonas,  estafilococos,  estrep 
cocos  y difteroides. 

Furacín  Oto-Solución  Anhidra  c- 
tiene  Furacín,  marca  registrada  ‘ 
nitrofurazone  N.N.R.,  al  0.2%'i 
glicol  polietilénico,  un  líquido  hic 
soluble,  anhidro  e higroscópico. 


ENVIAMOS  LITERATURA  A SOLICITUD 

♦AruierRon.  J.  y Stcele.  C.;  Use  of  Nitrofuran  Therapy  tn  Externa-  ^ 
Eary ngoBCflpc  58' 1279.  1948.  • Douglass.  C.;  The  Use  of  huroro 
Treatment  of  Aural  Infections  Laryngoscope  58  1274.  194B.  ..  B ^ 
M.;  Estudio  inédito. 


Di»tribuidores— CESAR  CASTILLO,  INC.,  Calle  Tetuan  155,  San  Joan 
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SIMPLE 


Until  there  are  mechanical  means  for  winding- 
up  the  failing  heart . . . consider  this: 

Nativelle  isolated  Digitaline  to  minimize 
the  disadvantages  of  whole  leaf.  He 
replaced  variable  results  with  the 
predictable  effects  of  dosage  by  weight. 

Digitaline  Nativelle  digitalizes  in  a few 
hours  and  rnaintaivs  the  maximum  efficiency 
obtainable.  This  maintenance  is  positive! 

Complete  absorption  and  a uniform 
rate  of  dissipation  provide  full  digitalis 
effect  between  doses.  Elimination  of  crude 
substances  virtually  eliminates  side  effects. 

Digitaline  Nativelle 

Chief  active  principle  of  digitalis  purpurea  (digitoxiri) 


Ease  of  Administration 

ITALIZATION;  1.2  mR.  in  equally  divided  doses  of  0.6  mR.  at  three-hour  intervals. 

MAINTENANCE:  0.1  or  0.2  mg.  daily  depending  upon  patient's  response. 
VER:  Prescribe  0.1  or  0.2  mg.  of  Digitaline  Nativelle  to  replace  maintenance  doses  of  0.1  gm.  or  0.2  gm.  of  whole  leaf, 
for  new  brochure  "Modern  Dieilalis  Therapy”  Varick  Pharmacal  Co.  Inc.  (l)iviiion  of  E.  FouRcra  & Co.  Inc.)  75  Varick  St.,  New  York. 


ER 


Hh-Mefer 

Accurate,  pocket-size,  convenient,  the  new  Spencer  Hb-Meter,  manufactured 
l)y  the  American  Optical  Company,  Scientific  Instrument  Division,  is  a preci- 
sion instrument. 

Scientifically  designed  to  determine  hemoglobin  concentration  in  blood  by 
means  of  its  optical  properties,  the  Spencer  Hb-Meter  utilizes  light  in  the  visible 
green  spectrum.  Because  the  human  eye  is  most  sensitive  in  this  band  and 
because  hemoglobin  shows  a maximum  light  absorption  through  the  same  band, 
accurate  determinations  are  readily  made. 

Instrument  accuracy  is  further  insured  by  the  maintenance  of  constant 
and  rigid  inspection  during  manufacture.  All  of  the  optical  and  mechanical  parts 
are  required  to  conform  to  the  quality  and  standards  built  into  all  of  our 
well-known  scientific  instruments. 

Because  of  the  built-in  light  source  and  included  batteries,  the  Hb-Meter 
is  READY  FOR  IMMEDIATE  SERVICE  ANYWHERE.  For  constant  office  or 
laboratory  use,  a transformer  or  resistance  is  recommended.  Either,  when  plug- 
ged into  th^  instrument,,  automatica-lly  breaks  the  battery  circuit  and  permits 
the  use . of  house  current — THERE  IS  NO  NEED  TO  REMOVE  THE  BAT- 
TERIES, Whenever  the  transformer  or  resistance  plug  is  removed  from 
the  Hb-Meter,  the  built-in  battery  circuit  becomes  operable. 

The  Spencer  Hb-Meter  is  the  result  of  years  of  careful  research  and  develop- 
ment. Moderately  priced,  it  is  an  essential  companion  to  the  Spencer  Bright- 
Line  Haemacytometer  and  invaluable  to  all  who  undertake  blood  work. 


PUERTO  RICO  OPTICAL  COMPANY 

SAN  JUAN,  PUERTO  RICO 

Agentes  Exclusivos  de 
AMERICAN  OPTICAL  COMPANY 
Southbridge,  Mass. 


new  convenience  • new  flexibility  in  dosage 
new  all-around  usefulness 


3 new  water-soluble 
liquid  vitamin  preparations 


Poly-Vi-Sol 


Trl-Vi-Sol  Ce-Vi-Sol 


Each  0.6  cc.  supplies; 

Vitamin  A 5000  USP  units 

Vitamin  D 1000  USP  units 


Each  0.6  cc.  supplies:  Each  0.5  cc.  supplies; 

Vitamin  A 5000  USP  units  Ascorbic  Acid  50  mg. 
Vitamin  D 1000  USP  units 


Ascorbic  Acid  50.0  mg. 

Thiamine  1.0  mg. 

Riboflavin  0.8  mg. 

Niacinamide  5.0  mg. 


Ascorbic  Acid  50  mg. 


Eacli  of  the.se  preparation.s  i.s  ideally 
suited  for  routine  prophylactic  or  thera- 
peutic vitamin  supplementation  for  in- 
fants and  children  as  well  as  adults. 

Water-sol uhle,plea.sant  tasting, they  can 
be  stirred  into  the  infant’s  formula,  or  into 


fruit  juice,  milk,  cereals,  jrudding.s,  etc.;  or 
incorporated  in  mixtures  for  tube  feeding. 

Each  is  scientifically  formulated  and 
ethically  marketed.  'I'hcy  are  suirirlicd  in 
15  and  50  cc.  bottles,  with  an  apirropri- 
ately  calibrated  drop|)cr. 


Mead  J OHNSON  & CO.  EVANSVILl-E  21.IND..U.  S.A 


L_ 


P.  0.  Box  3081  — San  Juan,  P.  R. 


for  quick  relief 

ARTHRALGEN 

Arthralgesic  Unguent 


Distributors  in  Puerto  Rico: 

PELEGRINA  & LLORENS 

P.  O.  Box  3631 — San  Juan 


í 


i 

1 


relief  of  Joint  and  Muscle  pain 

Arthralgen  rapidly  penetrates  the  skin  to  alleviate  musculoskeletal 
pain  and  discomfort.  A few  minutes  after  application  to  the 
affected  part  its  unique  combination  of  analgetic  and  vasodila- 
tor agents — in  a super-absorbable,  washable  ointment  base  — 
produces  erythema,  a comforting  sensation  of  deep  warmth  and 
relaxation  lasting  several  hours. 

Arthralgen  combats  the  localized  circulatory  deficiencies  char- 
acteristic of  rheumatic  and  allied  disorders.  The  superior  vaso- 
dilator action  of  methacholine  chloride  results  in  dilation  of  both 
capillaries  and  arterioles — unlike  histamine,  which  may  cause 
arteriolar  constriction. 

Arthralgen,  in  addition  to  more  effective  vasodilatation,  has 
ather  advantages.  It  does  not  produce  wheals  or  cause  itch- 
ng.  It  does  not  provoke  a profound  drop  in  blood  pressure.  It 
s non-messy  and  easily  removable  with  water  or  a moist  cloth. 

Arthralgen  is  beneficial  in  the  treatment  of  arthralgias, 
myalgias  and  neuralgias  — sprains,  lumbago,  synovitis,  bur- 
litis,  neuritis  and  myositis.  In  chronic  arthritis  Arthralgen  is 
a valuable  adjunct  to  systemic  therapy  with  Ertron®,  Steroid 
Complex,  Whittier, 

Arthralgen  — arthralgesic  unguent — contains  0.25%  metha- 
choline chloride,  1%  thymol,  10%  menthol  and  15% 
methyl  salicylate. 

Arthralgen  It  available  In  1-aunce  collapsible  lubes. 


Regardless  of  the  many  other  considerations  involved, 
- only  a well-nourished  baby  can  be  a happy  baby.  To  this 
end,  Libby’s  Baby  Foods  can  contribute  considerably.  Homo- 
genized by  an  exclusive  process,  Libby’s  are  modified  so  that 
cellulose  cell  capsules  are  ruptured  and  nutrients  are  dis- 
persed homogeneously  through  the  food  mass. 

^ Nutrient  availability  is  enhanced  and  texture  is  changed 
to  such  satin-smoothness  that  Libby’s  Baby  Foods  have 
been  fed  as  early  as  the  sixth  week  of  life.  Thus  the  infant 
is  provided  with  the  many  valuable  nutrients  contained  in 
the  wide  variety  of  infant  foods  made  available  by  Libby. 

Beats  • Carrots  • Green  Beans  • Peas  • Spinach  • Squash  • Vegetable  Soup  • Mixed 
Vegetables  • Garden  Vegetables  • Liver  Soup  • Vegetables  with  Bacon  • Vegetables 
with  Beef  and  Barley  • Vegetables  with  Lamb  • Apples  and  Apricots  • Apples  and 
Prunes  • Apple  Sauce  • Apricot- Farina  • Peaches  • Peaches-Pears-Apricots  • Pears 
and  Pineapple  • Prunes  (with  Pineapple  Juice  and  Lemon  Juice)  • Custard  Pudding 

Libby,  McNeill  & Libby  • Chicago  9,  Illinois 


X for  effective  treatment  of 

I hypertension 

VPPI ITAI 

Ir  I I VERATRUM  VIRIDE 
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VERUTAL  TABLETS  (Raid)  comb/ne^V 
FOUR  fherapeufically  effective  ^ 
drugs  in  a NEW  FORMULA  for  fbe 
freafmenf  of  ESSENTIAL  HYPERTENSION. 

EACH  VERUTAL  TABLET  CONTAINS; 

Verafrum  Viride 100  mg. 

Mannitol  Flexanifrafe ^2  9''* 

Rutin 10  mg. 

Phenobarbital ^4  9''- 

PROFESSIONAL  SAMPLES  AND  LITERATURE  UPON  REQUEST 

¿1}  I , 

pUvntuceuéicul  CO*f  IttC* 

DISTRIBUTOR;  A.  F.  LEGRAND-Apartado  3911,  Santurce,  P.  R.- ALBANY,  NEW  YORK 
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to  relieve  nausea  and  vomiting 
of  pregnancy  and  in  adoles- 
cent acne 


•••  *!•••  ••*••••'  ^ 

PYRIBEXIN 


• lltl 


iPyridoxine  HCI  Thiamine  Ctiloride) 
Each  1 cc  contains; 

Vitamin  Bl  50  mg 

Vitamin  B6 50  mg 

VIALS  OF  10  ce 


IROBLEX 


for  use  in  hypochromic  and 
tritional  anemias 


(Iron  - Liver  - B Complex) 
Each  cc  contains: 

Thiamine  HCl  (Bl)  100. 

Riboflavin  (B2)  0.1 

Pyridoxine  HCl  (B6)  1. 

NICOTINAMIDE  50. 

IRON  CACODYLATE  10. 

LIVER  (10  U.S.P.  UNITS 

PER  CC)  0.; 

Phenol  (As  preservative)  0.5% 

VIALS  OF  10  ee 


Improved 


Formula 


NION  CORPORATION  los  angeles  38,  california 

JOAQUIN  BELENDEZ  SOLA,  INC. 

P,0  BOX  I 188,  SAN  JUAN,  PUERTO  RICO 


BIOLAC  ES  UN  ALIMENTO  COMPLETO 


ofrece  las  Ventajas  de  la  Leche  Materna 


Les  Niños  alimentados  con 
Bíolac  obtienen  todos  los  compo- 
nentes alimenticios  esenciales. 

Porque  Bíolac  es  excelente 
leche  de  vaca,  modificada  en  tal 
forma  que  proporciona  todos  los 
componentes  alimenticios  esen- 
ciales de  la  leche  materna.  Con- 
venientemente envasado  al  vacío 
en  forma  de  polvo,  sólo  hay  que 
mezclarlo  con  agua  para  preparar 
la  fórmula. 

He  aquí  razones  por  qué  los 
niños  reciben  toda  la  nutrición 
que  necesitan,  de  este  alimento 
(con  excepción  de  la  vitamina 
C)  . . . por  qué  tantos  médicos 
recetan  Bíolac: 

1 • Bíolac  es  hecho  de  leche  de 
la  más  alta  calidad.  Vacas  salu- 
dables sometidas  a la  prueba  tu- 
berculina,  suplen  la  leche  que  se 
convierte  en  Bíolac.  Este  polvo 
se  conserva  sin  refrigeración. 


2.  Bíolac  es  enriquecido  y mo- 
dificado para  que  actúe  como 
la  leche  materna.  Se  le  agrega 
lactosa,  el  azúcar  natural  de  la 
leche  materna.  El  contenido  de 
grasa  se  reduce;  los  glóbulos  se 
dividen  en  partículas  de  tamaño 
similar  a los  de  la  leche  materna. 
La  proteína  es  provista  en  canti- 
dades que  compensan  las  diferen- 
cias biológicas  que  existen  entre 
la  proteína  de  la  leche  de  vaca  y 
la  de  la  leche  materna.  Se  le  agre- 
gan vitaminas  y hierro. 

3»  Bíolac  es  un  alimento  com- 
pleto. Bíolac  iguala  o supera  los 
requisitos  reconocidos  de  vitami- 
nas A,  Bi,  Bo  y D,  calcio,  fósforo, 
hierro,  proteína,  azúcar  y grasa. 
(Nótese  que  ni  la  leche  materna 
ni  la  de  vaca  suplen  cantidades 
suficientes  de  la  vitamina  C,  la 
cual  debe  agregarse  al  régimen 
por  medio  de  jugo  de  naranja  o 
de  tomate.) 


4.  Bíolac  es  tan  sano.  Como 
sólo  se  usa  un  ingrediente  para 
preparar  la  fórmula  de  Bíolac, 
casi  se  eliminan  las  posibilidades 
de  errores  al  medirlo  y mezclarlo. 
Preparada  cuidadosamente  la  fór- 
mula Bíolac  será  uniforme  día 
tras  día. 

5.  Bíolac  es  fácil  de  preparar. 

Sencillamente  mezcle  el  Bíolac 
con  agua  fría  previamente  her- 
vida, y la  fórmula  estará  lista. 
Cada  lata  trae  una  cuchara  de 
medir. 

6«  Bíolac  es  fácil  de  recetar. 

Recuerde  que  Bíolac  es  un  ali- 
mento infantil  completo.  Los  ni- 
ños lo  toman  con  mucho  agrado 
y sólo  la  adición  de  la  vitamina 
C es  necesaria,  a su  debido  tiem- 
po, para  asegurar  el  crecimiento 
normal  y la  buena  salud  de  las 
criaturas. 


BIOLAC 
^Diluáón  Noinul) 


LECHE  DE  VACA 
Ho  ModiEcada 


proteína 
□ lactosa 


[AS 

j23 

ks 

i 05 

m 

Bíolac 


THE  BORDEN  COMPANY 

350  Modiion  Avenut,  New  York,  N.Y. 

Bíolac  es  leche  pura  de  vaca, 
modiñcada.  Sencillamente  se 
mezcla  con  agua  pura  para 
obtener  una  formula  intantil 
aquilibrada. 


Distribuidores  para  Puerto  Rico: 

PLAZA  PROVISION  COMPANY,  Fortaleza  104,  San  Juan,  P.  R. 


En  cuanto  a recetarlo,  esto  lo  dejamos  en 
manos  de  los  que  saben  — es  decir  de  los 
señores  Médicos.  Lo  que  nosotros  hacemos 
es  elaborar  un  producto  de  tan  buena  cali- 
dad, que  al  necesitarse  un  alimento  especial 
de  esta  índole,  el  Doctor  gustosamente  re- 
cetará Hemo  Borden’s. 


Porque  Hemo  es  un  bebida  alimenticia  sana, 
fortificada  con  cantidades  apreciables  de 
vitaminas  y minerales.  Además  Hemo  tiene 
un  delicioso  sabor  a chocolate.  Hemo  se 
anuncia  a base  de  lo  que  realmente  es— un 
exquisito  complemento  alimenticio— tomado 
caliente  o frío. 


NOTA:  Lg  Tabla  que  presentamos  al  pie,  muestra  de  una  manera  clara  y fácil  el  contenido  vitamínico  y 
de  minerales  de  Hemo  comparado  con  los  requerimientos  mínimos  diarios  del  adulto,  de  dichos  elementot. 


HEMO  COMPARADO  CON  LAS  NECESIDADES 
MINIMAS  DIARIAS  DEL  ADULTO 


Vitamina  A 
Vitamina  Bi 
Vitamina  62(0) 
Vitamina  D 
Niacinamida 
Hierro 
Calcio 
Fósforo 


Requerimientos 
Mínimos  Diarios 
de  los  Adultos* 

4000  Unid.  Int. 
333  Unid.  Int. 

2 miligramos 

400  Unid.  Int. 

★ ★ 

10  miligramos 
750  miligramos 
750  miligramos 


1 Va  onzas  ó 38 
gramos  de  Hemo  en 
polvo  (2  porciones) 

4000 
333 
2 

400 

10  mgms. 
14.7 
376 
288 


2 porciones  de  Hemo 
en  2 vosos  de  o 8 onzat 
(240  c.c.)  de  leche 

4900 

400 

3 

410 

10.3  mgms. 
15.7 
950 
750 


% 
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*Según  han  sido  establecidos  por  el  Administrador  Federal  de  Seguri- 
dad baje  la  autoridad  de  la  Ley  Federal  de  Alimentos  y Drogas  de 
los  Estados  Unidos. 

**Los  requerimientos  mínimos  diarios  del  adulto  aun  no  defínitiva- 
mente  establecidos. 


Envasado  en 
latas  de  I libra 
ó 453  gramo» 
(24  porclane») 


Hemo  'Bordens 

ELABORADO  POR  LOS  FABRICANTES  DE  KLIM 
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Hecho  por  THE  BORDEN  COMPANY,  NEW  YORK,.N.  Y , E U A 


Distribuidores  para  Puerto  Rico: 

PLAZA  PROVISION  COMPANY,  Fortaleza  104,  San  Juan,  P.  R. 


SE  DIFUNDE  como  la  tiata  ex  iix  secante 


HYDA8E 

MARCA 


Mayor  absorción 
en  las 
hipoderrnoclisis 
y mayor  campo 
de  anestesia  con 


IIIALUUOINIDAI^A 
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HYDASE  es  un  producto 


Las  soluciones  inyectadas  se  difunden  fácilmente  a 
través  de  los  tejidos  tratados  eon  HYDASE. 

Se  puede  administrar  un  volumen  de  líquido  mayor 
eon  más  rapidez  y seguridad. 

Evita  la  tumcfaeciún  local  o el  dolor  causado  por 
la  distensión. 

HYDASE  es  también  un  valioso  coadyuvante  en  la 
anestesia  por  l>lo<|ueo  o por  infiltración. 

Presenlución;  Ampollas  estériles  de  150  THU  (uni- 
dades lurbirrcdiicloras)  de  la  liialtironidasa  más  pura 
disfionible. 


Disfribuidores:  WYETH  INTERNATIONAL  LIMITED  — PHILADELPHIA,  U.  S.  A, 

FRANCISCO  N.  CASTAGNET 
, San  Juan,  Puecto  Rico: 


En  cualquier  clima,  bajo  las  condi* 
ciones  más  variadas,  la  Leche  KLIM 
es  siempre  segura,  pura  y uniforme- 
mente nutritiva.  En  efecto,  KLIM 
ha  sido  usada  en  muchas  expedi- 
ciones al  Polo  Norte  y al  Polo  Sur 
y bajo  el  sofocante  calor  de  las 
selvas  ecuatoriales.  Y siempre  la 
frescura  uniforme,  sabor  y calidad 
inmejorables  de  esta  cremosa  leche 
en  polvo  permanecen  intactos  en  su 
lata  cerrada  al  vacío,  envasada  por 
medio  de  un  procedimiento  espe- 
cial. 

Considere  también.  Doctor,  otras 
grandes  ventajas  de  la  Leche  KLIM, 


tal  como  su  fácil  digestihilidad,  una 
de  las  razones  por  la  cual  muchos 
pedíatras  recomiendan  esta  leche 
superior  en  la  alimentación  de  los 
niños. 

Además  de  que  es  una  leche  ideal 
para  la  nutrición  de  los  niños  y para 
la  familia  en  general,  KLIM  es  un 
alimento  suave  pero  muy  vigori- 
zante para  los  ancianos  de  estóma- 
go delicado.  Esta  leche  tan  saluda- 
ble también  se  recomienda  en  las 
dietas  de  convalecientes  y frecuen- 
temente en  las  de  aquellos  que  pa- 
decen de  úlceras  pépticas. 

No  hay  mejor  leche  que  KLIM. 

KLIM 


LA  PREFERIDA  EN  TODO  EL  MUNDO 

Nos  complactremos  en  suministrarle  informes  profesionales 
completos  sobre  la  Leche  KLIM.  Sólo  tiene  que  escribir  a: 

THE  lORDIN  COMPANY.  DivisiáN  d*  Eiportacldn 
350  M«dÍMii  Av*iim,  Nirav*  Yark  17,  N.  Y.,  E.  U.  A. 


Distribuidores  para  Puerto  Rico: 

PLAZA  PROVISION  COMPANY,  Fortaleza  104,  San  Juan,  P.  R. 


E.  R.  SQUIBB  & SONS  74s  fifth  avenue,  new  yore  22,  new  york 


' 

‘Dear  Doctor: 

4 

Some  so-called  'therapeutic*  mixed  vitamin  formulas 
contain  only  maintenance  dosages.  Some  include  vita- 
mins for  which  there  is  no  established  need  in  man. 

Vhen  we  named  THERAPEUTIC  FORMULA  Vitamin  Capsules  SQUIBB  four  years 
ago,  we  wished  to  emphasize  that  they  represented  a new  concept  in 
nixed  vitamin  therapy — the  introduction  of  truly  therapeutic  dosages 
if  the  individual  vitamins  essential  in  human  nutrition. 

)ur  first  aim  has  been  accomplished.  The  demand  of  the  medical 
jrofession  for  such  a preparation  is  ever-increasing.  But  since 
'Therapeutic  Formula"  is  a free,  untrademarked  name,  many  so-called 
'therapeutic"  mixed  vitamin  capsules  have  appeared  on  the  market. 

I careful  check  in  prescription  stores  throughout  the  country 
-eveals  that  only  about  half  the  prescriptions  written  for  "Thora- 
)eutic  Formula"  specify  any  brand.  The  typical  prescription  calls 
’or  "Capsules  Therapeutic  Formula". 

Cf  the  manufacturer's  name  is  omitted  from  the  prescription,  the 
)harmacist  is  at  liberty  to  fill  it  with  any  capsule  he  has  on  hand, 
fet  the  mixed  vitamin  products  sold  as  "Therapeutic  Formula"  vary 
ridely  (1)  in  the  number  of  vitamins  they  contain  and  (2)  in  their 
)otency.  Therapeutic  Formula  Squibb,  however,  is  the  clinically 
)roved,  balanced  formula  as  recommended  by  Jolliffe  (J.A.M.A. 

129:613,  1945).* 

from  now  on,  THERAPEUTIC  FORMULA  SQUIBB  will  carry  the  additional' 
lesignation— THERAGRAN.  When  you  specify  this  trademarked  name — 
?HERAGRAN— your  patients  are  assured  of  truly  therapeutic  dosages  of 
.he  individual  vitamins  essential  in  human  nutrition. 

.'HERAGRAN  is  now  available  through  all  retail  pharmacies — your 
)rescriptions  can  be  filled  promptly.  When  you  wish  to  prescribe 
.he  Squibb  Therapeutic  Formula,  please  specify  as  Caps.  Theragran. 


Very  sincerely, 

E.  R.  SQUIBB  & SONS 


'.  S.  For  identification,  the  new  THERAGRAN  Capsule  has  two  black 
lands  around  the  middle.  Bottles  of  30  and  100. 

TMUMIMt  COMTIMT  IIAtttO  TO  tO 


Vitamin  B-complex  and  ferrous  sulfate  compound 

i .•-i'i.D.  ,:.:av  .LUyC,  .‘..ji’ -í;  : 


a,  pari^  effective  combination, 

of  readily -asgimilable  ipon  jo/«s  thiamine,  riboflavin, 
pyridoxiiie,  calcium  pantothenate,  niacinamide, 
choline  and  folic  acid,  reinforced  with  crude  liver 
and  other  factors  of  the  vitamin  B-compJex; 

"'  Hyotole  produces  art  exceptionally  prompt  hemo* 
poietic  response;  it  is  especially  indicated  in  nutri- 
tional anemias,  and  is  ideally  suited  for  the  effective 
treatment  of  hypochromic,  macrocytic  and  iron  de- 
ficiency anemias. 

Hyotole  is  pleasantly  flavored  and  quickly  effective 
in  both  children  and  adults. 

Rx.  In  4 oz.  and  16  oz.  bottles. 

SHÁRP  & DOHME,  Philadelphia,  U.S.Ah 


Liver  Protein  Hydrolysate  supplying 

AMINO  ACIDS  for  ORAL  THERAPY 


The  amino  acids  in  LEDINAC  Liver  Protein  Hydrolysate  Lederle 
provide  a rapidly  absorbable  supplement  which  tends  to  combat 
“protein  starvation”  in  patients  and  secure  normal  nitrogen 
balance  in  the  tissues.  Amino  acids  furnish  one  of  the  best  means 
of  providing  convalescent  patients  wdth  nitrogenous  foods. 


LEDINAC  Liver  Protein  Hydrolysate  Lederle  provides  in  a 
palatable,  chocolate-flavored  form,  a rapidly  absorbable  dietary 
supplement  that  does  not  tax  unduly  the  digestive  powers  of 
the  patient. 

LEDINAC  Liver  Protein  Hydroly.sate  Lederle  is  a .source  not  only 
of  modified  protein  and  amino  acids,  but  also  of  vitamins,  minerals, 
^ and  carbohydrates.  It  is  derived  from  mammalian  liver  — the 

richest  nutritional  storehouse  in  the  body. 

*Reg.  U.  S.  Pat.  Off. 


FORMULA 

Liver  Protein  Digest 54.0% 

Maltose 35.5% 

Flavoring  Agents  (including 

chocolate  and  saccharin)  . . 7.5% 

Supplying:  Carbohydrate 32.5% 

Fat 3.5% 

Protein 50.0% 

Free  Amino  Nitrogen 1.0% 


including  the  amino  acids,  Arginine, 
Histidine,  Lysine,  Tryptophane,  Phenylala- 
nine, Methionine,  Threonine,  Leucine,  Iso- 
leucine, Valine,  and  Cystine. 


Each  30  Gm.  contains: 

Thiamine  Hydrochloride  (Bi)  1.00  mg. 

Riboflavin  (B2) 2.00  mg. 

Niacinamide 6.60  mg. 

Pantothenic  Acid 2.30  mg. 

Pyridoxine  Hydro- 
chloride (Bi) 0.24  mg. 

Biotin 2.70  gamma 

Inositol 23.00  mg. 

Choline 120.00  mg. 

Calcium 106.00  mg. 

Phosphorus 297.00  mg. 

Iron 4.80  mg. 

Calories 103.8 


Paclcagcd  in  one-half  pound  jars 

LEUeit  LE  LACOU  ATOKIES  Ufl  VI  SlOX 

AMERIC.W  CY.\N.\M1D  CO.MP.WY  • 30  llOCKEFELLEll  PL.AZ.A,  NEW  YORK  20,  N.Y. 


In  the  fight,  uncomfortable  bronchial 
cough  accompanying  colds,  influenza 
or  bronchitis,  Synephricol  provides 
the  decongestion  necessary  to  permit 
free  breathing,  and  elimination  of 
excess  mucus. 

Synephricol  is  expectorant,  and 
more  — it  thins  the  viscous  mucoid 
bronchial  secretions  and  it  decreases 
bronchial  irritation  by  sympathomi- 
metic action. 


EACH  TEASPOONFUL  OF  PLEASANT  FLAVORED 
SYNEPHRICOL  CONTAINS: 


Codeine  phosphate 8.7  mg. 

Neo-Synephrine®  hydrochloride 5.0  mg. 

Potassium  guoiocol  sulfonate 70.0  mg. 

Ammonium  chloride 70.0  mg. 

Menthol 1.0  mg. 

Chloroform 0.0166  cc. 

Alcohol 


Exempt  narcotic 

Average  adult  dose:  1 or  2 teaspoonfuls  every  four  hours. 
Supplied  in  bottles  of  1 pint  and  1 gallon. 


SniEnUICOl  «dV  NEO-STNtnillllE,  tra^inatki  rag.  U.  S.  I Cooedg 


PROFESSIONAL  BUILDING  — Ave.  de  Diego  308 
Santurce,  Puerto  Rico 
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LOS  NUEVOS  REMEDIOS  DE  LA  TUBERCULOSIS* 

J.  RODRIGUEZ  PASTOR,  M.D.** 

El  descubrimiento  de  los  nuevos  antibióticos  ha  traido  nuevas 
esperanzas,  pero  a la  vez  nuevos  problemas  en  el  tratamiento  de  la 
tuberculosis.  Los  problemas  vienen  de  que  estos  antibióticos  no  son 
efectivos  en  todos  los  casos  y hay  circunstancias  en  que  pueden 
hacer  más  daño  que  bien.  ¿Cuáles  son  los  casos  y circunstancias 
en  que  los  antibióticos  pueden  hacer  daño?  Esta  es  una  pregunta 
importante  para  los  médicos  que  hacen  práctica  general,  porque 
ellos  ven  el  caso  antes  que  nadie,  y de  sus  decisiones  depende  mu- 
chas veces  la  suerte  del  enfermo. 

Antes  de  llegar  la  estreptomicina,  el  médico  de  práctica  ge- 
neral por  lo  regular  evitaba  tener  que  tratar  enfermos  tuberculo- 
sos, y tan  pronto  hacía  el  diagnóstico  refería  el  caso  a un  especia- 
lista. Hoy  la  tendencia  es  a recetar  inmediatamente  la  estreptomi- 
cina, muchas  veces  sin  averiguar  si  es  ese  el  mejor  tratamiento, 
y en  ocasiones  por  meras  sospechas,  a base  únicamente  de  una 
sombra  que  aparece  en  una  placa  de  Rayos-X,  sin  llegar  a un  diag- 
nóstico y sin  hacer  siquiera  un  examen  del  esputo. 

No  creemos  que  esté  mal  que  el  médico  de  práctica  general 
trate  tuberculosis.  Lo  que  está  mal  es  que  la  trate  sin  estudiarla 
debidamente.  Lo  primero  que  hay  que  aprender  para  tratar  tuber- 
culosis pulmonar  es  que  esta  enfermedad  tiene  muchas  modalida- 
des, y que  cada  modalidad  debe  ser  tratada  de  distinto  modo.  Para 
saber  cuándo  y cómo  debe  darse  la  estreptomicina,  hay  que  saber 
primero  qué  clase  de  tuberculosis  tiene  el  enfermo.  Y esto  es  lo 
primero  que  debe  estudiarse.  Sin  saberlo,  nadie  tiene  derecho  a 
usar  la  estreptomicina  ni  ningún  otro  remedio  en  esta  enferme- 
dad. 


* Leído  en  la  asamblea  ajiual  de  la  Asociación  Médica  del  Distrito  de  Ma- 
yagiiez,  Mayo  21  de  1950. 

•*  De  la  Clínica  Antillas,  Río  Piedrae,  P.  R. 
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USO  DE  LA  ESTREPTOMICINA 

La  estreptomicina  empezó  a usarse  en  algunos  hospitales  ci- 
viles de  Puerto  Rico  hacia  la  segunda  mitad  del  año  1946,  pero  no 
í'ué  hasta  el  1947  que  pudo  conseguirse  en  suficiente  cantidad  pa- 
ra uso  general.  Así  pues,  podemos  decir  que  esta  droga  está  en 
uso  general,  tanto  aquí  como  en  Estados  Unidos,  desde  hace  más 
c menos  tres  años.  Siendo  un  remedio  tan  nuevo,  es  natural  que 
las  normas  en  cuanto  a su  uso  hayan  cambiado  rápidamente,  y que 
el  modo  de  aplicarla  que  hace  dos  años  se  consideraba  bueno,  hoy 
se  considere  malo,  y viceversa.  Por  ejemplo,  hace  tres  años  creía- 
mos que,  para  que  la  estreptomicina  fuese  efectiva,  había  que  dar- 
la cada  4 horas,  día  y noche.  La  dosis  total  en  las  24  horas 
debía  ser  de  gramo  y medio  a dos  gramos,  y la  dosis  individual  no 
debía  pasar  de  1’4  gramo.  Luego,  mediante  las  experiencias  de  los 
hospitales  de  la  Administración  de  Veteranos  en  los  Estados  Uni- 
dos y su  excelente  sistema  cooperativo  de  investigaciones  clínicas, 
se  averiguó  que  no  era  necesario  dar  la  estreptomicina  cada 
4 horas  día  y noche,  sino  que  podía  darse  cada  12  horas  sin  que  per- 
diera su  efectividad ; que  las  dosis  individuales  podían  ser  hasta  de 
medio  gramo,  y que  no  era  necesario  dar  más  de  un  gramo  al  día 
en  la  mayor  parte  de  los  casos.  Ahora,  recientemente,  ha  venido 
otro  cambio  en  el  modo  de  administrar  la  estreptomicina.  Se  ha 
descubierto  que  puede  darse  en  dosis  de  un  gramo  a la  vez,  en  una 
sola  inyección  al  día,  y esa  ha  venido  a ser  la  dosis  corriente  en  los 
hospitales  de  veteranos  de  Estados  Unidos.  Actualmente  se  está 
investigando  si  un  gramo  inyectado  cada  3 días  puede  resultar 
efectivo,  en  combinación  con  PAS,  pero  los  resultados  de  estas 
investigaciones  no  son  concluyentes  todavía. 

uso  COMBINADO  DE  LA  ESTREPTOMICINA  CON  PAS 

Al  principio  creíamos  que  la  estreptomicina  no  debía  darse 
por  un  período  menor  de  cuatro  meses  corridos.  Luego,  al  darnos 
cuenta  de  que  en  muchos  casos  los  gérmenes  se  volvían  resistentes 
a la  droga  y que  ésta  perdía  su  efectividad  después  de  uno  o dos 
meses  de  uso,  se  recomendó  usarla  por  cortos  períodos  solamente, 
y la  Administración  de  Veteranos  prohibió  que  se  usara  en  sus 
hospitales  por  más  de  42  días  a la  vez,  excepto  en  casos  de  tuber- 
culosis miliar  o meningitis  tuberculosa,  o en  los  casos  sometidos 
a investigaciones  clínicas  especiales.  Luego  vino  el  ácido  para-ami- 
nosalicílico,  llamado  también  PAS.  Esta  valiosa  droga,  que  viene 
usándose  en  Puerto  Rico  desde  hace  poco  más  de  un  año,  tiene  la 
enorme  ventaja  de  que,  combinada  con  la  estreptomicina,  evita  que 
los  gérmenes  tuberculosos  se  hagan  resistentes  a esta  última,  o 
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por  lo  menos  retarda  el  desarrollo  de  dicha  resistencia.  No  era  ya 
necesario,  pues,  limitar  el  uso  de  la  estreptomicina  a 42  días.  Com- 
binándola con  el  ácido  para-aminosalicílico,  podríamos  usarla  hasta 
por  períodos  de  cuatro  meses  corridos,  al  igual  que  antes,  sin  que 
perdiera  su  efectividad.  Aún  más,  se  descubrió  que  el  PAS  aumen- 
ta la  efectividad  de  la  estreptomicina.  Ambas  drogas  combinadas 
son  más  efectivas  que  cualquiera  de  ellas  separadamente.  Así,  he- 
mos llegado  a un  punto  en  que  la  estreptomicina  rara  vez  se  usa 
sola.  Combinada  con  PAS,  podemos  usarla  hasta  por  períodos  de  4 
meses,  sin  perder  mucho  sueño  por  miedo  de  que  los  gérmenes  se 
hagan  resistentes,  aunque  desde  luego,  esto  puede  ocurrir  en  una 
cierta  proporción  de  casos,  aún  con  esta  combinación.'  - ’’ 

El  ácido  para-aminosalicílico,  o PAS  se  fabrica  en  polvo,  bien 
en  la  forma  del  ácido  o de  la  sal  sódica,  en  tabletas  de  capa  entérica, 
en  gránulos,  pastillas  efervescentes,  solución  para  uso  intrapleural, 
cápsulas,  ampolletas  para  uso  intravenoso  y ungüentos.  En  algunos 
hospitales  de  Estados  Unidos  prefieren  usar  el  ácido  en  polvo,  mez- 
clado con  jarabe  de  chocolate,  pero  en  la  mayor  parte  de  los  sitios 
se  usa  la  sal  sódica,  bien  en  polvo,  disuelta  en  una  pequeña  canti- 
dad de  agua  después  de  las  comidas  y por  la  noche,  o en  tabletas 
de  capa  entérica. 

El  PAS  se  usa  en  dosis  de  8 a 20  gramos  diarios,  pero  la  dosis 
que  más  se  usa  en  la  actualidad  es  la  de  doce  gramos  diarios,  en 
papeletas  de  tres  gramos  cuatro  veces  al  día,  o en  tabletas  de  me- 
dio gramo,  seis  tabletas  cuatro  veces  al  día.  A la  vez  que  se  da 
el  PAS,  se  prescribe  la  estreptomicina,  en  una  sola  inyección  de 
un  gramo  al  día,  disuelta  en  2 c.c.  de  agua  estéril,  por  vía  intra- 
muscular. Preferimos  el  sulfato  de  estreptomicina.  El  clorhidrato 
es  demasiado  irritante  y la  inyección  de  esta  sal  es  tan  dolorosa, 
que  algunos  pacientes  no  pueden  soportarla.  Hemos  visto  pacien- 
tes prácticamente  lisiados  por  semanas  enteras,  a causa  del  dolor 
y la  inflamación  local  producidos  por  inyecciones  de  clorhidrato  de 
estreptomicina.  En  cambio,  el  sulfato  es  soportado  perfectamente 
bien. 

Al  principio  algunos  médicos  mezclaban  la  estreptomicina  con 
pequeñas  cantidades  de  novocaína,  para  evitar  el  dolor  de  la  inyec- 
ción. Nosotros  nunca  recurrimos  a este  procedimiento,  y encon- 
tramos que  es  enteramente  innecesario,  siempre  que  uno  .se  abs- 
tenga de  usar  el  clorhidrato. 

En  cuanto  a la  dihidroestreptomicina,  derivado  de  la  estrepto- 
micina que  por  suponerse  menos  tóxico  viene  u.sándose  desde  hace 
uno  o dos  años  en  sustitución  de  é.sta,  los  e.studios  de  la  Admini.s- 
tración  de  Veteranos  indican  que,  gramo  por  gramo,  la  dihidroes- 
treptomicina no  es  menos  tóxica  que  la  estreptomicina.  En  cambio, 
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esta  Última  parece  ser  más  efectiva.  Por  estas  razones  la  tendencia 
actual  es  a descartar  la  dihidroestreptomicina. 

Algunos  médicos  han  usado  la  estreptomicina  a dosis  de  me- 
dio gramo  al  dia.  Nuestra  experiencia  es  que  esta  dosis  es  insufi- 
ciente, y no  debe  usarse  en  adultos  a menos  que  el  paciente  no  to- 
lere dosis  mayores.  En  niños  de  seis  a doce  años,  en  cambio,  la 
dosis  de  medio  gramo  al  día  es  la  más  apropiada.  La  dosis  de  es- 
treptomicina para  adultos  es  de  uno  a dos  gramos  al  día,  depen- 
diendo de  la  gravedad  de  la  enfermedad.  La  gran  mayoría  de  los 
casos  responde  bien  a la  dosis  de  un  gramo  diario.  En  casos  de  me- 
ningitis tuberculosa,  la  droga  debe  darse  también  por  vía  intrarra- 
quídea,  a dosis  de  50  miligramos  cada  dos  o tres  días.  La  dosis  in- 
tramuscular en  esta  enfermedad,  así  como  en  la  tuberculosis  mi- 
liar, no  debe  bajar  de  tres  gramos  diarios  en  adultos,  y debe  conti- 
nuarse por  seis  meses  o más,  combinándola  con  PAS  por  vía  oral,  o 
por  vía  intravenosa  cuando  sea  necesario.  Aquí  debemos  advertir 
que  al  usarse  la  estreptomicina  por  vía  intrarraquídea,  no  debe  pres- 
cribirse el  clorhidrato,  que  es  demasiado  irritante  para  ser  usado 
por  esta  vía.'*-  " 

El  PAS  tiene  el  gran  inconveniente  de  no  ser  bien  tolerado 
por  algunos  pacientes.  Produce  diarreas  o deposiciones  blandas,  mo- 
lestias y dolores  en  el  vientre,  una  gran  pérdida  de  apetito  y en 
ocasiones  náuseas  y hasta  vómitos.  Cuando  esto  ocurre,  debe  sus- 
penderse la  medicina  por  dos  o tres  días,  y luego  empezarse  nue- 
vamente con  dosis  más  pequeñas.  Si  a pesar  de  esto  persisten  los 
síntomas  y el  enfermo  no  puede  alimentarse  y pierde  peso,  es  pre- 
ferible suspender  la  medicación  y pensar  en  otro  tratamiento. 

La  estreptomicina,  cuando  se  usa  sola,  no  debe  usarse  por 
más  de  uno  o dos  meses  a la  vez,  excepto  en  casos  de  meningitis 
tuberculosa  o de  tuberculosis  miliar,  en  que  no  hay  otro  remedio 
disponible.  Cuando  se  dé  con  PAS  puede  usarse,  como  ya  dijimos, 
hasta  por  cuatro  meses  corridos. 

¿Cuáles  son  las  formas  de  tuberculosis  en  que  está  indicada 
la  combinación  de  estreptomicina  con  PAS? 

La  estreptomicina  combinada  con  ácido  para-aminosalicílico  es- 
tá indicada  en  las  tuberculosis  agudas,  como  las  pulmonías  tuber- 
culosas, la  meningitis  tuberculosa  y la  tuberculosis  miliar.  En  estos 
casos  la  indicación  es  clara  y urgente.  Está  indicada  en  la  tuber- 
culosis pulmonar  de  carácter  exudativo  en  que  no  hay  cavernas,  es- 
pecialmente cuando  la  infiltración  es  bilateral.  Está  indicada  en 
casos  de  cavernas  recientes,  de  paredes  finas,  en  combinación  con 
el  neumotórax  artificial,  o por  sí  sola  cuando  el  neumotórax  está 
contraindicado.  Debe  usarse  cuando  hay  complicaciones  laríngeas 
o bronquiales,  .v  en  casos  de  tuberculosis  intestinal  o renal.  En  la 
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tuberculosis  ósea  y articular,  está  indicada  como  preparación  para 
el  tratamiento  quirúrgico.  También  está  indicada  en  la  adenitis  tu- 
berculosa debidamente  comprobada,  y en  toda  clase  de  fistulas  tu- 
berculosas. En  casos  de  neumotórax  artificial  en  que  se  complica 
el  lado  contrario,  debe  usarse  por  un  corto  tiempo  antes  de  iniciar- 
se el  neumotórax  bilateral,  o en  combinación  con  éste.  Puede  usarse 
conjuntamente  con  el  neumoperitoneo,  y en  casos  que  requieren 
toracoplastia  o resección  pulmonar  puede  usarse  antes  o después 
de  la  operación,  para  limpiar  lesiones  pequeñas  en  el  lado  contra- 
rio. En  todos  estos  casos  es  de  gran  importancia  saber  cuándo  debe 
usarse  la  estreptomicina.  Hay  una  cierta  fase  en  el  desarrollo  de  ca- 
da tipo  de  esta  enfermedad  en  que  la  estreptomicina  y el  PAS  pue- 
den ser  sumamente  efectivos.  Si  no  se  usan  en  el  momento  estraté- 
gico, si  se  usan  antes  o después  del  momento  propicio,  estas  drogas 
pueden  resultar  enteramente  ineficaces,  y hasta  pueden  hacer  más 
daño  que  bien. 

¿Cuáles  son  los  casos  en  que  no  debe  usarse  la  estreptomicina 
ni  el  PAS? 

No  deben  usarse  en  casos  sospechosos,  en  que  solamente  hay 
sombras  en  la  placa  cuya  etiología  se  desconoce.  Antes  de  usar 
medicinas  de  esta  clase,  debe  estarse  bien  seguro  de  que  se  trata 
de  un  caso  de  tuberculosis.  Sobre  todo,  deben  examinarse  mues- 
tras del  esputo.  Cuando  hay  dudas,  lo  procedente  es  acostar  al  pa- 
ciente y observarlo  por  varias  semanas,  antes  de  prescribir  la  qui- 
mioterapia. No  actuemos  a base  de  que  “si  no  le  hace  bien  no  le 
hace  mal”,  porque  estas  drogas  pueden  hacer  mal.  Sobre  todo,  no 
cometamos  el  error  de  darle  estreptomicina  a los  niños  simplemen- 
te porque  los  troncos  broncovasculares  aparecen  un  poco  engrosa- 
dos en  la  placa  de  Rayos-X.  En  la  gran  mayoría  de  los  casos,  esta 
acentuación  de  los  troncos  broncovasculares  en  los  niños  no  es 
de  origen  tuberculoso,  y aún  cuando  lo  fuera  no  constituye  por  sí 
sola  una  indicación  para  la  estreptomicina. 

La  estreptomicina  no  debe  usarse  en  casos  que  probablemente 
son  resistentes  a esta  droga.  Si  el  historial  nos  dice  que  el  pacien- 
te ha  usado  estreptomicina  por  cuatro  o cinco  meses  corridos  an- 
teriormente, y a pesar  de  eso  siguió  mal,  está  de  más  y es  hasta 
peligroso  volver  a usarla,  pues  es  bien  sabido  que  el  germen  tu- 
berculoso, una  vez  que  se  hace  resistente  a la  estreptomicina,  se 
adapta  a la  droga  de  tal  modo  que  crece  con  mayor  facilidad  en 
presencia  de  ésta.  Así  pues,  cuando  damos  estreptomicina  a un  pa- 
ciente cuyos  gérmenes  se  han  hecho  resistentes  a la  droga,  lo  que 
hacemos  es  ayudarlo  a empeorar. 

En  casos  desahuciados,  la  estreptomicina  puede  u.sarse  palia- 
tivamente por  un  corto  tiempo,  pero  su  uso  no  debe  extenderse  has- 
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la  el  punto  en  que  los  gérmenes  puedan  hacerse  resistentes,  por- 
que entonces  las  personas  que  se  contagien  y adquieran  tubercu- 
losis de  ese  enfermo  no  responderían  a la  estreptomicina. 

('orno  regla  general,  la  estreptomicina  y el  PAS  no  deben  usar- 
se en  casos  con  cavernas,  a menos  que  se  combinen  con  colapsote- 
rapia.  Sin  embargo,  si  el  paciente  rehúsa  la  colapsoterapia,  o si 
esta  medida  está  contraindicada  por  alguna  razón,  o si  se  trata 
de  cavernas  muy  recientes,  de  paredes  finas,  pueden  usarse  las 
drogas  por  uno  o dos  meses,  combinadas  con  un  régimen  de  reposo 
absoluto.  Si  al  cabo  de  este  tiempo  las  cavernas  no  tienden  defini- 
tivamente a cerrar,  no  debe  perderse  más  tiempo  con  las  drogas. 
Debe  insistirse  entonces  en  que  el  paciente  se  hospitalice,  para  un 
estudio  cuidadoso  que  permita  recurrir  a medidas  terapéuticas  más 
efectivas.*^'  ”• 

La  estreptomicina  está  enteramente  contraindicada  en  casos 
de  nefritis.  En  cambio,  puede  ser  efectiva  y debe  usarse  en  casos 
de  tuberculosis  renal. 

En  casos  que  han  manifestado  reacciones  alérgicas  intensas, 
como  erupciones,  vómitos,  tinnitus,  sordera,  etc.,  no  deben  usar- 
.se  nuevamente  estas  drogas  excepto  con  grandes  precauciones.  Con- 
viene siempre  hacer  contajes  completos  de  sangre  y análisis  de  ori- 
na por  lo  menos  una  vez  al  mes  en  los  pacientes  que  usen  estos 
antibióticos.  Si  hay  dudas  sobre  el  funcionamiento  normal  del  ri- 
ñón, deben  hacerse  pruebas  funcionales  de  este  órgano. 

EL  TH-1  O CONTEBEN 

El  TB-1  fué  descubierto  en  los  laboratorios  de  la  casa  Bayer, 
en  la  Alemania  occidental,  después  de  la  guerra,  y ha  sido  ya  usa- 
do en  más  de  10,000  enfermos  tuberculosos  en  aquel  país.  En  Ale- 
mania llaman  a esta  droga  Contebén,  y también  TB-1/698.  A veces 
se  le  llama  por  el  nombre  genérico  de  tiosemicarbazona,  que  pro- 
viene de  la  serie  de  sustancias  químicas  a que  pertenece  el  pro- 
ducto. Viene  en  tabletas  de  25  y 50  miligramos.  No  se  permite  su 
venta  en  las  farmacias,  pero  puede  conseguirse  para  fines  de  in- 
vestigación clínica  pidiéndola  directamente  a los  fabricantes,  o a 
sus  representantes  en  la  isla.  Nosotros  tenemos  actualmente  va- 
rios enfermos  bajo  tratamiento  con  esta  medicina,  y estamos  aco- 
piando datos  para  evaluar  su  efectividad  en  estos  y otros  pacientes 
que  tratemos  en  el  futuro. 

El  TB-1,  o Contebén,  es  una  droga  mucho  más  tóxica  que  la 
estreptomicina  o el  ácido  para-aminosalicílico,  y debe  ser  usada  con 
grandes  precauciones.  En  efectividad  se  considera  igual  que  el  PAS. 
En  toxicidad  se  considera  igual  que  los  ar.senicales,  como  neosal- 
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varsán,  que  se  usan  en  la  sífilis.  Entre  las  reacciones  a que  puede 
dar  lugar  están  los  trastornos  gastrointestinales,  tales  como  cóli- 
cos, diarreas,  pérdida  del  apetito,  náusea  y vómitos.  Puede  ocasio- 
nar ictericia,  y también  dolores  de  cabeza  y mareos.  Erupciones 
de  la  piel  se  presentan  con  alguna  frecuencia.  Estas  erupciones  son 
regularmente  eritemas,  pero  se  han  notado  urticarias  y petequias, 
y en  Alemania  se  han  reportado  muertes  debidas  a reacciones  alér- 
gicas parecidas  a las  que  se  ven  ocasionalmente  con  las  sulfas.  En 
algunos  casos  se  han  observado  conjuntivitis.  Entre  las  complica- 
ciones serias  se  mencionan  la  hepatitis,  las  anemias  agudas,  en- 
tre éstas  la  agranulocitosis,  e inflamaciones  del  cerebro.  General- 
mente no  afecta  el  riñón. 

Como  medida  de  precaución  se  recomienda  hacer  contajes  de 
sangre  una  vez  en  semana  durante  el  tratamiento,  y aún  con  ma- 
yor frecuencia  cuando  se  presenta  una  leucopenia  marcada  u otro 
tipo  de  anemia.  También  deben  hacerse  pruebas  funcionales  del  hí- 
gado, especialmente  cuando  se  presentan  náuseas,  vómitos  o icte- 
ricia después  de  algún  tiempo  de  tratamiento. 

La  dosis  del  contebén  es  de  50  miligramos  al  día  durante  la 
primera  semana,  100  miligramos  diarios  durante  la  segunda  se- 
mana, y 200  miligramos  diarios  de  ahí  en  adelante.  En  ningún 
caso  debe  pasar  la  dosis  de  300  miligramos  diarios,  y algunos 
creen  que  aún  200  miligramos  es  mucho.  Se  recomienda  usarla  por 
no  menos  de  6 meses.  Una  vez  que  la  lesión  está  inactiva,  se  puede 
reducir  la  dosis  a 25  o 50  miligramos  por  día. 

En  la  novena  conferencia  sobre  estreptomicina,  celebrada  bajo 
los  auspicios  de  la  Administración  de  Veteranos  durante  el  mes  de 
abril  de  1950,  se  informaron  los  resultados  preliminares  del  trata- 
miento con  TB-1  en  257  enfermos  en  Estados  Unidos.  El  trata- 
miento tuvo  que  ser  suspendido  en  78  casos  debido  a complicacio- 
nes. Hubo  28  casos  en  que  se  notaron  trastornos  del  hígado,  y en 
otros  30  casos  hubo  anemias  agudas.  Los  investigadores  no  habían 
podido  llegar  a conclusión  alguna  sobre  la  efectividad  de  la  droga, 
a causa  sin  duda  del  corto  período  de  observación.  Se  decidió  usar 
(tosis  menores,  si  posible  de  100  miligramos  al  día,  y no  aumentar 
( 1 número  de  pacientes  sometidos  a este  tratamiento  para  fines  de 
estudio. 

El  subcomité  clínico  de  la  American  Trudeau  Society,  en  un 
informe  reciente,  recomienda  que  no  se  emplee  el  TB-1  como  me- 
dida ordinaria  en  el  tratamiento  de  la  tuberculosis  hasta  tanto  se 
tenga  más  información  sobre  sus  limitaciones  y potencialidades. 
Este,  desde  luego,  es  un  coinsejo  muy  sabio.  La  droga  debe  usarse 
solamente  en  hospitales  y en  aquellos  consultorios  donde  haya  las 
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facilidades  de  laboratorio  necesarias  para  hacer  los  estudios  que 
son  esenciales  para  garantizar  la  seguridad  del  paciente,  y donde 
pueda  mantenerse  al  enfermo  bajo  continua  observación. 

La  gran  ventaja  del  contebén  consiste  en  que  puede  usarse 
por  largos  períodos  de  tiempo  (seis  meses  o más)  sin  que  los  gér- 
menes se  hagan  resistentes  a la  droga.  Otra  ventaja  consiste  en 
(jue  es  efectivo  en  dosis  relativamente  pequeñas,  cuando  se  com- 
para con  la  estreptomicina,  y especialmente  con  el  PAS.  Los  mejo- 
res resultados  en  el  uso  de  esta  droga  se  han  obtenido  en  las  for- 
mas de  tuberculosis  que  afectan  las  mucosas,  como  la  tuberculosis 
de  la  tráquea,  laringe  y bronquios,  la  tuberculosis  intestinal  y la 
tuberculosis  en  la  vejiga  urinaria,  uréteres  y uretra.  También  es 
efectiva  en  el  lupus  vulgaris  y en  las  formas  exudativas  de  la  tu- 
berculosis pulmonar.  Los  resultados  en  tuberculosis  miliar  y me- 
ningitis tuberculosa  no  han  sido  buenos,  y no  se  considera  efectiva 
en  las  formas  fibrocaseosas  de  la  tuberculosis  pulmonar. 

Además  de  usarse  por  la  vía  oral,  se  han  usado  suspensiones 
de  esta  droga  en  solución  salina  o agua  estéril,  al  10  ó al  20%, 
para  inyección  intrapleural,  en  casos  de  empiema.  Para  esto  se  usan 
desde  100  hasta  no  más  de  500  miligramos,  de  una  a tres  veces 
por  semana.  También  se  ha  inyectado  directamente  en  las  caver- 
nas tuberculosas  del  pulmón,  como  medida  suplementaria  al  drenaje 
de  cavernas  de  Monaldi.  En  estos  casos  se  usan  de  100  a 200  mi- 
ligramos de  la  droga  en  uno  o 2 c.c.  de  solución  salina. 

El  contebén  debe  interrumpirse  inmediatamente  en  caso  de 
que  ocurran  trastornos  gastrointestinales  después  de  algún  tiem- 
po de  estarse  usando  la  droga,  especialmente  si  estos  síntomas 
vienen  acompañados  de  dolores  de  cabeza  y otras  señales  de  pre- 
sión intracraneana.  También  debe  interrumpirse  si  ocurren  erup- 
ciones de  la  piel.  Los  pacientes  de  tendencias  alérgicas  deben  ser 
observados  con  especial  atención. i'’’’ 

En  conclusión,  el  contebén  o TB-1  es  una  droga  inferior  a la 
estreptomicina  y bastante  menos  efectiva  que  la  combinación  de 
estreptomicina  con  ácido  para-aminosalicílico.  En  las  circunstan- 
cias actuales,  su  uso  está  justificado  solamente  a modo  de  investi- 
gación clínica,  en  aquellos  hospitales  o consultorios  que  cuentan 
con  buenos  laboratorios  equipados  para  hacer  esta  clase  de  estu- 
dios. No  debe  usarse  nunca  en  sustitución  de  la  estreptomicina  ni 
aún  del  PAS,  puesto  que  es  mucho  más  tóxica  que  cualquiera  de 
éstas,  y no  ofrece  ventaja  alguna  sobre  ellas.  Su  uso  debe  limi- 
tarse a aquellos  casos  en  quienes  la  estreptomicina  y el  PAS  no  son 
efectivos.  En  tales  circunstancias  podría  ser  una  medida  salvado- 
ra, si  se  usa  con  discreción. 
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OTROS  REMEDIOS  QUE  SE  ESTAN  INVESTIGANDO 

Para  terminar,  mencionemos  rápidamente  algunos  de  esos  re- 
medios nuevos  que  aparecen  de  vez  en  cuando  en  la  prensa  en 
letras  de  molde,  y que  hacen  que  los  enfermos  se  subleven  contra 
el  médico  porque  éste  no  acaba  de  dárselos.  Uno  de  estos  remedios 
es  la  neomicina.  La  neomicina,  efectivamente,  ataca  el  germen  de 
la  tuberculosis  y ha  resultado  bastante  eficaz  en  los  experimentos 
que  se  han  hecho  con  animales;  pero  es  tan  sumamente  tóxica 
para  los  seres  humanos,  que  probablemente  nunca  se  usará,  a me- 
nos que  encuentren  algún  modo  de  hacerla  más  inofensiva.  Otro 
remedio  es  la  viomicina,  que  tampoco  puede  usarse  por  ser  dema- 
siado peligrosa.  Otro  remedio,  y tal  vez  el  que  más  esperanza  ofre- 
ce entre  todos,  es  la  micomicina.  Este  producto  es  efectivo,  y no 
es  muy  tóxico;  pero  es  tan  sumamente  inestable,  que  como  dice 
un  informe,  no  hay  manera  de  usarlo  a menos  que  se  meta  al  pa- 
ciente en  la  nevera  junto  con  la  droga. 

Otro  de  los  remedios  nuevos  es  la  terramicina.  Este  producto 
se  ha  usado  ya  en  más  de  mil  pacientes,  para  otras  enfermedades, 
y además  de  ser  poco  tóxico,  ha  demostrado  ser  de  alguna  efectivi- 
dad contra  el  bacilo  de  la  tuberculosis  in  vitro.  Actualmente  se  es- 
tán haciendo  investigaciones  clínicas  con  esta  droga,  en  algunos 
hospitales  de  Estados  Unidos,  pero  los  resultados  no  son  concluyen- 
tes  todavía. 

La  última  y más  espectacular  noticia  que  tenemos  es  la  de  esa 
maravilla  de  maravillas,  el  ACTH (adrenocorticotropic  hormone).  En 
la  convención  de  la  American  Society  for  Clinical  Investigation  ce- 
lebrada en  Atlantic  City  en  días  pasados,  los  doctores  Tompsett, 
Le  Maestre,  Muschenheim  y McDermott  informaron  por  primera 
vez  el  uso  del  ACTH  en  enfermos  tuberculosos.  Se  aplicó  esta  dro- 
ga, a dosis  de  100  miligramos  diarios,  a cuatro  pacientes  con  tu- 
berculosis pulmonar  avanzada.  De  seis  a ocho  horas  después  de 
haber  recibido  la  droga  se  notó  rápida  mejoría  en  los  pacientes, 
con  desaparición  subsiguiente  de  todos  los  síntomas  agudos.  A las 
24  horas,  las  lesiones  de  la  laringitis  tuberculosa  se  vieron  mejorar, 
en  el  examen  laringoscópico,  y los  pacientes,  que  antes  estaban  ron- 
cos, pudieron  hablar  claramente.  Al  suspenderles  la  droga,  volvie- 
ron todos  los  síntomas  agudos  otra  vez  con  la  misma  rapidez  que 
habían  desaparecido;  pero  el  experimento  es  de  enorme  importan- 
cia, porque  el  ACTH,  al  contrario  de  los  antibióticos,  no  ejerce  su 
acción  sobre  el  bacilo,  sino  sobre  el  organismo  del  paciente,  lo  cual 
crea  un  precedente  en  la  quimioterapia  de  esta  enfermedad.- 
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RESUMEN 

E]n  la  quimioterapia  de  la  tuberculosis,  el  más  valioso  recurso 
que  tenemos  en  la  actualidad  es  la  combinación  de  estreptomicina 
con  ácido  para-aminosalicílico.  Excepto  en  contados  casos,  la  es- 
treptomicina no  debe  usarse  sola. 

Aunque  en  algunos  casos  las  cavernas  recientes  de  paredes 
finas  pueden  cerrar  con  estreptomicina  y PAS,  hay  muchas  caver- 
nas que  no  cierran  con  este  tratamiento,  o que  cierran  para  volver 
a abrirse  más  tarde.  En  tales  casos  no  debe  cometerse  el  error 
de  dar  estas  drogas  indefinidamente,  porque  con  ello  se  le  hace 
perder  al  paciente  toda  oportunidad  de  curación.  La  estreptomici- 
na, cuando  va  a actuar,  actúa  pronto.  Si  al  mes  o a los  dos  meses 
las  cavernas  no  tienden  a cerrar,  el  caso  debe  ser  referido  al  es- 
pecialista sin  más  pérdida  de  tiempo. 

En  muchos  casos  la  estreptomicina  ha  hecho  más  daño  que 
bien.  El  daño  que  ha  hecho  es  que  ha  impedido  que  muchos  pa- 
cientes reciban  el  neumotórax,  cuando  ésta  era  la  única  medida  que 
podía  curarlos.  También  ha  impedido  que  algunos  enfermos  se 
sometan  a tiempo  a una  toracoplastia,  cuando  esta  operación  pudo 
haberles  salvado  la  vida.  El  práctico  general  haría  bien  en  nc 
usar  la  estreptomicina  ni  el  PAS  en  casos  de  cavernas,  sin  antes 
consultar  con  un  especialista. 

El  TB-1  puede  usarse  con  cautela,  en  los  casos  en  que  está 
indicado,  siempre  que  haya  las  facilidades  para  mantener  al  pacien- 
te bajo  cuidadosa  observación  y hacer  los  frecuentes  exámenes 
de  laboratorio  que  requiere  este  tratamiento.  El  uso  general  de 
esta  droga  no  es  recomendable  todavía. 

Hay  otros  remedios  como  la  neomicina,  la  viomicina,  la  mico- 
micina,  la  terramicina,  y el  ACTH,  que  están  investigándose.  Los 
tres  primeros  no  pueden  usarse  todavía  en  seres  humanos  y la  uti- 
lidad de  los  dos  últimos  en  la  tuberculosis  humana  no  se  ha  deter- 
minado hasta  esta  fecha. 
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ESOPHAGEAL  DIVERTICULUM 


EUGENIO  M.  DE  HOSTOS,  M.D.* 


The  subject  of  cervical  esophageal  diverticula  has  always  been 
of  great  interest  to  the  surgeon  because  its  treatment,  other  than 
surgical,  is  only  temporarily  palliative  and  its  prognosis  fraught 
with  the  most  serious  complications. 

Clinical  diagnosis  is  rarely  difficult.  The  early  case  presents 
itself  with  vague  complaints  of  dysphagia,  cough  and  a sense  of 
fulness  in  the  neck  after  swallowing.  These  symptoms  progress  to 
irritating  cough  leading  to  restlesness  and  loss  of  sleep  at  night, 
regurgitation  of  food,  salivation,  inability  to  swallow  solids,  con- 
sequent weight  loss  and  finally,  foul  breath  from  the  accumulation 
of  decaying  food  in  the  diverticular  sac  and  a visible  mass  in  the 
neck.  The  involuntary  aspiration  of  food  when  turning  in  bed  has 
led  to  lung  abscess.  Carcinoma  has  been  reported  in  the  walls  of 
the  sac.^ 

The  barium  swallow  is  diagnostic  and  readily  reveals  the  size, 
shape  position  and  approach  to  the  diverticulum. 

An  esophageal  diverticulum  is  a herniation  of  mucous  mem- 
brane with  its  muscularis  mucosae  thru  the  muscular  investment 
of  the  esophagus-^’  ^ usually  at  the  level  of  the  cricoid  cartilage. 
Cervical  diverticula  are  most  common  at  the  esophago-pharyngeal 
junction  where  a natural  weakness  exists  at  the  point  where  the 
longitudinal  muscle  fibers  of  the  esophagus  meet  the  circular  fibers 
of  the  inferior  constrictor  and  oblique  fibers  of  the  cricopharyn- 
geus  muscle  of  the  pharynx.  It  is  a pulsion  type  of  diverticulum 
in  contradistinction  to  the  traction  types  common  in  the  mid  eso- 
phagus and  usually  present  on  the  left  because  of  its  anatomical 
relationship  to  the  trachea.  Since  this  mucosal  sac  has  no  support 
either  from  its  own  walls  or  from  the  surrounding  structures  in 
the  retro-esophageal  or  prevertebral  space,  it  increases  rapidly  in 
size,  coming  to  lie  in  the  superior  mediastinum,  at  times  adherent 
to  the  pleura,  and  pulls  the  axis  of  the  esophagus  anteriorly,  so 
that  swallowed  food  falls  into  the  sac  first.-  Eventually  this  dis- 
tortion of  the  esophageal  axis  causes  total  obstruction  and  a gas- 
trostomy has  to  be  performed  to  feed  the  patient.  Often,  before 
this  stage  is  reached,  ulceration  and  perforation  result  with  me- 
diastinitis  or  fistulization  and  even  fatal  phlegmon  of  the  neck. 

There  is  no  reason  why  esophageal  diverticula  should  ever 
reach  this  size.  At  this  time  the  surgical  management  is  ever  so 
much  more  difficult,  complications  natural  and  the  results  un- 

* From  the  Surgical  Staff  Presbyterian  Hospital,  San  Juan,  P.  R. 
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satisfactory,  so  that  it  may  be  safely  stated  that  early  treatment 
is  the  key  to  perfect  end  result.'* 

It  is  possible  with  the  early  cases,  to  perform  a one  stage 
pharyngoesophageal  diverticulectomy.  The  more  recent  literature 
reflects  this  trend  thru  emphasis  on  detail  and  meticulous  surgical 
treatment  of  the  structures  concerned.  Interrupted  stitches  of  non- 
absorbable suture  material,  avoidance  of  crushing  clamps  to  insure 
an  adequate  blood  supply  to  the  cut  and  sutured  edges,  the  eli- 
mination of  inlying  tubes  and  even  drains,  and  the  use  of  antibio- 
tics are  responsible  for  a drop  in  mortality  to  compare  favorably 
with  the  more  common  surgical  procedures. " 

Postoperative  care  begins  with  early  ambulation.  Small  sips 
of  sterile  water  are  allowed  from  the  second  day.  A liquid  diet,  one 
to  two  ounces  every  two  hours  should  be  maintained  during  the 
first  week  and  soft  solids  given  by  the  second  week. 

The  author  used  Sweet’s  method,*’  with  minor  modifications 
with  good  results  in  the  following  illustrative  case: 

E.  A.,  Hosp.  No.  77683  a continental  female  age  60,  stated  that 
in  December  1949  she  visited  a throat  specialist  in  the  U.  S.  because 
of  dysphagia  and  a sense  of  fulness  in  the  neck  after  swallowing.  She 
v/as  examined  and  nothing  was  found.  In  April  1950  she  was  seen 
in  the  author’s  office  complaining  of  fulness  in  the  lower  right 
side  of  her  neck.  Pressure  over  this  point  caused  her  to 
taste  food  eaten  previously.  Office  fluoroscopy  was  perform- 
ed and  a diverticulum  immediately  visualized.  Roentgenograms  con- 
firmed the  fluoroscopic  findings.  (See  fig.  1 and  2).* 

She  was  admitted  to  the  Presbyterian  Hospital.  Chest  roent- 
genogram, complete  blood  count,  clotting  and  bleeding  time  and 
urinalysis  were  normal.  The  night  before  and  on  the  morning  of 
surgery  the  patient  washed  and  “filled”  the  sac  with  a mixture 
of  merthiolate  solution  1:1000  to  which  was  added  powdered  sul- 
fasuxidine.  This  was  expected  to  lower  the  bacterial  count  of  decay- 
ing food  caught  in  the  sac.  Intratracheal  cyclopropane  appears  to 
l)e  the  anesthetic  choice.^  This  allows  the  anesthetist  to  control 
the  patient  should  the  pleura  of  the  lung  be  opened  due  to  an 
adherent  diverticulum.  A rubber  tube  was  passed  to  the  stomach. 
An  oblique  incision  was  made  along  the  outer  border  of  the  left 
.sternocleidomastoid  muscle  from  the  sternal  notch  to  the  level 
of  the  hyoid  bone,  avoiding  the  left  anterior  jugular  vein,  thru 
the  platysma  and  down  to  the  deep  cervical  fascia.  The  sternocleido- 
mastoid was  freed  and  retracted  laterally  and  posteriorly.  The  left 
omohyoid  muscle  which  crosses  the  field  was  divided  between  its 

* Courtesy  of  Dr.  José  Landrón.  Chief  Roentgenologist,  Presbyterian  Hospital 
San  Juan,  Puerto  Rico. 
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Fig.  1.  A.  P.  view.  Diverticulum  filled  with  Barium. 


Fig.  2.  Lateral  view.  Note  the  small  neck  of  the 
diverticular  sac. 
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avascular  anterior  and  posterior  belly.  With  the  finger  the  thy- 
roid gland  was  freed  loosely  from  the  overlying  sternohyoid  and 
thyroid  muscles.  Thyroid  veins  emptying  into  the  jugular  vein 
were  divided  between  cotton  ligatures.  By  incising  the  deep  cer- 
vical fascia  it  was  then  possible  to  retract  medially  the  pretracheal 
muscles,  thyroid  gland  and  trachea.  It  was  not  found  necessary 
to  divide  the  inferior  thyroid  artery.  The  sternocleidomastoid 
muscle,  carotid  artery,  jugular  vein  and  vagus  nerve,  were  re- 
tracted laterally  and  posteriorly,  exposing  the  esophagus.  The  re- 
tropharyngeal space  was  entered  by  Kittner  dissection  due  care 
being  taken  not  to  injure  the  left  recurrent  laryngeal  nerve  cour- 
sing in  the  groove  between  the  trachea  and  esophagus.  Gentle  re- 
traction of  the  esophagus  revealed  the  underlying  diverticulum 
invested  in  areolar  tissue  and  loose  muscle  fibers  from  the  eso- 
phagus. This  was  grasped  to  advantage  with  a Pennington  clamp, 
and  by  gentle  yet  firm  traction  it  was  possible  to  rotate  the  sac 
and  esophagus  sufficiently  to  expose  its  neck.’’  Further  meticulous 
blunt  and  sharp  dissection  exposed  and  cleared  the  mucosal  neck 
of  the  sac  and  this  was  dealt  with  as  in  the  closure  of  a bronchus 
in  pneumonectomy.  This  obviates  the  crude  methods  of  tying  and 
inverting  into  a purse  string,  or  clamping  the  base  of  the  sac  in 
such  ways  as  to  narrow  the  esophagus  at  this  point,  which  leads 
to  subsequent  stricture  and  defeats  the  purpose  of  the  operation. 
Accordingly  stay  sutures  were  placed  at  each  end  of  the  defect 
and  a clamp  placed  1.0  cm.  from  the  actual  neck  of  the  sac.  This 
is  to  prevent  spillage  from  the  sac  as  it  is  cut.  The  incision  in  the 
mucosa,  near  the  tip  and  proximal  to  the  clamp,  was  begun  cut- 
ting just  enough  to  prevent  leakage  from  the  esophagus  and  im- 
mediately placing  a #50  cotton  suture  thru  the  walls  of  the  ap- 
posed mucosal  surfaces,  the  knots  lying  on  the  outside.  It  is  ad- 
mitted that  it  is  better  to  place  the  knots  to  lie  on  the  inside, 
but  in  so  doing  contamination  can  take  place.'’  This  was  continued 
till  the  whole  neck  of  the  diverticulum  was  divided  and  sutured, 
the  specimen  remaining  caught  in  the  clamp.  The  inherent  elas- 
ticity of  the  mucosa  retracts  the  sutured  mucosa  almost  at  a level 
with  the  muscle  coat  which  is  then  approximated,  without  narrow- 
ing, by  means  of  interrupted  cotton  sutures.  A small  drain  was 
])laced  to  the  deep  cervical  fascia,  well  away  from  the  site  of  the 
repair,  so  as  not  to  drain  away  the  reparative  plastic  exudate.  The 
tube  was  removed  7 hours  post  operative  because  of  nausea  and 
vomiting.  The  patient  was  allowed  out  of  bed  next  morning  and 
10  cc.  of  sterile  water  measured  with  a hypodermic  syringe  given 
every  two  hours.  One  penicillin  troche  containing  20,000  units  was 
sucked  twice  a day.  Streptomycin  1|2  gm.  b.i.d.  was  given  for  4 
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Fig.  3.  Postoperative  roentgenogram.  A.P.  view. 


Fig.  4.  Postoperative  roentgenogram.  Lateral  view. 
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days  and  penicillin  400,000  units  daily  for  5 days.  At  no  time  did 
the  patient  have  any  fever.  Sutures  and  drain  were  removed  on 
the  third  day.  By  the  fourth  day  the  patient  was  taking  one  ounce 
of  milk,  tea,  coffee  and  fruit  juices  every  two  hours,  the  necessary 
amount  of  fluids  completed  with  Amigen  in  5/'c  glucose.  The  patient 
was  discharged  from  the  hospital  on  the  morning  of  the  sixth  post 
operative  day.  Post-operative  roentgenograms  showed  a normal 
esophagus  without  evidence  of  stricture  (Fig.  3-4).  The  patient 
to  date  remains  asymptomatic,  able  to  swallow  all  types  of  solid 
foods  and  has  since  returned  to  her  home  in  the  U.  S. 

I 

PATHOLOGICAL  REPORT* 

Gross:  Esophageal  diverticulum  measuring  2 cm.  in  length 
Dy  1.5  cm.  in  width.  The  cavity  of  the  diverticulum  is  filled  with 
cooked  pieces  of  muscle  fiber.  The  walls  of  the  distal  end  of  the 
diverticulum  are  hemorrhagic. 

Microscopic:  The  diverticulum  is  lined  by  stratified  squa- 
mous epithelium  showing  a marked  degree  of  intercellular  edema. 
The  epithelium  is  ulcerated  at  one  or  two  points.  The  cyst  is  partly 
filled  with  large  coagulated  striated  muscle  fibers.  Section  from 
its  distal  extremity  shows  a diffuse  su-bepithelial  infiltrate  with 
chronic  inflammatory  cells.  The  infiltrate  extends  up  to  the  thin 
layer  of  the  muscularis  externa. 

Pathologic  Diagnoses:  1.  Diverticulum  of  esophagus. 

2.  Diverticulitis. 

CONCLUSIONS 

A short  review  of  the  signs,  symptoms,  diagnosis  and  treat- 
ment of  cervical  esophageal  diverticulum  is  presented  together 
with  a personal  illustrative  case,  and  a pathological  report  of  the 
findings.  This  is  the  first  one-stage  cervical  esophageal  diverti- 
culectomy  reported  locally. 
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ALTERATIONS  IN  BODY  POTASSIUM:  CLINICAL 
IMPLICATIONS 


REVIEW  OP’  THE  LITERATURE 
JOSE  M.  TORRES,  M.D. 

INTRODUCTION 

In  recent  years,  there  has  been  an  increased  clinical  interest 
in  the  syndromes  of  body  potassium  deficit  and  excess.  Studies 
in  patients  with  diarrhea,^  intestinal  obstruction,-  renal  insuf- 
liciency,'*  and  diabetic  acidosis,'*  have  shown  that  hypokalemia 
and  hyperkalemia,  are  responsible  for  a number  of  previously  un- 
explained deaths  in  these  conditions,  which  were  properly  treated 
otherwise. 

While  the  normal  distribution  of  sodium  is  largely  extracellular, 
about  987c  of  the  body  potassium  is  intracellular.^  The  difficulties 
inherent  in  measuring  changes  in  the  composition  of  body  cells, 
including  their  water  content,  and  the  dangers  involved  in  experi- 
menting with  abnormal  concentrations  of  potassium  in  man,  have 
probably  limited  the  investigations  in  this  field.  This  explains  the 
scarcity  oi  reports  on  this  subject  in  the  literature,  and  the  conse- 
quent failure  of  the  average  physician  to  recognize  these  syndromes. 

PHYSIOLOGICAL  ASPECTS 

Among  other  factors,  potassium  serves  to  maintain:  1)  Water 
balance  and  distribution,  2)  Osmotic  equilibrium,  3)  Acid-base  ba- 
lance, and  4)  Neuromuscular  irritability.  It  must  be  in  constant 
flux  thruout  the  extracellular  fluids  and  the  body  cells,  since  the 
average  daily  ingestion  of  potassium  by  an  adult  is  higher  than 
that  found  in  his  entire  extracellular  space.**  Together  with  the 
sodium  ion,  it  maintains  an  equilibrium  between  the  extra-  and 
intracellular  fluids  through  its  electrolytic  and  osmotic  properties. 
As  a constituent  of  the  four  buffer  pairs  which  exist  inside  the 
erythrocyte,  it  plays  a prominent  part  in  the  regulation  of  the  acid- 
base  balance.  It  antagonizes  the  calcium  effect  upon  the  heart 
beat,  and  emerges  as  the  most  active  electrolyte  from  the  chemical 
changes  occurring  during  the  conduction  of  impulses  along  the 
nerves.'^ 

Potassium  is  eliminated  by  the  kidneys  thru  both  glome- 
rular filtration  and  tubular  excretion.^  Though  not  in  its  entirety, 
it  is  reabsorbed  by  the  renal  tubules  as  a high  threshold  substance, 
and  thus  appears  normally  in  the  urine.** 
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The  serum  level  is,  as  a rule,  a reliable  guide  for  the  estimation 
of  the  total  body  potassium,  since  an  equilibrium  exists  between 
its  intra-  and  extracellular  potassium  content.  Serum  levels  are 
usually  expressed  in  milliequivalents  per  liter;  less  often  in  mil- 
ligrams per  cent.  Values  between  5 and  6 milliequivalents/ liter  are 
considered  normal.*^  Lower  levels  indicate  hypopotassemia ; higher 
ones,  hyperpotassemia.  In  the  former,  the  salient  electrocardio- 
graphic changes  observed  are  low  voltage  of  the  QRS  complexes, 
depressed  ST  segments,  flat  or  inverted  T waves,  and  occasional 
U waves.-  In  the  latter,  there  is  widening  of  the  QRS  complexes, 
rbsent  P waves,  and  peaked  T waves. 

hypokalemia 

Diabetic  Acidosis 

The  deposition  of  potassium  in  the  liver  cells  is  essential  to 
glycogenosis.  Glycogenolysis  leads  to  its  mobilization,  as  exem- 
plified by  uncontrolled  diabetic  acidosis.  Negative  nitrogen  balance 
leads  to  break-down  of  tissue  proteins  with  a consequent  liberation 
of  potassium.  The  overproduction  of  ketones  thru  an  inadequate 
utilization  of  glucose  and  fats,  cause  a decomposition  of  intracel- 
lular phosphoric  esters,  which  aids  in  the  liberation  of  potassium. 
In  normal  conditions,  any  excess  of  serum  potassium  is  rapidly  lost 
thru  the  kidneys.  In  diabetic  acidosis,  potassium  excretion  is 
further  enhanced  by  ketonuria,  glycosuria,  and  phosphaturia. 
Kence,  the  cellular  reservoir  is  rapidly  depleted,  and  hypopotassemia 
occurs.  At  times,  however,  serum  levels  may  show  normal  or  even 
high  concentrations  of  potassium.  This  phenomenon  is  encountered 
when  renal  failure  ensues  or  when  the  passage  of  potasssium  from 
the  cells  to  the  serum,  is  much  more  rapid  than  its  rate  of  renal 
excretion.  Cellular  potassium  poverty  in  the  midst  of  an  apparent 
plenty,  is  therefore,  not  unusual  in  the  early  phase  of  diabetic 
acidosis.  As  a rule,  the  patient  at  this  stage  is  treated  with  insulin, 
saline,  and  glucose.  The  effects  of  this  form  of  therapy  are  the 
following:  1)  Insulin  decreases  the  serum  potassium  by  promoting 
the  formation  of  glycogen  in  the  liver  and  in  the  muscle.  The 
available  extracellular  potassium  goes  back  into  the  previously 
depleted  cells,  probably  as  potassium-hexose-phosphate.  2)  Sali- 
ne prolongs  diuresis  and  more  potassium  is  lost  thru  the  kidney. 
3)  Dextrose  further  lowers  the  serum  potassium,  as  its  early  ad- 
mini.stration  in  ketosis,  appears  to  speed  up  the  return  of  po- 
tassium back  into  the  cells,  beside  prolonging  diuresis.^  ” About 
3 hours  after  the  institution  of  this  routine  treatment,  the  serum 
potassium  falls.  Clinically,  the  effects  of  hypokalemia  become 
apparent  at  a time  when  hyperglycemia  and  acidosis  appear  to  be 
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under  control.  Instead  of  an  anticipated  recovery,  the  patient 
becomes  weak,  stuporous,  develops  flaccid  paralysis  of  the  voluntary 
muscles,  deglutition  becomes  difficult,  fishmouth,  shallow,  rapid 
respirations  ensue,  and  death  is  the  usual  outcome.  If  the  potassium 
serum  level  is  obtained  at  this  time,  it  will  be  in  the  neighborhood 
of  2.5  milliequivalents/liter.^  These  dangerously  low  levels  can  be 
prevented  by  the  early  administration  of  more  insulin  and  less 
glucose.^  Heavy  doses  of  insulin  during  this  period  will  limit 
potassium  loss  in  the  urine,  as  it  is  forced  by  the  insulin  back  into 
the  liver  and  muscie  as  glycogen.  Three  hours  later,  1.5  grams 
of  potassium  chloride  in  a 10 ‘/t  solution  should  be  added  to  the 
fluids  being  given  intravenously.  In  the  absence  of  vomiting,  oral 
feedings  of  foods  rich  in  potassium,  such  as  orange  juice  and 
oatmeal  gruel,  are  advisable.  Potassium'  chloride  in  doses  of  1 gram 
every  4 hours,  can  also  be  given  in  broth.  Since  besides  potassium, 
phosphorus  is  also  needed  in  the  process  of  glycogenosis,  the  de- 
crease in  plasma  phosphate  observed  in  cases  of  diabetic  acidosis, 
should  also  be  corrected.  The  delay  or  paralyzation  of  glycogenosis 
due  to  hypophosphatemia,  leads  to  further  loss  of  the  unused  potas- 
sium, in  the  urine.  Therefore,  it  is  advisable  to  administer  phos- 
phorus in  the  form  of  buffered  sodium  phosphate  solution  or  potas- 
sium phosphate.  The  main  objective  is  total  electrolytic  repla- 
cement, and  not  just,  salt  and  water.  The  proper  diagnosis  of 
hypokalemia  is  indispensable,  since  a state  of  potassium  intoxi- 
cation may  result  from  such  heroic  therapy,  specially  in  the  presence 
of  renal  impairment. 


Infantile  Diarrhea 

Darrow  (1946)  was  the  first  to  call  attention  to  the  hypo- 
potassemia  accompanying  infantile  diarrhea.’  Potassium  is  lost 
in  the  watery  stools,  in  the  vomitus,  and  in  the  breakdown  of  tissue 
protein  associated  with  dehydration.  A reduction  of  20%  phos- 
phorus and  30%  potassium  content  of  muscles,  have  been  reported 
among  infants  dying  from  diarrhea.  It  has  been  demonstrated  re- 
cently, that  potassium  readily  passes  thru  the  cell  membrane  in- 
states of  dehydration,  and  that  sodium  may  move  intracellularly 
to  replace  it.  After  fluid  replacement  with  physiological  saline 
solution,  sodium  ions  continue  to  move  into  the  cells  to  replace 
the  already  lost  potassium  ions,  and  acidosis  results.  Addition 
of  potassium  to  the  electrolyte  replacement  therapy,  tends  to  relieve 
these  sodium  ions  of  their  intracellular  duty,  which  subsequently 
return  to  the  extracellular  space  to  correct  the  serious  loss  of  base 
in  this  compartment.  This  replacement  of  the  potassium  ion  redu- 
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ces  the  fatality  rate.  Darrow!’^  recommends  the  use  of  a solution 
of  40  cc.  M.  Sodium  Lactate,  2 grams  of  Potassium  Chloride,  3 grams 
of  Sodium  Chloride,  and  710  cc.  of  water.  The  parenteral  adminis- 
tration of  80  cc.  of  this  solution  per  kilogram  of  body  weight  per 
day  for  4 to  12  hours  to  50  infants,  led  to  only  one  instance  of 
potassium  intoxication.  This  patient  was  anuric  when  therapy  was 
initiated. 

Periodic  Paralysis 

This  familial  condition  is  characterized  by  intermittent  attacks 
of  flaccid  paralysis  of  the  muscles  of  the  extremities,  loss  of  deep 
tendon  reflexes,  and  loss  of  excitability  to  electrical  stimulation.*' 
The  symptoms  usually  appear  at  night  and  they  last  for  a few 
hours  to  3 days.  They  may  be  precipitated  by  exposure  to  cold, 
excessive  fatigue,  or  the  ingestion  of  a large  meal.  Paralysis  is 
always  bilateral  and  peripheral.  The  rectal  and  bladder  sphincters, 
and  the  muscles  of  respiration  and  deglutition,  are  rarely  involved. 
During  the  attack,  there  is  a fall  in  the  serum  potassium  level. 
When  normal  potassium  values  are  restored  after  the  administra- 
tion of  potassium  chloride,  the  symptoms  and  signs  gradually 
disappear.  The  etiology  of  this  condition  is  not  known.  It  is  theo- 
rized that  there  could  be  a chronic  intracellular  potassium  deficien- 
cy, which  under  periods  of  stress,  is  remedied  by  the  transfer 
of  serum  potassium.  This  provokes  the  hypokalemia  that  leads 
to  paralysis. In  support  of  this  theory  is  the  fact  that  the 
administered  potassium  is  retained  by  these  patients  in  amounts 
higher  than  in  the  normal  controls.  The  low  serum  potassium 
seems  to  be  the  result  of  an  internal  shift  of  the  potassium  ions, 
since  this  electrolyte  is  not  excreted  in  the  urine,  before,  during, 
or  immediately  after  the  attacks. 

Intestinal  Obstruction  and  Post-operative  Care 

In  intestinal  obstruction,  hypokalemia  results  from  loss  of 
potassium  in  the  vomitus,  and  the  inadequate  ingestion  of  potas- 
sium salts.  The  administration  of  saline  and  glucose  intravenous- 
ly further  increases  this  loss  thru  diuresis.-  " In  1939,  Falconer, 
Osterberg,  and  Bargen  showed  that  fluid  obtained  by  Wangensteen 
suction  contained  2 to  4 times  the  normal  serum  potassium  concen- 
tration.*- Post-operative  therapy  is,  as  a rule,  low  in  potassium, 
and  the  intracellular  electrolyte  requirements  of  potassium,  phos- 
phorus, sulphate,  and  magnesium,  are  not  ordinarily  provided  by 
the  solutions  given  parenterally.  Even  when  supplied,  the  cell  will 


nae  these  electrolytes  at  its  own  rate.  Infusions  of  large  amounts 
of  potassium  will  not  rectify  the  situation  of  low  intracellular  levels, 
unless  time  is  allowed  for  its  passage  into  the  cell.'*  Clinical  potas- 
sium deficiency  has  not  yet  been  duly  reported  in  the  surgical 
literature,  but  the  probable  frequency  and  importance  of  its  oc- 
currence in  patients  on  prolonged  intravenous  therapy,  should 
be  emphasized. 

Over-treatment  with  DOCA  in  Addison’s  Disease  • - i 

The  routine  treatment  with  DOCA,  high  sodium,  and  low 
potassium  diet  for  Addison’s  Disease,  should  be  checked  carefully, 
because  of  the  danger  of  hypokalemia.  DOCA  limits  sodium  ex- 
cretion. and  practically  all  of  this  electrolyte  is  reabsorbed  by  the 
renal  tubules,  specially  if  the  drug  is  used  in  large  doses.  Sodium 
can  be  retained  only  at  the  expense  of  excessive  excretion  of  pota,  - 
sium.  DOCA  also  causes  a marked  loss  in  muscle  potassium, 
which  in  turn  is  replaced  by  sodium,"'  probably  through  the  advent 
of  alkalosis.  Increments  of  potassium  appear  in  the  serum,  and 
hypokalemia  may  ensue,  as  these  are  rapidly  eliminated  by  the 
kidneys.  The  reasons  presented  would  emphasize  the  close  obser- 
vance of  patients  receiving  DOCA  in  relation  to  the  serum  potas- 
sium level,  specially  in  those  who  become  weak,  or  develop  episodes 
of  flaccid  paralysis. 


Chronic  Renal  Disease 

Only  two  cases  have  been  published  where  the  kidneys  were 
unable  to  retain  potassium,  and  hypokalemia.^'*  Potassium  reten- 
tion and  hyperkalemia,  is  the  rule,  in  actual  or  impending  renal 
failure.  . 


HYPERKALEMIA 


Increased  serum  potassium  levels  from  ingestion  of  potassium 
salts,  may  be  rapidlj'  corrected  by  the  normal  kidney.  Part  of  this 
excess  of  potassium  may  be  taken  up  by  the  liver  or  muscle  cells, 
but  in  a matter  of  hours,  it  reenters  the  interstitial  fluid  and  the 
vascular  compartment  in  succession,  and  is  eliminated  by  the 
kidneys.  Hyperkalemia  may  result  from:  1)  Contraction  of  the 
volume  of  extracellular  fluid  (hemoconcentration),  2)  Inability 
of  the  cells  to  take  up  potassium,  3)  Transfers  of  the  cell  potassium 
to  the  extracellular  space,  and  4)  Inadequate  renal  excretion.  Me- 
chanisms 1),  2),  and  4)  may  be  responsible  for  the  hyperkalemia 
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observed  in  untreated  Addison’s  Disease,  though  it  does  not  reach 
lethal  levels."  When  the  renal  mechanism  of  excretion  is  notably 
defective,  and  specially,  when  there  is  also  nitrogen  retention, 
potassium  is  usually  retained.  When  it  is  given  as  a diuretic,  ex- 
pectorant or,  alkalizer,  and  in  tertiary  syphilis,  it  rarely  ever  cau.ses 
intoxication,  unless  renal  function  is  definitely  impaired.  Anuria 
and  oliguria  are  absolute  contraindications  to  potassium  therapy. 
Thus,  hyperkalemia  may  explain  the  mechanism  of  death  in  some 
cases  of  uremia.  The  main  symptoms  of  potassium  intoxication 
are,  paresthesias  of  hands  and  feet,  sudden  weakness  of  the  extre- 
mities, shock-like  syndromes,  quadriplegia,  absent  deep  tendon 
reflexes,  and  contraction  of  the  muscles  to  percussion.  The  senso- 
rium,  as  a rule,  remains  clear."^  The  treatment  for  this  condition 
consists  of:  1)  Hypertonic  glucose,  isotonic  glucose  in  saline,  or  a 

solution  of  sodium  chloride  intravenously.  These  will  tend  to 
increase  diuresis,  and  with  it  the  elimination  of  the  excess  potas- 
sium. 2)  Intravenous  10%  Calcium  Gluconate  solution  antagonizes 
Ihe  effect  of  potassium  on  the  heart  beat.  3)  Proceed  with  the 
measures  needed  to  remove  the  cause  of  renal  failure.  Repeated 
serum  potassium  levels,  serial  electrocardiographic  tracings,  and 
Ihe  clinical  response,  should  be  used  as  guides  to  determine  the 
intensity  and  duration  of  therapy. 

SUMMARY 

The  importance,  pathological  physiology,  and  corrective  meas- 
ures of  alterations  in  body  potassium  in  certain  diseases,  are  dis- 
cussed. 
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RECTAL  BIOPSY  AS  A CRITERION  FOR  EVALUATION  OF 
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In  the  course  of  an  investigation  on  the  evaluation  of  anthio- 
maline  (antimony  lithium  thiomalate)  in  individuals  affected  with 
schistosomiasis  mansoni,  rectal  biopsies  were  performed  during  and 
after  treatment.  Anthiomaline,  the  antimony  salt  of  lithium  thio- 
malate, is  a preparation  containing  10  milligrams  of  trivalent  anti- 
mony per  cc  and  is  marketted  in  ampules  containing  3 cc.  of  a color- 
less solution.  The  drug  was  administered  intramuscularly  to  29 
Puerto  Rican  male  veterans  ranging  in  age  from  24  to  59  years 
in  3 cc.  doses  every  48  hours  for  a total  of  ten  injections  or  30  cc. 

The  individuals  treated  belonged  in  the  group  of  the  usual 
case  of  schistosomiasis  which  presents  a mild  or  moderately  severe 
type  of  chronic  infection  with  no  clinical  evidence  of  visceral  in- 
volvement. This  individual  may  or  may  not  have  any  symptoms 
or  signs  referable  to  the  disease,  and  the  finding  of  ova  in  the 
stools  is  frequently  incidental  to  the  condition  for  which  the  patient 
was  hospitalized.  Diagnosis  was  arrived  at  in  all  cases  by  the  find- 
ing of  ova  of  schistosoma  mansoni  in  the  stools.  All  patients  were 
hospitalized  during  the  period  of  treatment  and  again  for  follow- 
up studies.  Follow-up  studies  were  conducted  in  26  of  the  29  cases 
treated.  One  patient  received  a total  of  60  cc.  anthiomaline  given 
in  two  courses  of  30  cc.  each,  the  second  course  being  administered 
five  months  after  the  first. 

Rectal  biopsy  was  obtained  from  the  first  or  second  rectal  fold 
through  a proctoscope  and  by  means  of  a Hajek  sphenoid  punch. 
The  amount  of  fresh  tissue  obtained  varied  in  size  from  a pin’s 
head  to  half  of  a grain  of  rice.  It  was  then  crushed  between  two 
slides  and  examined  under  the  microscope  to  determine  the  pre- 
sence or  absence  of  ova. 
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RESULTS  OF  TREATMENT 

1.  Observations  obtained  immediately  upon  completion  of 
treatment  in  29  cases: 


Cases  Per  Cent 

Ova  present 15  51.6 

Ova  absent 14  48.3 

2.  Observations  obtained  over  a period  of  seventeen  months 
at  monthly  intervals  following  treatment  in  26  cases: 

Cases  Per  Cent 

Ova  present 15  57.6 

Ova  absent  11  42.3 


DISCUSSION 

A method  of  rectal  biopsy  in  schistosomiasis  mansoni  was  first 
described  by  Ottolina  and  Atencio^  in  1943  and  later  modified  by 
F.  Hernández-Morales  and  J.  F.  Maldonado-  in  1945.  The  method 
as  has  already  been  mentioned  consists  in  obtaining  a small  piece 
of  rectal  mucosa  from  the  rectal  folds,  pressing  it  between  two 
glass  slides  and  examining  it  under  a microscope.  Living,  dead, 
disintegrating  or  recently  laid  ova  are  easily  demonstrable  by  this 
method.  Hernández-Morales^  and  Maldonado  believe  that  the  above 
technique  is  “the  best  means  of  evaluating  the  result  of  therapy 
in  Manson’s  schistosomiasis,  evidence  of  cure  depending  on  the 
disappearance  of  eggs  from,  or  the  presence  of  dead  or  calcified 
eggs  in  the  rectal  tissue  when  examined  at  various  intervals  after 
treatment”.  These  writers  have  observed  that  immediately  after 
treatment  rectal  tissue  usually  contains  dead  eggs  only.  A similar 
observation  was  obtained  in  the  present  report,  as  in  fourteen  of 
the  fifteen  individuals  in  whom  rectal  biopsy  showed  the  presence 
of  ova,  the  latter  were  reported  as  dead.  In  one  case  only,  living 
ova  were  detected  immediately  after  treatment. 

Follow|-up  studies  begun  one  month  after  treatment  and  ex- 
tending to  seventeen  months  at  monthly  intervals  in  twenty-six  of 
the  twenty-nine  individuals  treated  gave  the  following  results: 
Fifteen  patients  (57.6%)  still  showed  ova  in  the  rectal  tissue 
whether  living  or  dead,  and  in  eleven  (42%  ) the  rectal  tissue  con- 
tained no  ova.  In  other  words,  the  effectiveness  of  the  Irug  in  this 
small  group  of  cases  as  determined  by  the  method  of  rectal  biopsy 
was  42%.  In  another  communication  (in  press)  comprising  a group 
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of  39  individuals  originally  treated  with  30  cc.  anthiomaline,  thirty 
of  which  were  followed  from  one  to  seventeen  months  after  treat- 
ment and  in  which  the  stool  examination  was  employed  as  the  main 
criterion  for  effectiveness  of  treatment,  the  percentage  of  cases 
with  negative  stools  was  33  7^-  It  appears  then,  that  in  these  two 
similar  groups  of  cases,  comprising  thirty  individuals  and  the 
other  twenty-six  who  were  followed  for  the  same  length  of  tim<^ 
after  treatment,  the  stools  examination  was  more  reliable  (66  per 
cent  positive)  than  the  rectal  biopsy  (58  per  cent  positive)  in 
evaluating  the  effectiveness  of  therapy. 

In  regards  to  the  absence  of  eggs  in  14  cases  immediately  after 
treatment  it  is  probable  that  anthiomaline  may  have  brought  about 
an  inhibitory  action  on  the  ovipositing  female  schistosomes  that 
v.-ei’e  not  killed,  thereby  rendering  the  rectal  mucosa  free  of  eggs 
for  a certain  period  immediately  after  treatment.  Another  explana- 
tion of  this  phenomenon  is  the  migration  of  adult  worms  to  the 
larger  tributaries  of  the  portal  system  as  a result  of  the  presence 
of  antimony  in  the  blood  stream. 

The  case  receiving  a total  of  60  cc.  anthiomaline  was  found  to 
have  no  eggs  in  the  rectal  biopsy  six  months  after  treatment. 

SUMMARY  AND  CONCLUSION 

1.  Rectal  biopsies  were  performed  in  twenty-nine  Puerto 
Rican  male  veterans  ranging  in  age  from  24  to  59  years  and  suf- 
fering from  schistosomiasis  mansoni.  The  procedure  was  carried 
out  with  the  purpose  of  evaluating  the  effectiveness  of  a trivalent 
antimony  compound,  antimony  lithium  thiomalate,  better  known 
as  anthiomaline.  The  patients  were  hospitalized  during  treatment 
and  for  follow-up  study.  Twenty-eight  individuals  received  the 
same  amount  of  the  drug,  that  is  30  cc.  of  the  solution  (30  mgs. 
of  antimony,  every  48  hours  for  a total  of  ten  injections  contain- 
ing 300  mgs.).  One  other  case  received  a total  of  60  cc,  anthioma- 
line, divided  in  two  courses  of  30  cc.  each,  the  second  course  being 
administered  five  months  after  the  first. 

2.  Of  the  twenty-nine  treated  patients,  fourteen  were  found 
to  have  rectal  biopsies  free  of  eggs  immediately  upon  completion 
of  treatment. 

3.  Follow-up  studies  beginning  one  month  and  extending  to 
seventeen  months  after  completion  of  treatment  were  performed 
in  twenty-six  of  the  twenty-nine  treated  cases.  Fifteen  (57.67) 
of  these  had  positive  biopsies  for  eggs  and  in  eleven  (427  ) the 
biopsy  was  negative.  Rectal  biopsies  were  negative  for  ova  in  the 
case  receiving  a total  of  60  cc.  anthiomaline,  immediately  after  and 
five  months  following  treatment. 
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4.  Examination  of  stools  in  the  present  small  group  of  cases 
appears  to  be  a more  reliable  method  than  rectal  biopsy  in  eva- 
luating the  effectiveness  of  treatment. 

5.  Anthiomaline,  when  given  in  one  course  of  30  cc  to  twenty- 
nine  individuals,  is  not  a very  efficient  drug  in  the  treatment  of 
mild,  asymptomatic  or  moderately  severe  chronic  infection  with 
schistosoma  mansoni,  as  determined  by  rectal  biopsy. 
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Puerto  Rico  es  un  país  de  población  joven  y su  pueblo  en  ge- 
neral constituye  para  la  isla  la  mayor  fuente  de  riqueza.  Un  40 
por  ciento  del  total  de  la  población  de  la  isla  está  comprendida  en- 
tre las  edades  de  14  años  o menos.  La  juventud  de  su  población 
implica  que  hay  menos  brazos  para  trabajar.  El  trabajador  puer- 
torriqueño tiene  que  producir  más  en  término  de  valor  productor 
que  el  trabajador  del  continente,  si  la  isla  ha  de  tener  similar  en- 
trada per  capita.  Siendo  su  población  joven  y constituyendo  un 
40  por  ciento  del  total,  tenemos  que  estar  de  acuerdo  que  la  salud 
de  esta  población  nos  concierne  a todos  pues  son  ellos  los  futuros 
ciudadanos  que  deberán  estar  preparados  en  todos  los  órdenes  de 
la  vida  para  hacer  frente  a los  problemas  de  nuestra  tierra. 

Sin  embargo  aparentemente  no  es  así,  pues  aunque  una  parte 
de  nuestra  juventud,  de  nuestros  niños,  que  constituyen  el  llamado 
sector  pudiente,  crece  y se  desarrolla  en  un  medio  saludable,  con 
todas  las  oportunidades  de  nutrición,  de  supervisión  médica,  de 
educación ; el  otro  sector,  que  son  los  más ; la  llamada  clase  pobre, 
crece  en  su  mayoría  en  un  ambiente  de  condiciones  adversas.  Este 
sector  pobre  vive  en  barriadas  malsanas,  c;  ece  sin  la  debida  ali- 
mentación y cuando  se  enferma,  bien  sea  por  su  condición  econó- 
mica, bien  sea  por  la  ignorancia  de  los  falmiliares,  o por  la  falta  de 
interés  de  éstos,  el  niño  pobre  no  tiene  la  debida  atención  médica 
a tiempo.  Si  el  niño  desarrolla  una  enfermedad  contagiosa,  su  vida 
en  viviendas  hacinadas,  no  sólo  afecta  a su  propia  salud,  sino  que 
también  afecta  a la  salud  de  otros  niños  en  su  casa  o en  el  vecin- 
dario. ¡Cuántos  de  estos  indefensos  seres  conviven  con  adultos 
que  padecen  de  enfermedades  infecciosas  crónicas  como  la  tuber- 
culosis ! 

El  problema  de  la  salud  del  niño  en  Puerto  Rico  por  lo  tanto 
implica  condiciones  de  índole  social,  económica  tanto  como  de  sa- 
lud. Los  que  trabajamos  en  hospitales  de  caridad  nos  damos  cuen- 
ta de  esta  situación  pues  lo  estamos  palpando  diariamente. 

Las  diarreas  y enteritis  ocupan  un  sitial  de  primera  magnitud 
como  causa  de  muerte  en  Puerto  Rico.  La  tuberculosis  y las  dia- 
rreas están  en  continua  disputa  para  obtener  el  campeonato  como 
primera  causa  de  muerte:  dos  tipos  de  enfermedades  típicas  de  un 


* Trabajo  presentado  en  la  asamblea  anual  de  la  Asociación  de  Salud  Pública, 
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país  (le  economía  pobre.  En  el  año  1944  hubo  304.1  muerte  por 
100,000,  habitantes  por  diarrea  y enteritis  en  Puerto  Rico,  mien- 
tras que  en  los  Estados  Unidos  continentales  hubo  9.9  mué:  tes 
por  100,000  de  población  por  la  misma  causa.  La  mortalidad  por 
diarrea  y enteritis  en  Puerto  Rico  en  el  año  1943  en  infantes  de 
menos  de  un  año  de  edad  fué  de  37.2  por  cada  1,000  nacimientos; 
en  Pistados  Unidos  la  mortalidad  en  el  grupo  infantil  fué  de  3.3  por 
1,000  nacimientos. 

La  diarrea  como  un  síntoma  preferente  es  común  entre  los 
niños,  pe:  o en  Puerto  Rico  es  mucho  más  frecuente.  La  causa 
principal  de  las  diarreas  infantiles  son  las  infecciones  enterógenas, 
aunque  en  muchos  casos,  las  diarreas  son  secundarias  a las  infec- 
ciones en  otras  regiones  del  cuerpo.  Los  catarros,  infecciones  del 
(ido,  pulmonías  pueden  tener  como  síntoma  la  diarrea. 

Las  diarreas  en  un  porciento  considerable,  están  lelacionadas 
con  la  pobre  calidad  de  la  alimentación  que  consumen  las  clases  po- 
bres. Las  fórmulas  de  leche  preparadas  sin  supervisión  médica, 
las  leches  crudas  y descompuestas  consumidas  sin  hervirlas  en  mu- 
chos casos  es  causa  de  diarreas.  Es  verdad  que  una  gran  parte  de 
la  población  tiene  la  buena  costumb:  e de  hervir  la  leche  pero  mu- 
chos no  lo  hacen.  La  producción  de  leche  en  Puerto  Rico  aún  le 
falta  mucho  para  obtener  para  la  venta  un  producto  de  completa 
pureza  en  toda  la  isla.  Existen  13  plantas  de  pasterización,  pero 
una  gran  cantidad  de  la  leche  que  consume  el  pueblo  es  leche  cruda, 
obtenida  bajo  procedimientos  primitivos.  Un  problema  aún  per- 
sistente es  el  de  los  vendedores  clandestinos  de  leche  que  ofrecen 
su  mercancía  pioducida  bajo  métodos  poco  sanitarios. 

Una  enfermedad  de  tipo  enterógeno  que  ocurre  esporádicamen- 
te y a veces  en  brotes  epidémicos  es  la  fiebre  tifoidea.  Recientemen- 
te nuestia  prensa  nos  informó  de  un  ligero  brote  en  el  pueblo  de 
Orocovis.  La  mayor  parte  de  estos  brotes  epidémicos  de  tifoidea 
son  causados  por  contaminación  de  abastos  de  agua.  Hay  mucho 
que  hacer  aún  para  conseguir  que  a nuestra  población  rural,  así  como 
a la  urbana  le  sea  servida  agua  pura  digna  de  consumo  humano.  Re- 
cuerdo en  mi  pasada  experiencia  como  epidemiólogo,  haber  visto 
muchas  vidas  jóvenes  morir  de  tifoidea  en  epidemias  en  San  Ger- 
mán y Aguadilla  en  los  años  1937  y 1938.  Es  sin  embargo  halaga- 
dor ver  que  Puerto  Rico  ha  mejorado  mucho  en  sus  abastos  de 
agua.  Todos  hemos  leído  el  elocuente  informe  del  S.  A.  A. 

Los  niños  mayores  de  un  año  de  edad  y aún  muchos  de  los 
menores  contraen  infestaciones  por  pai  ásitos  intestinales.  La  un- 
cinaria,  la  llamada  anemia  de  nuestros  jíbaros,  aún  persiste  a pe* 
sar  de  las  letrinas  en  los  campos.  Los  jíbaros  en  su  ignorancia,  no 
las  usan  prefiriendo  el  suelo  a la  orilla  del  cafetal.  El  uso  de  cal- 
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zado  y sobretodo  educación  adecuada  es  necesario  para  defen- 
derse de  este  parásito.  Las  lombrices,  los  tricocéfalos,  la  bil- 
liarzia  se  encuentran  entre  las  frecuentes  enfermedades  de  esta 
población  juvenil. 

Las  infecciones  respiratorias  son  comunes  en  nuestra  isla  y a 
pesar  de  nuestra  condición  tropical,  las  pulmonías  son  comunmente 
frecuentes  en  todo  el  año.  Las  pulmonías  en  este  siglo  no  son  tan 
temidas  pues  tenemos  los  antibióticos  y las  sulfas  para  combatirlas. 
Sin  embargo  son  muchos  los  casos  de  niños  que  mueren  en  nues- 
tros hospitales  a pesa:  de  recibir  tratamiento  adecuado.  La  cau- 
sa de  la  muerte  es  la  poca  resistencia  del  organismo  débil,  anémi- 
co, endeble  que  no  resiste  la  invasión  del  microbio. 

La  tos  ferina  es  frecuente  tanto  en  infantes  como  en  niños 
rnayorcitos.  La  tos  ferina  es  prevenible  y debe  educarse  a los  pa- 
dres para  que  inmunicen  a sus  bebés,  pero  no  vale  solamente  la 
educación  sino  que  debe  proveerse  a las  unidades  y centros  de 
salud  de  las  vacunas  necesa  ias  para  esta  profilaxis.  La  inmuni- 
zación puede  y debe  hacerse  en  los  meses  tempranos.  La  tos 
ferina  produce  secuelas  de  tipo  de  encefalitis,  trastornos  del  cere- 
bro. Puede  complicarse  con  pulmonía  y en  un  cuerpo  déb'l  puede 
ser  la  precursora  para  la  invasión  por  el  bacilo  de  la  tuberculo- 
sis. En  el  período  de  1947-49  hubo  50  casos  admitidos  por  tos  fe- 
rina en  el  Hospital  de  Distrito  de  Bayamón  con  8 por  ciento  de  mor- 
talidad. 

La  difteria,  otra  enfermedad  de  la  edad  infantil  no  es  tan 
común  en  nuestra  isla  en  su  aspecto  severo,  pero  los  casos  sube  í- 
nicos  se  ven  con  frecuencia.  La  difteria  es  prevenible  y en  estos 
c ías  del  siglo  actual  no  debería  haber  muertes  por  difte  i a.  En 
el  año  1947-49  hubo  24  casos  de  difteria  admitidos  al  Hospital  de 
Distrito  de  Bayamón,  con  9 muertes  o sea  39  por  ciento  de  mor- 
inlidad.  El  toxoide  para  la  inmunización  así  como  el  de  la  tos  ferina 
debe  proveerse  en  nuestras  clínicas  de  salud  gratis  para  todo  el 
mundo,  pues  es  conocida  su  eficacia  en  la  prevención  de  la  difteria. 

La  vi:uela  o smallpox  no  es  un  problema  de  salud  pública  en 
Puerto  Rico,  pues  la  viruela  no  ocurre  en  nuestra  isla  hace  ya 
irá;  de  50  años.  Hay  sí  la  varicela,  que  aunque  se  le  llama  vul- 
garmente viruelas  locas,  no  es  ni  prima  hermana  tan  siquiera  de 
la  viruela.  El  que  no  haya  casos  de  viruela  en  Puerto  Rico  consti- 
tuye un  buen  ejemplo  de  lo  que  una  vacunación  compulsoria  co- 
mo medio  de  evitar  una  enfermedad  puede  hacer  pa  a un  pueblo. 
La  vacunación  contra  viruela  es  compulsoria  en  Puerto  Rico. 

La  tuberculosis,  infección  de  las  vías  respiratorias  principal- 
mente, pero  que  también  puede  ocurrir  primariamente  en  ot;  as 
regiones  del  cuerpo,  es  nuestro  principal  problema  de  salud.  Así 
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lo  ha  reconocido  el  Departamento  de  Salud  desde  ya  hace  muchos 
años  y son  de  todos  conocidos  los  diferentes  métodos  de  control  que 
se  han  puesto  en  práctica  para  combatirla.  Los  cent:  os  de  diag- 
nóstico equipados  con  máquinas  de  Rayos  X modernos,  enferme- 
ras, médicos,  las  clínicas  ambulantes  para  tomar  radiografías,  los 
centros  de  tuberculosis  para  el  tratamiento  ambulatorio  del  pneu- 
motorax.  Las  facilidades  de  hospitalización  aunque  no  son  del  to- 
do lo  que  se  necesita,  van  en  aumento.  El  programa  actual  que 
el  Comisionado  de  Salud  está  llevando  a cabo  con  tanto  éxito  pa- 
!a  la  inmunización  con  la  vacuna  Calmette  Guerin  es  un  arma  más 
en  esta  lucha.  Es  una  primera  línea  de  defensa  de  nuestra  ju- 
ventud, ya  que  son  los  jóvenes  las  víctimas  principales  de  la 
tuberculosis. 

Son  muchos  los  niños  que  hay  en  Puerto  Rico  padeciendo  de 
tuberculosis  de  distintas  regiones  del  cuerpo.  La  tuberculosis  in- 
fantil o primera  infección  es  común  en  nuestra  experiencia.  Esta 
prima  infección  se  adquiere  al  venir  en  contacto  con  un  caso  infeccio- 
so de  tuberculosis.  Es  la  manera  que  tiene  la  naturaleza  para  produ- 
cir inmunidad  contra  la  tuberculosis.  Pero  esta  inmunidad  adquirida 
a costa  de  una  infección  con  el  bacilo  tuberculoso  humano  es  un 
cuchillo  de  dos  filos,  pues  en  muchos  casos  se  convierte  en  tu- 
berculosis miliar  o puede  convertirse  en  meningitis  tuberculosa. 

Las  infecciones  tube:  enlosas  de  las  glándulas  linfáticas,  las 
peritonitis  tuberculosas,  la  tuberculosis  de  los  huesos  y las  menin- 
gitis tuberculosas  se  ven  muy  frecuentemente  en  el  servicio  de 
l'ediatría  de  nuestros  hospitales. 

El  tétanos  es  más  frecuente  de  lo  que  nos  suponemos.  Se  ad- 
miran nuestros  visitantes  del  exterior  de  ver  tantos  casos  de  té- 
tanos. El  tétanos  es  una  enfermedad  causada  por  un  microbio  que 
crece  bajo  cié:  tas  características  aneróbicas.  Casi  siempre  está 
asociado  a infecciones  que  han  surgido  por  haberse  contaminado 
en  áreas  donde  hay  estiércol.  Las  puertas  de  entrada  del  micro- 
bio son  siempre  por  heridas,  remoción  de  astillas,  remoción  de  ni- 
guas que  se  han  practicado  sin  asepsia  alguna.  Un  caso  de  téta- 
nos es  un  caso  patético.  El  paciente  no  solamente  sufre  sino  que 
su  vida  peligra  constantemente.  La  enfermedad  es  p:evenible.  No 
hay  mejor  ejemplo  de  que  es  prevenible  que  el  de  la  inmunización 
en  m.asa  que  se  practicó  entre  las  fuerzas  armadas  de  los  Esta- 
dos Unidos  donde  no  se  informó  un  solo  caso  de  tétanos  o muerte 
por  tétanos  en  la  segunda  Guerra  Mundial.  El  uso  del  toxoide  tetá- 
nico como  profilaxis  para  el  tétanos  no  hay  duda  alguna  que  re- 
dundaría en  beneficio  de  nuestros  niños  y adultos  y lo  recomen- 
damos con  todo  el  calor  de  nuestro  entusiasmo.  Debe  considerarse 
esta  inmunización  como  una  compulsoria. 
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En  el  año  1947-48  hubo  31  admisiones  por  tétanos  en  niños 
menores  de  12  años  en  el  Hospital  de  Distrito  de  Bayamón  con  una 
mortalidad  de  29.2  por  ciento.  En  la  misma  fecha  hubo  20  admisio- 
nes entre  personas  de  más  de  12  años  de  edad  con  un  12.5  por 
ciento  de  mortalidad.  En  el  1948-49  fueron  24  las  admisiones  en 
niños  de  menos  de  12  años  con  12.5  por  ciento  de  muerte. 

La  poliomielitis  o parálisis  infantil  ha  tenido  más  auge  en  los 
años  recientes  en  nuestra  isla.  La  enfermedad  es  más  común  en- 
tre los  niños  pero  puede  también  atacar  al  adulto.  La  enfermedad  en 
su  forma  paralítica  invalida  al  individuo  y puede  convertirse  en 
carga  para  el  estado.  Desgraciadamente  todavía  no  hay  medios 
de  profilaxis  para  esta  enfermedad,  pero  sí  conocemos  que  hay 
medios  de  rehabilitación  para  estos  pacientes.  El  Negociado  de  Ni- 
ños Lisiados  y la  Sociedad  para  Evitar  la  Poliomielitis  tienen  un  pro- 
grama de  hospitalización  y tratamiento  que  ayuda  grandemente 
a estos  niños  a devolverles  un  grado  de  estado  físico  y mental 
adecuado  para  convertirse  en  ciudadanos  útiles  en  vez  de  parias 
en  una  sociedad. 

Nuestra  sala  de  Pediatría  se  ve  invadida  por  muchos  casos 
de  enfermedades  carenciales.  La  pobreza,  la  ignorancia,  las  enfer- 
medades crónicas  tales  como  parásitos  intestinales,  tuberculosis, 
son  las  causas  frecuentes  de  la  mala  nutrición  que  abunda  entre 
ese  sector  que  constituye  un  40  por  ciento  de  nuestra  mayor  fuen- 
te de  riqueza.  Un  por  ciento  alto  de  nuestros  niños  pobres  padecen 
de  avitaminosis  y presentan  los  cuadros  clínicos  típicos  del  hambre. 
Niños  hinchados,  por  el  edema  causado  por  la  falta  de  proteínas, 
niños  con  lesiones  de  la  piel  que  acusan  falta  de  vitamina  son  tan 
frecuentes  que  le  hemos  llamado  a esta  condición,  la  enfermedad 
insular. 

Este  problema  de  las  enfermedades  por  carencia  está  tan  liga- 
do a nuestra  economía  pobre  y nuestra  falta  de  empleo  que  es  ver- 
daderamente un  problema  médico  social. 

La  malaria  ha  dejado  de  tener  la  importancia  que  tuvo  hace 
varios  años  como  causa  de  muerte.  La  malaria  ha  bajado  en  inci- 
dencia gracias  a que  nuestro  gobierno  ha  podido  sanear  muchas 
áreas  pantanosas  que  eran  foco  de  crecimiento  del  mosquito  ano- 
felino.  Sin  embargo,  el  mosquito  portador  no  ha  sido  totalmente 
eliminado  y hay  siempre  el  peligro  de  que  ocurran  casos.  Los  mé- 
todos de  diagnóstico  y la  agudeza  clínica  de  los  médicos  nos  ha  he- 
cho estudiar  los  casos  más  detenidamente.  Antes  era  muy  co- 
mún diagnosticar  cualquier  caso  de  fiebre  como  malaria  y darle 
quinino  o darle  atabrina,  hoy  raras  veces  se  hace  esto. 

Los  accidentes  como  causa  de  inhabilidad  física  entre  los  ni- 
ños puertorriqueños  son  frecuentes.  Las  fracturas  causadas  por  caí- 
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das,  las  fracturas  y traumas  al  cráneo  por  haber  sido  arrollados  por 
vehículos  de  motor,  las  quemaduras  ocasionadas  por  accidentes  en 
el  hogar,  la  pérdida  de  la  visión,  por  heridas  punzantes,  por  golpes, 
son  entre  otras,  las  más  frecuentes. 

He  tratado  de  discutir  a la  ligera  en  el  corto  espacio  de  tiem- 
po disponible  los  aspectos  relacionados  con  las  enfermedades  infec- 
ciosas más  comunes  y así  otras  enfermedades  también  comunes. 

Los  niños  enfermos  son  producto  de  un  ambiente  enfermo,  de 
un  régimen  inadecuado,  de  una  sociedad  no  bien  orientada,  en  los 
aspectos  preventivos;  una  sociedad  falta  de  medidas  y medios  sa- 
nitarios. 

La  medicina  moderna  tiene  por  norma  la  prevención  de  la  en- 
fermedad. La  prevención  no  está  solamente  en  las  manos  de  las  au- 
toridades de  salud  del  Gobierno,  aunque  éstas  deben  ser  las  que 
traigan  a la  mente  de  los  ciudadanos  las  ideas  que  les  hagan  saber 
ios  beneficios  de  la  prevención,  así  como  debe  proveerle  a ese  pue- 
blo los  medios  modernos  de  prevención.  Es  importante  que  tanto 
el  médico  individualmente  así  como  los  demás  profesionales  aliados 
a la  medicina,  trabajen  codo  con  codo  en  un  esfuerzo  por  co- 
rrelacionar todos  los  factores  importantes  que  tiendan  a hacer 
de  la  salud  de  nuestros  niños  una  de  las  mejores  en  el  mundo.  De- 
bemos proveer  para  ello  todas  las  medidas  de  carácter  sanitario, 
médico  social  y moral  que  redunde  en  ben(!ficio  de  la  salud  de  un 
individuo,  su  familia  y la  comunidad. 
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Al  iniciarse  el  presente  siglo,  una  vigorosa  personalidad  fe- 
menina reclamó  para  la  infancia  un  lugar  preponderante  en  todos 
los  temas  sociales,  pidió  que  las  frentes  se  inclinaran  “ante  la  al- 
tura del  niño”  y sostuvo  como  distintivo  de  la  nueva  centu:ia  el 
apelativo  de  “el  siglo  de  los  niños.” 

Ellen  Key  logró  apasionar  con  estos  postulados  a la  opinión 
de  aquellos  tiempos.  Su  libro  combativo  y netamente  revoluciona- 
rio — demoledor  más  que  constructivo — nos  dejó  un  legado  que 
no  podemos  desatender  y es  el  de  dar  realidad  a aquel  generoso 
pensamiento  de  inclinar  nuestras  frentes  “ante  la  altura  del  niño.” 
Desde  entonces  se  habla  del  nuestro,  como  el  siglo  en  que  todos 
los  anhelos  de  bienestar  infantil  han  de  cuajar  en  promisoras  efec- 
tividades. 

Día  tras  día  se  acrecienta  el  interés  por  los  niños;  se  discuten 
sus  derechos  y se  fijan  normas  de  ayuda  y amparo. 

Los  gobiernos,  aún  los  de  ideología  más  dispares,  están  de 
acuerdo  en  que  el  niño  no  es  un  fenómeno  de  crecimiento  y desa- 
rrollo somático.  Se  le  contempla  desde  el  punto  de  vista  de  sus 
complejos  psicobiológicos.  Y en  esta  nueva  era,  se  suma  la  madre 
al  niño  formando  binomio  indisoluble  hacia  el  que  convergen  to- 
dos los  esfuerzos  de  amparo  integral,  que  resultan  así  el  índice  más 
exacto  del  grado  de  civilización  alcanzado  por  un  grupo  humano. 

Pero  estas  medidas  de  protección  a la  unidad  madre-hijo,  no 
pueden  encerrarse  en  los  estrechos  límites  de  una  caridad  ocasio- 
nal, que  es  modo  interiorizante  de  ayuda  porque  rebaja  la  moral 
de  quien  la  recibe. 

La  ayuda  a la  madre  y al  niño  debe  ser  orgánica  y coherente. 

El  problema  así  planteado  sale  del  campo  puramente  filantró- 
pico para  asentarse  en  una  fuerte  solera  sociológica.  Surge  de 
esta  manera  el  Servicio  Social  de  la  Infancia,  que  con  criterio  cien- 
tífico busca  las  causas  profundas  y alejadas  que  amenazan  al  niño 
desde  su  prenatalidad,  las  remueve  en  sus  cimientos,  las  anula,  y 
sobre  ellas  construye  la  obra  defensiva  que  la  humanidad  reclama. 

Y,  ahora,  acercándonos  al  tema  principal  de  esta  disertación, 
hemos  de  comenzar  su  discusión,  afirmando  que  el  desarrollo  de 
las  caries  dental  entre  nuestros  niños  es  de  tal  magnitud  que  cabe 
denominarlo  como  una  catástrofe.  Y si  a esto  agregamos  que  en 

• Conferencia  leída  durante  lai  Asamblea  Anual  de  la  Asociación  de  Salud 
Pública  de  Puerto  Rico,  febrero,  1950. 
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el  campo  de  la  Odontología  nativa  se  vienen  combatiendo,  con  ma- 
yor esmero  y esfuerzo,  las  consecuencias;  postergándose,  necesa- 
riamente, las  causas  legítimas  de  esa  catástrofe  dental,  podríamos 
asegurar  que  el  problema  es  sumamente  serio  y aún  con  mucha 
más  razón  cuando  nos  vemos  compelidos  a aceptar  el  criterio  sos- 
tenido por  figuras  eminentes  de  la  Medicina  y la  Odontología  en 
el  sentido  de  que  la  “boca  es  el  espejo  más  fiel  del  real  estado  de 
la  salud  integral  del  organismo  humano.” 

La  Higiene  Bucal  aesulta  fundamental,  ya  que  constituye  el 
primer  paso  en  el  proceso  digestivo  y por  tanto  es  la  base  sobre 
la  que  se  inicia  la  vitalización  de  las  reservas  y la  desorganización 
de  los  desgastes  orgánicos. 

Ya  hoy  no  se  discute  el  hecho  de  que  la  salud  dental  constitu- 
ye un  factor  de  suprema  importancia  en  la  promoción  de  la  salud 
general  del  individuo.  Son  incontables  las  autoridades  que  han 
expresado  su  convicción  a este  respecto.  Para  citar  algunas,  bre- 
vemente, haremos  referencia  al  Dr.  Jorge  Caynut,  profesor  de  la 
Universidad  de  Estrasburgo,  quien,  ante  un  auditorio  integrado 
por  médicos  y dentistas,  en  una  conferencia  que  giraba  sobie  me- 
dicina general  y focos  dentarios,  afirmó:  “la  caries  dental  de  mar- 
cha progresiva  ascendente  en  la  escala  de  infección,  como  pultitis, 
procesos  apicales,  granulomas,  quistes,  abcesos,  etc  . . , determina 
focos  peligrosos,  pues  un  diente  mueito  es  un  llamado  a la  infec- 
ción, por  ser  su  microbiología  peligrosa,  podiendo  sus  gérmenes  o 
toxinas  tomar  las  clásicas  vías  de  difusión.”  Y el  propio  Dr. 
Caynut  recalca,  insistentemente,  “que  se  ha  logrado  demostrar 
que  los  portadores  de  esta  clase  de  focos  dispersan  gérmenes  al 
besar,  conversar,  toser,  etc  . . . , siendo  un  peligro  médico  social.” 

También  el  Servicio  de  Salubridad  Pública  de  los  Estados 
Unidos,  en  uno  de  sus  mítines,  se  ocupó  de  la  seriedad  del  pro- 
blema y uno  de  sus  brillantes  conferenciantes,  el  Dr.  Ast,  enfatizó 
en  que  “la  caries  dentaria  es  un  problema  de  salud  pública  y debe 
ser  estudiada  como  una  enfermedad  epidémica  con  soluciones  que 
abarquen  grandes  masas  de  la  población.” 

Concebimos,  pues,  que  la  caries  dental  como  problema  de  sa- 
lubridad pública  está  sintetizada  en  esta  opinión  cía:  a y sencilla 
del  Dr.  Ast:  “la  caries  dentaria  es  una  enfermedad  que  no  respeta 
edad,  raza,  sexo  ni  estado  económico.  Es  progresiva  y a menos 
que  se  intervenga,  la  pieza  dentaria  se  pierde.”  Desde  hace  mu- 
chos años,  en  Estados  Unidos  se  viene  estudiando  el  problema  en 
esos  términos  sanitarios  y esa  orientación  está  perfectamente  de- 
finida. Sin  embargo,  en  nuestro  país,  desafortunadamente,  toda- 
vía no  existe  una  conciencia  clara  y precisa  sobre  este  problema. 

Aceptada,  pues,  como  una  realidad  indiscutible  que  la  caries 
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dental  es  un  enemigo  despiadado  de  la  salud  de  los  pueblos;  y es- 
tablecida como  otra  verdad  irrefutable  el  hecho  de  que  la  caries 
inunda  a nuestra  población  infantil  con  un  alarmante  porcentaje 
de  sus  consecuencias,  destruyendo  el  poder  masticatorio  de  esos 
niños,  y quebrando,  por  consiguiente,  la  fuerza  vital  de  estos  hom- 
bres del  mañana;  vemos  lo  que  en  nuestro  país  deberíamos  hacer 
con  miras  a detener  el  avance  de  aquel  enemigo  de  la  salud  y para 
vigilar  la  fortaleza  de  esa  futura  generación. 

Debemos  repetir  que  aquí,  en  Puerto  Rico,  así  como  en  la  ma- 
yoría de  los  países,  se  vienen  combatiendo  las  consecuencias  de  la 
catástrofe  dental  y se  ignora,  por  regla  general,  sus  verdaderas 
causas.  No  es  con  ánimo  de  reprobable  crítica  a nuestras  autori- 
dades gubernamentales  e institucionales  de  carácter  profesional 
odontológico,  que  formulamos  la  aseveración  de  que  en  nuestro 
país  se  efectúa  muy  poca  labor  de  aleccionamiento  al  público  sobre 
higiene  oral,  instrucción  ésta  tan  necesaria  para  ayudar  a dismi- 
nuir algunas  de  las  causas  que  originan  la  caries.  Es  por  eso  que 
encontramos  a la  profesión  dental,  empleando  la  casi  totalidad  del 
tiempo  que  invierte  para  sus  servicios,  en  la  tarea  de  reparación  o 
curación ; esto  es,  obturando  las  cavidades  de  cada  diente,  curando 
un  sinnúmero  de  raíces  enfei  mas  o destruyendo  las  pulpas  de  aque- 
llos dientes  que  han  sido  ya  invadidos  por  la  infección.  Todo  esto, 
no  hay  lugar  a dudas,  constituye  un  intento  plausible  por  detener 
el  progreso  de  ese  flagelo  de  la  humanidad  que  conocemos  por  ca- 
ries dentaria.  Pero  toda  esa  labor  implica  un  combate  contra  las 
consecuencias  de  la  caries.  Sin  embargo,  apenas  disponemos  de 
tiempo,  en  lo  que  a nuestra  profesión  respecta  en  Puerto  Rico,  para 
dedicarnos  al  ataque  de  las  verdaderas  causas. 

Deseamos  dejar  por  sentado  que  aquí  se  ejecuta  casi  ninguna 
labor  de  investigación  y muy  escasa  tarea  de  divulgación  pública. 
En  un  país  de  muy  limitados  recursos  económicos  como  el  nues- 
tro, con  un  escaso  número  de  profesionales  dentistas  cuyo  tiempo 
está  destinado  para  las  misiones  ya  señaladas,  nos  parece  que  más 
bien  toca  también  al  Gobierno  ocuparse  de  esa  labor  de  investiga- 
ción, ya  que  después  de  todo,  también  el  Gobierno  tiene  la  misión 
ineludible  de  salvaguardar  la  salud  de  su  pueblo. 

Cuando  hablamos  de  investigaciones  no  deseo  que  se  entienda 
una  actividad  similar  a la  que  desarrolla  el  Centro  de  Investiga- 
ciones de  la  Universidad  de  Puerto  Rico  para  conocer  la  condición 
de  las  bocas  de  nuestros  niños.  Para  ese  fin  no  hay  necesidad  de 
gastar  dinero  y tiempo.  La  salud  dental  de  nuestros  niños,  como 
en  la  mayoría  de  los  países,  es  simplemente  desastrosa.  Hay  que 
gestionar  que  se  haga  investigación  de  alcances  amplios  y cientí- 
ficos en  un  afán  de  buscar  las  causas  u origen  del  mal  y establecer 
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medidas  adecuadas  para  arrestar  sus  deplorables  consecuencias  y 
claro  está,  campaña  activa  de  divulgación  pública. 

Ahora  bien,  mientras  no  sea  posible  llevar  a cabo  esa  inves- 
tigación, es  menester  demoler  el  avance  de  la  llamada  catástrofe 
dental  en  la  forma  más  eficiente,  de  modo  que  se  obtengan  los  me- 
jores resultados  que  sean  dable  lograr.  Para  alcanzar  favorables 
resultados  con  motivo  de  esta  importante  tarea  de  combatir  la  ca- 
ries dental  y sus  desastrosas  consecuencias,  se  hace  indispensable 
la  adopción  de  un  programa  que  abarque,  como  objetivo  mínimo, 
los  puntos  siguientes: 

1 —  Hacer  exámenes  de  la  boca  al  mayor  número  de  niños 
en  toda  la  Isla,  a fin  de  lograr  una  estadística  completa  y compren- 
der las  verdadeias  necesidades  de  los  niños.  Es  muy  probable  que 
se  nos  refutase  que  esta  labor  es  casi  un  imposible  con  el  escaso 
número  de  cdontólogos  de  que  dispone  el  Gobierno,  más  no  olvide- 
mos que  tal  vez  el  gremio  profesional  de  dentistas  podría  prestar 
su  concurso  sn  esta  plausible  campaña.  De  todos  modos,  mientras 
no  se  palpe  la  realidad,  la  asistencia  odontológica  tendrá  que  ofre- 
cerse sin  normas  de  o:  ganización. 

2 —  Entregar  a los  padres,  al  tiempo  del  registro  del  nacimiento 
de  la  criatura,  una  cartilla  donde  se  inserten  explicaciones  en  len- 
guaje sencillo  sobre  la  importancia  del  cuidado  de  la  boca  del  niño 
y los  medios  de  verificarlo.  Este  es  un  paso  sumamente  factible 
y toca  a las  autoridades  encargadas  del  servicio  odontológico  aco- 
meter esta  empresa  de  fácil  realización  y de  fines  prácticos  y efi- 
cientes. 

3 —  Establecer  la  ficha  dental  escolar  obligatoria,  como  requi- 
sito para  la  matrícula  de  los  escolares.  En  la  misma  forma  que  se 
exige  el  examen  de  otros  órganos  del  cuerpo,  creemos  muy  con- 
veniente este  examen  de  la  boca,  ya  que  hemos  aceptado  que  la  ca- 
ries dental  es  un  problema  de  salubridad  pública. 

4 —  Realizar  campaña  instructiva  sobre  higiene  o al,  especial- 
mente para  las  madres,  por  medio  de  cartillas,  folletos,  conferen- 
cias, por  la  radio,  el  cinema,  etc.  Este  es  otro  paso  de  fácil  reali- 
zación y no  hay  excusa  razonable  para  que  no  se  efectúe  esta  cam- 
paña que  también  es  de  vital  importancia. 

5 —  Llevar  a cabo  la  propaganda  sistemática  de  la  higiene  oral 
de  los  niños  en  las  escuelas,  cent:  os  médicos,  hospitales,  etc. 

6 —  Ampliar  en  todo  lo  más  posible  los  servicios  dentales  para 
2iiños,  aumentando  el  número  de  clínicas  y su  personal.  Sobre  esta 
medida,  me  cabe  el  honor  de  figurar  con  los  doctores  Vicente,  Font 
Suárez  y Hernández  González  como  coautor  de  un  Plan  de  Asis- 
tencia Dental  Escolar  que  fuera  sugerido  al  Honorable  Gobernador 
de  Puerto  Rico  y el  cual  ha  sidp  sometido  para  estudio  y recomen- 
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dación  al  Comisionado  de  Salud  y al  de  Instrucción.  El  Plan  aboga 
por  el  establecimiento  de  por  lo  menos  una  clínica  dental  en  todos 
y cada  uno  de  los  77  municipios  que  integran  la  Isla,  a razón  de  un 
dentista  para  cada  2000  escolares  o de  un  odontólogo  para  cada 
4500,  de  acuerdo  con  los  recursos  económicos  de  que  disponga  el 
Gobierno  para  estos  fines.  Es  de  esperarse  que  el  Gobierno  favo- 
rezca esa  medida  sugerida.  Se  aconseja,  desde  luego,  que,  ante  la 
imposibilidad  de  prestarse  asistencia  odontológica  a toda  la  pobla- 
ción escolar,  por  falta  de  recursos  y por  carencia  de  personal  ade- 
cuado, se  adopte  el  sistema  de  otorgar  el  servicio  por  grupo  de 
edades,  que  es  la  pauta  aconsejada  y adoptada  en  los  casos  en  que 
hay  escasez  de  recursos  económicos  y de  personal.  Y,  dicho  sea 
de  paso,  aún  en  los  propios  Estados  Unidos,  el  país  más  rico  del 
mundo,  el  que  cuenta  con  más  personal  idóneo  para  una  asistencia 
dental  escolar,  tampoco  puede  conducirse  a feliz  realización  un  plan 
qu3  abarque  a toda  la  población  escolar,  haciéndose  necesario  la 
adopción  del  sistema  de  grupo  por  edades. 

7 —  Aumentar,  considerablemente,  el  servicio  suministrado  en 
consultorios  dentales  rodantes  (ambulancias  dentales  moto:  izadas) 
para  poder  llevar  los  servicios  de  profilaxia  y de  asistencia  odon- 
tológica a las  escuelas  ubicadas  en  las  zonas  rurales  apartadas.  El 
Gobierno  cuenta,  desde  hace  ya  bastante  tiempo,  alrededor  de  9 
años,  con  solamente  dos  de  estas  ambulancias  dentales  motoriza- 
das. En  este  sentido,  no  ha  habido  progreso  alguno  en  el  servicio 
dental  público.  Y,  sinceramente,  no  c:  eemos  sea  tan  árdua  la  ta- 
rea de  aumentar  este  servicio. 

8 —  Proporcionar  a los  dentistas  que  se  interesen  por  estos 
problemas  la  oportunidad  de  tomar  cursos  en  Salud  Pública  Den- 
tal (Public  Health  Dentistry).  Los  conocimientos  que  adquieran 
en  este  aspecto  de  la  profesión,  redunda:  án  en  pleno  beneficio  para 
el  servicio. 

Y,  por  último,  creemos  que  ya  se  hace  impostergable  la  coor- 
dinación de  los  servicios  dentales  que  ofrece  el  Gobierno  en  sus 
Unidades  y Escuelas,  dándoles  una  concepción  nueva  a tono  con  la 
cbra  sanitaria  que  debe  desarrollarse.  Hay  necesidad  imperiosa 
de  abolir  el  erróneo  concepto  de  que  para  justipreciarse  la  labor  de 
un  dentista  encargado  de  una  clínica  dental  pública  debe  rendir 
cierto  número  de  operaciones.  Esta  es,  a juicio  nuestro,  una  con- 
cepción equivocada  y perjudicial  al  propio  servicio.  El  Gobierno 
debe  vigilar,  constantemente,  porque  se  preste  la  mejor  dentiste- 
ría  posible,  relegando  a un  olvido  absoluto  la  exigencia  de  cantidad 
de  operaciones.  Es  un  error  grave,  repetimos. 

Suplico  a este  estimable  auditorio  que  acepte  mi  sincero  reco- 
nocimiento por  su  fina  benevolencia  escuchando  estos  ligeros  con- 
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ceptos  vertidos  al  margen  del  importante  tema  de  la  higiene  oral 
en  nuestros  niños.  Recordemos  las  palab;as  de  Goethe:  “Poco 
puede  hacerse  por  los  adultos,  el  hombre  inteligente  comienza  con 
el  niño.” 


PIEDRAS  EN  EL  ORGANISMO  HUMANO 


J.  L.  MONTALVO  GUENARD,  M.D. 

Santurce,  P.  R. 

Se  trata  de  un  caso  especial  que  atendimos  hace  muchos  años, 
cuando  nos  dedicábannos  al  ejercicio  de  la  medicina  y cirugía  en 
general:  un  caso  excepcional  de  apendicitis  aguda,  causada  por  un 
enorme  enterolito  en  el  lumen  del  apéndice  vermiforme  que  jamás 
había  causado  malestar  alguno  al  paciente  con  anterioridad  al  ata- 
que agudo. 

Permítasenos  decir  ahora  que  el  mal  de  piedra  fué  conocido  por 
los  antiguos,  450  años  antes  de  la  era  cristiana,  según  se  desprende 
del  juramento  de  Hipócrates,  pero  existe  la  casi  certidumbre  de 
que  los  chinos,  en  épocas  muy  remotas,  habían  encontrado  ya  esas 
formaciones  líticas  en  la  vejiga  urinaria  y en  otras  visceras  huma- 
nas, durante  exploraciones  practicadas  por  ellos  en  los  cadáveres. 

Tampoco  escapó  a la  inteligencia  de  nuestros  aborígenes  el  co- 
nocimiento de  ciertos  y determinados  males  causados  por  la  pre- 
sencia de  cuerpos  extraños  en  el  organismo  humano,  como  puede 
inferirse  del  capítulo  XVI,  de  la  narración  del  ermitaño,  fray  Ro- 
mán Pane,  de  la  orden  de  San  Gerónimo,  del  año  1496,  en  lo  que  se 
refiere  a las  tradiciones,  religión  y costumbres  de  los  indios  de  la 
Española  e islas  adyacentes,  pero  especialmente  en  lo  que  hacían 
los  buhuitihibus,  o sean  los  médicos  indios,  de  acuerdo  con  sus  ritos, 
cuando  creían  que  alguna  piedra  estaba  dentro  del  cuerpo  y que  era 
la  causante  de  todos  los  males  que  acosaban  a su  paciente. 

La  presencia  de  formaciones  calcáreas  en  el  trayecto  o tubo 
intestinal  no  es  nada  nuevo  y desde  las  arenillas  más  pequeñas  de 
sales  de  calcio  hasta  los  así  llamados  enterolitos  o cálculos  intesti- 
nales, han  sido  ya  conocidos  por  la  profesión.  En  la  literatura 
médica  se  encuentran  reportados  múltiples  casos  de  obstrucciones 
intestinales  causadas  por  concreciones  fecales  o coprolitos,  pero 
algunos  de  éstos  han  sido  originados  por  verdaderas  piedras,  espe- 
cialmente en  las  diverticulitis,  donde  éstas  están  formadas  por 
capas  distintas  de  fosfatos  de  cal  y magnesia  alrededor  de  núcleos 
de  naturaleza  y aspectos  varios,  o por  cálculos  hepáticos,  formados 
mayormente  por  los  ácidos  biliares,  colesterina  y trazas  de  hierro 
y cobre.  Estos  últimos  cálculos  son  generalmente  de  gran  tamaño 
y suelen  alcanzar  varias  pulgadas  de  largo.  Pasan  a veces  estos 
cálculos  de  la  vesícula  biliar  al  canal  intestinal  incidentalmente, 
ulcerando  y perforando  las  paredes  de  la  vesícula  y las  del  intesti- 
no adyacente. 

En  cuanto  al  apéndice  vermiforme  se  refiere,  podemos  decir 
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que  no  son  tan  corrientes  estas  concreciones,  ya  que  sólo  en  un  3% 
a un  47f,  éste  ha  sido  el  asiento  de  retenciones  fecales  endure- 
cidas, las  que  han  causado  desde  luego,  apendicitis  agudas  en  la 
mayoria  de  los  casos.  En  algunas  ocasiones  se  han  encontrado  en 
el  lumen  del  apéndice  cálculos  verdaderos,  redondos,  en  forma  de 
petit-pois,  o alargados,  parecidos  a las  semillas  de  los  dátiles,  pero 
ninguno,  que  sepamos,  de  las  dimensiones  del  que  vemos  a descri- 
bir en  este  info:  me,  y el  cual  es  algo  excepcional  por  su  tamaño. 

Se  trata  del  paciente  J.  L.  B.,  de  36  años  de  edad,  casado,  co- 
merciante y de  costumbres  morigeradas.  Buena  salud  anterior,  a 
excepción  de  malestar  epigástrico  ocasional,  con  ardor  y ligero  do- 
lor que  radiaba  hacia  la  espalda.  Después  de  una  comilona,  el  pa- 
ciente sintió  náusea  y malestar  general.  Se  inició  entonces  el  vómito 
de  carácter  expulsivo,  y fuerte  dolor  en  el  epigastrio,  acompañado  de 
cefalea  y fiebre  de  38.5  grados  C.,  con  un  pulso  de  100  y respira- 
ción 28.  El  dolor  era  cada  vez  más  intenso  y se  extendía  por  todo 
el  vientre  y los  vómitos  eran  constantes.  Había  ligeras  intermi- 
tencias en  cuanto  al  síntoma  dolor,  pero  finalmente  fué  éste  au- 
mentando y los  paroxismos  eran  más  frecuentes  y verdaderamente 
intolerables.  El  cómputo  total  leucocitario  alcanzó  la  cifra  de  9,500 
con  un  diferencial  polinuclear  de  709^.  Los  eritrocitos  contaban 
4,600,000  por  milímetro  cúbico,  y la  hemoglobina  se  estimó  en  85%. 
La  orina  estaba  normal.  Hígado,  corazón  y bazo  normales,  aunque 
ligero  tinte  ictérico  en  la  conjuntiva. 

El  diagnóstico  inicial  fué  de  indigestión  aguda,  pero  según 
fueron  acentuándose  los  síntomas,  y extendiéndose  el  dolor  hacia 
la  fosa  ilíaca  derecha,  el  diagnóstico  fué  reconsiderado  y establecido 
por  nosotros  el  de  apendicitis  aguda,  durante  el  curso  de  una  in- 
digestión. Los  leucocitos  alcanzaron,  6 horas  después,  la  cifra  de 
12,700  y la  polinucleosis  80%.  No  había  resistencia  muscular  apre- 
ciable a la  palpación  de  la  fosa  ilíaca. 

Otro  facultativo  en  consulta  opinó  que  podría  tratarse  de  un 
cólico  nefrítico  acompañado  de  una  gastritis  aguda.  Administrá- 
ronsele  0.02  grm.  de  sulfato  de  morfina  hipodérmicamente  sin  re- 
sultados satisfactorios,  aumentando  esta  medicación  las  náuseas, 
los  vómitos  y el  dolor. 

Acordóse  una  radiografía  del  lado  derecho  del  vientre  y ésta 
mostró,  con  gran  asombro  nuestro,  la  presencia  de  un  cálculo  del 
tamaño  de  una  aceituna  mediana,  (fig.  1)  sobre  el  sitio  donde  apa- 
rentemente se  ciuzan  el  ureter  derecho  y el  apéndice  vermiforme. 

Ya  había  sido  llamado  el  Dr.  Rafael  López  Nussa,  a petición  de 
los  familiares,  para  practicar  la  apendectomía,  pero,  ante  el  hallazgo 
tan  inesperado  de  un  cálculo  en  la  radiografía,  hubo  necesidad  de 
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Fig.  1.  Radiografía  de  la  fosa  ilíaca  derecha  mos- 
trando un  cálculo  grande  en  el  sitio  donde  se  cruzan 
el  ureter  derecho  y el  apéndice  vermiforme. 


hacer  un  compás  de  espera  para  aclarar  definitivamente  el  diag- 
nóstico. 

Propusimos  la  cateterización  del  ureter  derecho  para  deter- 
minar la  posición  exacta  del  cálculo,  pero  debido  al  dolor  desespe- 
rante que  aquejaba  al  paciente  fué  descartado  el  procedimiento. 

El  cómputo  leucocitario  se  estimó  nuevamente,  por  tercera  vez, 
en  14,000  y el  diferencial  en  de  polinucleares. 

No  habiendo  sangre  ni  pus  en  la  orina  concluimos  en  que  el 
dolor  era  de  origen  apendicular  y que  la  operación  debía  practicarse 
inmediatamente,  dejando  para  otra  oportunidad  la  intervención 
para  el  cálculo,  el  cual,  erróneamente,  suponíamos  ureteral.  Proce- 
dióse pues  a la  operación. 

Operación : 

Enema  de  una  pequeña  dosis  de  4 cc.  de  Avertina,  preliminar 
a la  anestesia  con  éter.  Incisión  sobre  el  recto  derecho.  Al  abrirse 
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el  vientre  se  encontró  el  apéndice  en  posición  retrocecal,  algo  ad- 
herido y formando  una  masa  dura  del  tamaño  de  una  nuez.  Desbridó- 
se el  apéndice,  el  cual  estaba  muy  congestionado,  e hízose  la  resec- 
ción del  mismo,  entre  dos  pinzas. 

Patología  macroscópica:  Al  incindirse  la  masa,  ¡cuál  no  se- 
ría nuestra  admiración  al  ver  que  toda  la  cavidad  del  apéndice  es- 
taba ocupada  por  una  piedra  del  tamaño  de  una  aceituna  mediana, 
más  un  poco  de  sangre  descompuesta!  Las  paredes  del  apéndice 
estaban  algo  engrosadas  y mostraban  signos  de  inflamación  aguda. 


Fig.  2.  Cálculo  de  forma  oval,  mostrando  su  superficie 
rugosa.  Ampliado  en  un  tercio  su  tamaño  normal. 

Fig.  3.  Catarata  juvenil.  El  cristalino  se  convirtió  en  una 
verdadera  piedra..  Aumentado  en  un  tercio  su  tamaño 
normal. 


El  cálculo  (fig.  2)  tiene  forma  oval,  parecida  a una  semilla 
de  quenepa,  pesa  alrededor  de  5 grms.  y tiene  consistencia  pétrea; 
su  superficie  es  algo  rugosa,  color  terroso  con  algunas  manchas 
oscuras.  En  un  extremo  tiene  dos  pequeñas  protuberancias  re- 
dondeadas a manera  de  ojos  rudimentarios,  lo  que  dió  lugar  a que 
el  cirujano  que  intervino  en  el  caso,  insinuara,  en  tono  humorís- 
tico, que  el  médico  autor  de  estas  líneas,  dada  su  afición  por  la 
arqueología,  tenía  tanta  suerte  con  las  piedras  que  hasta  las  en- 
contraba dentro  de  los  apéndices  humanos.  Siguiendo  la  broma, 
adelantó  dicho  cirujano,  “que  no  sería  raro  que  t:opezara  algún  día 
el  Dr.  Montalvo,  con  un  amuleto,  dentro  de  otro  apéndice,  mostran- 
do las  características  de  una  antroglífita  indígena.” 

Haremos  aquí  una  digresión  para  indicar,  como  nota  curiosa, 
que  si  bien  es  verdad  que  no  hemos  encontrado  el  amuleto  indio 
que  mencionara  el  Dr.  López  Nussa,  en  el  cuerpo  de  ningún  mortal, 
no  es  menos  cierto  que  hallamos,  años  después,  una  piedra  en  uno 
de  los  ojos  de  una  niña  de  Cabo  Rojo,  mientras  la  operábamos  en 


PIEDRAS  EN  EL  ORGANISMO  HUMANO 


1,35 


el  Asilo  Insular  de  Ciegos,  de  una  catarata  juvenil.  Se  trataba, 
como  puede  verse,  (fig.  3)  de  una  catarata  calcárea,  de  las  que, 
por  cierto,  se  encuentran  muy  pocas  en  la  literatura  oftalmológica 
contemporánea. 

Volviendo  al  caso,  debo  informaros  que  el  paciente  recuperó 
rápida  y totalmente,  no  habiendo  tenido  después  de  dos  años  ma- 
lestar alguno  en  su  vientre. 

Presento  ahora  este  caso  a la  consideración  de  la  clase  médica 
como  mera  información  y por  si  el  mismo  pudiera  se:  de  alguna 
utilidad  en  el  futuro  para  fines  diagnósticos. 
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RICARDO  F.  FERNANDFZ,  M.l).  y HECTOR  A.  RLADUELL,  M.D.» 

DurcUite  los  últimos  años  la  oftalmología  como  las  demás  ra- 
mas de  la  medicina  ha  dado  grandes  pasos  de  avance  tanto  en  la 
investigación  como  en  la  terapéutica  m.édica  y quirúrgica  de  diver- 
sas afecciones  oculares. 

Nos  proponemos  hacer  un  breve  recuento  de  los  adelantos  más 
sobresalientes  sin  pretender  analizar  los  mismos  detalladamente 
lo  que  resultaría  tedioso  para  la  mayoría  de  los  médicos  generales 
a quienes  va  principalmente  dirigido  este  trabajo. 

Comenzaremos  pues,  por  la  terapéutica  médica  y luego  pasa- 
remos a los  adelantos  quirúrgicos,  dejando  para  último  la  fase  de 
ingestigación  que  es  mayormente  de  interés  para  los  que  practican 
la  oftalmología. 

En  primer  término  naturalmente  describiremos  brevemente 
los  cambios  producidos  por  las  sulfas'  y la  penicilina.  Entre  éstos 
sobresale  la  desaparición  de  !a  oftalmía  gonoccccíca,  temida  enfer- 
medad y causa  en  otros  tiempos  de  20'"/  de  los  ciegos  del  mundo. 
Hace  ya  más  de  tres  años  que  no  vemos  uno  de  estos  casos  ni  oímos 
a nuestros  colegas  en  la  especialidad  informarlos. 

Con  el  uso  profiláctico  primero  de  las  sulfas  y luego  de  la 
penicilina  han  desaparecido  también  las  infecciones  post-operato- 
rias,  complicación  muy  peligrosa  y casi  siempre  funesta,  especial- 
mente en  la  operación  de  catarata.  Es  con  grata  satisfacción  que 
podemos  decir  que  en  los  últimos  cuatro  años  no  hemos  tenido  un 
sólo  caso  de  infección  post-operatoria. 

En  el  tratamiento  de  infecciones  externas  como  conjuntivitis, 
úlceras  de  la  córnea,  etc.,  ha  sido  nuestra  experiencia  que  las  sul- 
las utilizadas  localmente  en  forma  de  Sulfacetamida-  o pomada  de 
sulfadiazina  y administradas  por  vía  oral  en  forma  de  “Combisul” 
son  generalmente  más  efectivas  que  la  penicilina.  Esta  última  tie- 
ne además  el  inconveniente  en  su  uso  local  de  producir  a menudo 
reacciones  alérgicas  por  lo  que  hemos  abandonado  su  empleo  en 
esta  forma  en  favor  de  la  mucho  más  efectiva  “Aureomicina  Of- 
tálmica.”'^ Esta  última  droga  se  utiliza  en  la  fase  aguda  de  las  in- 
fecciones durante  dos  a cuatro  días,  pasando  luego  a la  Sulfaceta- 
mida o el  propionato  de  sodio,^  nueva  medicación  que  se  conoce  en 
e'  mercado  con  el  nombre  de  “Propion  Ophthalmic  Solution”  o a 
uno  de  nuestros  viejos  conocidos,  el  mercurocromo  2%  o el  meta- 
l'hen  2500. 

En  las  afecciones  de  las  membranas  internas  de  los  ojos,  como 
♦ Del  Instituto  Oftálmico  de  Puerto  Rico,  San  Juan,  P.  R. 
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en  iritis,  coroiditis,  etc.,  las  sulfas  y los  antibióticos  no  son  muy 
efectivos  sino  por  acción  indirecta  de  limpiar  algún  foco  de  infec- 
ción o sifilis.  En  absceso  del  vitreo  hemos  recurrido  al  procedimien- 
to heróico  de  inyectar  cantidades  respetables  de  penicilina  y aureo- 
micina  en  el  vitreo,  los  resultados  no  han  sido  satisfactorios.  En  in- 
fecciones profundas  de  la  órbita,  párpados  o saco  lagrimal,  la  peni- 
cilina es  bastante  efectiva. 

La  dihidroestreptomicina*’  es  a veces  efectiva  en  casos  de  in- 
fecciones de  origen  tuberculoso  especialmente  los  de  tipo  glandular. 
Ultimamente  la  hemos  utilizado  con  éxito  en  algunos  casos  com- 
binándola con  la  administración  de  ácido  para-amino-salicilico 
(PAS)''  y en  infecciones  mixtas  combinada  con  penicilina  (1  Gm. 
diario  de  dihidro-estreptomicina  y 300,000  U.  de  cristicilina) . 

La  “Bacitracina”'  es  recomendable  en  casos  de  blefaritis  y 
otras  infecciones  crónicas  de  párpados  y conjuntiva.  En  infecciones 
agudas  se  utiliza  como  complemento  del  mercurocromo,  sulfaceta- 
mida  o aureomicina. 

La  Cloromicetina  puede  emplearse  en  sustitución  de  la  aureo- 
micina para  efecto  sistémico  en  casos  de  infecciones  que  no  res- 
ponden a penicilina  y sulfas. 

Los  antihistaminicos  Benadryl,  Antistine'*,  Clortrimetrone,  etc. 
son  de  ayuda  en  algunos  casos  de  origen  alérgico  pero  en  general 
actúan  muy  caprichosamente  y su  valor  terapéutico  es  mucho  me- 
nor que  el  propalado  por  sus  propulsores. 

La  cortisona  y el  ACTH‘*  están  aún  en  estado  experimental  y 
aunque  se  han  informado  algunos  buenos  resultados  en  episcleri- 
tis, coroiditis,  uveitis,  iritis  crónica  y hasta  en  la  oftalmía  simpáti- 
ca, aún  tardará  algún  tiempo  en  saberse  su  verdadero  valor  tera- 
péutico. 

En  el  tratamiento  del  glaucoma  se  ha  extendido  en  los  últimos 
años  el  uso  del  “Furmethide”*'’  (furfuryl-trimethyl-ammonium 
iodide)  cuyo  efecto  dura  de  12  a 24  horas  y el  PFP”  (di-fluoro- 
propyl)  el  más  potente  miósico  conocido,  cuyo  efecto  se  prolonga 
hasta  72  horas,  aunque  en  nuestra  experiencia  hay  que  usarlo  una 
o dos  veces  al  dia.  Ambas  en  nuestra  práctica  sólo  han  servido  como 
medida  transitoria  antes  de  la  cirugía. 

Sulfihidril'-  es  útil  en  el  tratamimento  de  quemaduras  quími- 
cas y térmicas  en  los  ojos  como  en  otras  partes  del  cuerpo  y aun- 
que no  es  nuevo,  su  empleo  se  ha  ido  extendiendo  durante  los  úl- 
timos años. 

La  Neosinefrina''*  es  otra  droga  cuyo  uso  se  ha  popularizado 
en  los  últimos  años.  Para  la  dilatación  pupilar  en  exámenes  ruti- 
narios de  fondo  de  ojo  se  usa  al  2-1  27c,  siendo  su  acción  rápida 
y de  poca  duración  (2  horas)  disminuye  grandemente  las  moles- 
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tías  de  la  midriásis  al  paciente  y hay  muy  poco  riesgo  de  pro- 
vocar glaucoma  agudo  en  ojos  de  cámara  llana.  Para  la  dilatación 
forzosa  de  la  pupila  en  iritis  cuando  hay  sinequias  posteriores  re- 
cientes se  emplea  al  10'/  y es  muy  efectiva  en  la  separación  de  és- 
tas. 


ADELANTOS  QUIRURGICOS 

Antes  de  considerar  las  técnicas  quirúrgicas  que  se  han  ido 
popularizando  últimamente,  deseo  recordar  que  el  mayor  avance 
de  la  cirugía  ocular  en  la  presente  generación  lo  constituye  la  bue- 
na anestesia’^  y es  precisamente  esto  lo  que  unido  a las  suturas 
corneoesclerales  y a la  extracción  intracapsular’"’  ha  aumentado 
notablemente  el  éxito  de  la  operación  de  catarata.  La  aquinesia 
(parálisis)  palpebral  por  el  método  Van-Lint  o de  O’Brien  y la  in- 
yección retrobulbar  son  las  bases  de  una  buena  anestesia  para  to- 
da cirugía  intraocular.  Todavía  se  está  tratando  de  aumentar  la 
inmovilidad  del  ojo  durante  la  operación  mediante  el  uso  de  cura- 
re^'' y la  “Hyaluronidase”'"  substancia  obtenida  de  extracto  testi- 
cular que  se  mezcla  con  la  novocaína  para  acelerar  e incrementar 
su  poder  anestésico  local. 

Las  nuevas  técnicas  quirúrgicas  son  en  su  mayoría  en  el  cam- 
po del  glaucoma  cuyo  control  sigue  siendo  nuestro  principal  pro- 
blema, algunas  innovaciones  en  la  cirugía  del  estrabismo  y una 
avalancha  de  nuevos  implantes  para  enucleación  que  siguió  a la 
terminación  de  la  segunda  guerra  mundial,  todos  dirigidos  a dar 
mejor  movimiento  a la  prótesis. 

Deseo  mencionar  también  que  en  la  operación  de  trasplante 
de  córnea'®  la  mayoría  de  los  cirujanos  se  ha  ido  inclinando  hacia 
el  trasplante  redondo,  y hasta  el  propio  Castroviejo,  originador  del 
trasplante  cuadrado,  y cuyas  valiosas  aportaciones  pusieron  esta 
operación  al  alcance  del  cirujano  oculista  promedio,  los  emplea 
aunque  no  con  preferencia. 

Glaucoma 

1 —  Ciclodiatermia:'”  Nueva  operación  que  consiste  en  la  des- 
trucción de  parte  del  cuerpo  ciliar  mediante  coagulación  diatér- 
mica. Se  ha  generalizado  en  los  últimos  años.  En  nuestras  manos 
no  ha  sido  muy  efectiva. 

2 —  Goniotomía:-"  Aunque  no  es  operación  nueva  ha  sido  modi- 
ficada en  los  últimos  años  por  su  originador  Otto  Barkan  y se  está 
extendiendo  su  empleo  en  el  glaucoma  congénito  a fuer  de  que 
ningún  otro  procedimiento  es  efectivo  en  esta  condición. 
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3 — De  las  operaciones  más  antiguas  la  iridenclisis-^  es  la  que 
mas  se  ha  generalizado;  la  ciclodiálisis--  conserva  su  sitial  predi- 
lecto en  ojos  afáquicos,  mientras  la  trepanación  de  Elliot  y la 
clásica  iridectomia  de  VonGraefe  van  perdiendo  popularidad. 


Estrabismo 

1 —  Retroceso  del  oblicuo  inferior-'  ha  ido  desplazando  a la 
miomectomía. 

2 —  El  retroceso  de  los  rectos  internos  se  practica  con  mucha 
más  moderación  (nunca  más  de  4 mm.  y generalmente  sólo  3 mm.) 
y con  menos  frecuencia  que  antes. 

3 —  La  resección  y o avanzamiento  de  los  rectos  externos  se 
emplea  con  preferencia  al  retroceso  de  los  internos  siempre  que 
.^ea  posible. 

4 —  Retroceso  de  los  rectos  externos:  Como  curiosidad  deseo 
hacer  mención  del  trabajo  hecho  por  Scobee-^  en  casos  de  exotropia 
alternante  en  el  que  este  cirujano  retrocede  ambos  rectos  externos 
hasta  el  ecuador  del  globo  sin  importarle  el  grado  de  desviación  exis- 
tente (siempre  que  sea  más  de  10  grados)  y alega  conseguir  resul- 
tados excelentes  corrigiendo  lo  mismo  15  grados  que  40  con  la  mis- 
ma operación. 


Enucleación  con  implante 

Entre  las  innumerables  técnicas  descritas-’’  en  los  últimos  cua- 
tro o cinco  años  sobresale  la  de  Cutter  con  modificaciones  por 
Hughes,  Stone,  Jardon,  etc.  Tiene  mucho  de  recomendable  esta  téc- 
nica pero  aún  no  se  ha  perfeccionado  y simplificado  lo  suficiente  pa- 
ra convencernos  de  abandonar  en  su  favor  nuestra  acostumbrada 
práctica  de  implante  siempre  que  es  posible  en  la  esclera  (Mules 
modificada)  y si  no  en  la  cápsula  de  Tenon.  Quiero  mencionar  de 
paso  sin  pretender  originalidad,  que  últimamente  he  estado  apli- 
cando la  prótesis  al  terminar  la  operación,  suturando  los  párpados 
y aplicando  sólo  ligera  presión  en  el  vendaje  con  esparadrapo  elás- 
tico (Elastoplast) . A los  doce  o catorce  días  se  esfacelan  o se  re- 
mueven las  suturas  palpebrales  y el  enfermo  se  marcha  a su  casa 
muy  contento  con  su  prótesis  ya  acomodada.  Lejos  de  aumentar 
la  reacción  como  parecería  lógico  esperar,  ésta  resulta  mucho  me- 
nor que  cuando  no  se  aplica  la  prótesis  en  el  momento  de  la  opera- 
ción ni  se  suturan  los  bordes  palpebrales.  Tan  pronto  tengamos  un 
número  suficiente  de  estos  casos  para  merecer  un  informe  nos  pro- 
ponemos presentarlo. 
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PROGRESOS  DE  INVESTIGACION 


1 —  Glaucoma:  En  los  últimos  años  se  han  intensificado  las 
investigaciones  para  tratar  de  esclarecer  la  etiología  de  esta  en- 
fermedad y el  modo  de  acción  de  los  distintos  factores  envueltos. 
Los  avances  en  el  estudio  del  ángulo  corneoiridiano  mediante  la 
gonioscopía  (Troncoso)-*'  simplificado  por  los  lentes  de  contacto  de 
Alien,  Goldman  y otros  ha  sido  de  gran  ayuda  pero  aún  estamos 
lejos  de  la  meta. 

La  nueva  clasificación  de  los  glaucomas  propuesta  por  un  co- 
mité nombrado  al  efecto  por  la  Academia  Americana  de  Oftalmo- 
logía y que  principalmente  se  basa  en  la  división  de  éstos  en  los  de 
ángulo  angosto  y los  de  ángulo  ancho,  ha  sido  criticada  por  Duke- 
Elder  y otros  y aunque  parece  mejor  que  las  antiguas  deja  mucho 
que  desear. 

2 —  Diabetes:  El  trabajo  de  Friedenwald-'  sobre  los  cam- 
bios retiñíanos  en  esta  enfermedad  ha  hecho  variar  muchos  de  los 
conceptos  anteriores  sobre  esta  importante  afección.  Este  investi- 
gador ha  demostrado  que  las  “hemorragias”  retinianas  de  los  dia- 
béticos son  en  realidad  pequeñísimos  aneurismas  y los  llamados 
“exudados”  no  son  sino  “transudados  inspisados”. 

3 —  Retinitis  Pigmentaria:  El  empleo  de  inyecciones  de  aceite 
de  hígado  de  bacalao  y de  extracto  e injertos  placentarios-'^ 
propalados  por  Filatov  como  de  gran  ayuda  en  esta  enfermedad 
ha  sido  sometido  a prueba  en  Estados  Unidos  sin  que  se  haya  podi- 
do demostrar  efecto  beneficioso  alguno. 

Ultimamente  se  han  informado  “mejorías  transitorias”  con 
A.C.T.H.  y se  continúa  la  investigación. 
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ESQUISTOSOMIASIS  DE  MANSON 


Dos  mil  trescientos  veintiséis  (2,326)  jóvenes  puertorrique- 
ños, de  edades  entre  18  y 38  años,  en  aparente  buen  estado  de  sa- 
lud, fueron  rechazados  del  servicio  militar,  en  el  año  1944,  a causa 
de  haberse  encontrado  en  sus  excretas  óvulos  de  Schistosoma  Man- 
soni.  Dichos  jóvenes  componen  el  14.67o  de  15,831  varones  que 
estaban  físicamente  capacitados  para  el  servicio  militar  en  aquel 
año.  El  hallazgo  del  parásito  fué  consecuencia  de  un  solo  y único 
examen  de  la  excreta,  empleándose  la  técnica  de  concentración.  El 
examen  de  las  heces  en  una  sola  ocasión  establece  evidencia  insu- 
ficiente para  llegar  a un  diagnóstico  definitivo  del  parasitismo,  y 
según  fué  posible  observar  más  tarde  muchos  jóvenes  ingresaron 
al  servicio  con  infecciones  activas  por  el  esquistosoma  de  Man- 
son.  Tomando  como  apoyo  la  muestra  poblacional  de  15,831  indi- 
viduos a quienes  se  le  practicó  un  solo  examen  de  excreta,  y sien- 
üo  estos  jóvenes  oriundos  de  todos  los  pueblos  de  la  Isla  de  Puerto 
Rico,  hemos  calculado  como  estimado  conservador,  el  índice  de  in- 
fección por  el  Esquistosoma  de  Manson  para  toda  la  población  de 
Puerto  Rico.  Creemos  que  el  257o  de  la  población  de  la  Isla,  o sea, 
unas  500,000  personas,  están  parasitadas  con  el  trematodo.  Afor- 
tunadamente, no  hay  razón  para  alarmarse,  ya  que  la  gran  mayo- 
ría de  las  personas  afectadas  probablemente  sólo  tienen  una  ligera 
infestación  parasitaria. 

No  se  conoce  aún  un  tratamiento  específico  para  la  Esquisto- 
somiasis.  Muchos  y variados  antihelmínticos  se  han  empleado  en  el 
tratamiento  de  esta  condición  desde  que  fué  descubierta  por  Bilharz 
en  el  año  1859.  Los  compuestos  trivalentes  de  antimonio  son  hoy 
por  hoy  los  más  eficaces  que  se  conocen.  El  uso  del  tártaro  eméti- 
co, o tartrato  de  potasio  y antimonio  por  McDonagh  y Cristophersen 
en  el  año  1915  y 1918  señala  el  comienzo  de  una  terapia  más  efec- 
tiva, empleándose  esta  droga  por  un  número  de  años.  En  el  año 
1930,  el  Fuadín,  otro  compuesto  de  antimonio,  fué  ensayado  con 
éxito  por  los  investigadores  egipcios,  Khalil  Bey  y M.  Betache.  Este 
compuesto  se  administra  por  vía  intramuscular  lo  que  le  aventa- 
ja sobre  el  tártaro  emético  que  se  inyecta  intravenosamente,  amén 
de  los  efectos  más  tóxicos  y desagradables  de  esta  droga. 

Las  comunicaciones  del  Dr.  González-Martínez  del  año  1904, 
sobre  la  esquistosomiasis  intestinal  son  las  primeras  contribuciones 
aportadas  en  todo  el  hemisferio  occidental  sobre  este  asunto.  El 
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USO  del  Fuadín  en  Puerto  Rico  se  comenzó  allá  por  los  años  1932 
o 1933  pero  hasta  hace  poco  no  se  había  comprobado  su  eficacia 
en  un  número  considerable  de  casos,  observados  y seguidos  des- 
pués del  tratamiento.  El  Fuadín  y el  tártaro  emético  son  las  dro- 
gas más  recomendadas  hoy  por  hoy,  pero  su  efectividad  tan  solo 
alcanza  a un  50  ó 60  por  ciento,  consistente  en  la  desaparición  de 
óvulos  en  la  excreta  y mejoría  clínica.  Otro  compuesto  de  antimo- 
nio, la  antiomalina,  se  ha  empleado  en  un  número  limitado  de  ca- 
sos con  halagadores  resultados. 

La  esquistosomiasis  intestinal  presenta  algunas  características 
que  la  destacan  de  otras  endemias  parasitarias.  Es  una  enfermedad 
insidiosa  que  frecuentemente  produce  invalidez  crónica.  El  indi- 
viduo parasitado  no  se  queja  de  síntomas  alarmantes  como  la  fie- 
bre, o dolor,  u otros  trastornos  que  le  obliguen  a consultar  el  mé- 
dico antes  de  que  la  enfermedad  progrese.  En  el  tratamiento  de  la 
esquistosomiasis  no  sucede  lo  mismo  que  en  la  uncinariasis,  y las 
distintas  medicaciones  no  dan  en  ella  resultados  tan  eficaces.  De 
aquí  que  la  lucha  contra  ella,  en  los  países  donde  exista,  debe  ser 
principalmente  profiláctica,  estableciendo  las  medidas  de  control 
que  fueren  pertinentes  para  lograr  la  erradicación  del  huésped  in- 
termediario, el  caracol  de  agua  dulce,  Australorbis  (o  Planorbis) 
Glabratus.  El  tratamiento  antihelmíntico  con  derivados  de  antimo- 
nio (Fuadín,  tártaro  emético,  antionialina)  acompañado  de  sales  de 
hierro  parece  ser  el  procedimiento  más  recomendable  hoy  por  hoy 
para  combatir  la  enfermedad  durante  su  fase  intestinal,  pues  la  in- 
tensa anemia  que  muchas  veces  se  presenta  se  debe  a la  deficiencia 
del  contenido  férrico  de  la  sangre.  En  las  últimas  etapas  patológi- 
cas de  la  esquistosomiasis,  las  medidas  terapéuticas  para  combatirla 
(medicación  ferruginosa,  hepatoterapia)  no  son  más  que  paliativos, 
pues  ya  se  ha  producido  la  cirrosis  del  hígado  como  resultado  de 
la  dilatada  y continuada  permanencia  del  parásito  infestante  dentro 
de  esta  viscera  del  cuerpo  del  enfermo.  Si  pudiéramos  ejercer  una 
terapia  magna  y lograr,  en  esta  etapa  final  de  la  esquistosomiasis, 
con  la  acción  de  una  droga  que  los  parásitos  que  se  albergan  en 
un  enfermo  fenecieran  todos  en  un  momento,  no  habríamos  hecho 
gran  cosa  ni  podríamos  reparar  definitivamente  el  daño  causado 
en  las  visceras  por  un  parasitismo  tan  prolongado.  No  obstante,  el 
tratamiento  marcial  y la  hepatoterapia,  solos  o separadamente, 
hacen  mejorar  el  estado  anémico  y la  sintomatología  concomitante 
durante  algún  tiempo  más  o menos  variable,  proporcionando  a los 
enfermos  un  alivio  transitorio,  pero  efectivo.  Recientemente,  la  es- 
plenectomía,  remedio  paliativo,  también  se  ha  practicado  con  éxito, 
mejorando  el  estado  general  del  enfermo.  En  muchos  casos  es  pro- 
bable que  la  extracción  del  bazo  reduzca  la  frecuencia  de  los  tras- 
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tornos  hemorrágicos  por  rotura  de  las  várices  esofágicas.  La  mor- 
talidad operatoria  de  esta  técnica  ha  bajado  considerablemente  en 
manos  de  cirujanos  competentes.  Otra  técnica  operatoria  efectua- 
da hace  poco  fué  practicar  la  esófagogastrostomia,  ligándose  ade- 
más las  varices  esofágicas.  En  un  caso  asi  operado  no  se  observó 
hemorragia  durante  los  nueve  meses  en  que  pudo  seguirse  el  en- 
fermo. En  la  autopsia  no  se  encontraron  várices. 

El  control  de  la  esquistosomiasis  es  costoso.  Las  medidas  de 
salud  pública  tendientes  a disminuir  la  incidencia  del  mal  han  sido 
dirigidas  hacia  la  destrucción  de  moluscos,  la  educación  del  público 
sobre  la  disminución  de  la  contaminación  de  las  aguas  y el  trata- 
miento de  los  individuos  afectados.  La  enfermedad  asume  carac- 
teres de  endemia  y aún  de  epidemia  en  aquellas  regiones  agrícolas 
que  tienen  sistemas  de  regadío. 

Estudios  .sobre  el  control  de  la  esquistosomiasis  requieren  ma- 
yor énfasis  que  en  el  pasado.  Que  sepamos  nosotros,  en  Puerto  Ri- 
co no  se  ha  practicado  un  estudio  intenso  y extenso  de  la  inciden- 
cia de  la  enfermedad  en  toda  la  isla.  Tampoco  se  ha  llevado  a cabo 
una  campaña  educativa  en  gran  escala.  En  el  presente,  los  países 
en  que  la  esquistosomiasis  alcanza  proporciones  de  un  problema 
de  salud  pública  nacional,  se  carece  de  técnicos  expertos  en  mo- 
luscos. En  el  control  de  la  malaria,  el  entomólogo,  perito  en  la  bio- 
logía del  mosquito,  forma  parte  del  “team”  de  especialistas ; pero 
hasta  el  presente,  el  control  de  la  esquistosomiasis  no  ha  estado 
en  manos  de  expertos  en  moluscos.  De  otra  parte,  hace  falta  un 
agente  moluscocida.  Es  posible  que  se  encuentre  un  compuesto  quí- 
mico que  sea  tan  útil  para  la  esquistosomiasis  como  el  DDT  es  pa- 
ra la  malaria. 

Llamamos  la  atención  del  Departamento  de  Salud  y de  la  Es- 
cuela de  Medicina  Tropical  sobre  este  asunto. 


R.  R.  M. 

LA  ESPECIALIDAD  DE  OBSTETRICIA  Y GINECOLOGIA 

El  desarrollo  de  la  especialidad  médica  que  tiene  que  ver  con 
la  fisiología  y la  patología  de  los  órganos  reproductivos  de  la  mu- 
jer ha  sido  muy  lento.  Ha  sido  muy  lento  si  consideramos  la  im- 
portancia que  obviamente  tiene,  no  solamente  la  función  de  pro- 
creación, sino  la  relación  tan  complicada  que  existe  con  otras  es- 
tructuras del  cuerpo  humano;  y que  denominamos  se  establece  a 
través  de  secreciones  internas  características  del  sexo,  junto  con 
sus  efectos  mentales  y manifestaciones  somáticas  en  salud  y en 
enfermedad. 
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La  necesidad  de  reducir  la  incidencia  de  complicaciones  del 
embarazo  obligó  al  médico  a reemplazar  a la  comadrona  en  el  cui- 
dado de  la  mujer  encinta.  Las  visitas  frecuentes  al  médico  duran- 
te el  periodo  prenatal  establecen  un  lazo  de  comprensión  entre 
ambos.  Las  instrucciones,  con  respecto  a la  dieta  a seguir,  ejerci- 
cios, limitaciones  de  ciertos  hábitos  y algunas  actividades,  son  da- 
das con  énfasis  hasta  ser  debidamente  comprendidas.  El  progre- 
so del  parto  es  seguido  cuidadosamente  y las  intervenciones  nece- 
sarias son  hechas  a su  debido  tiempo.  El  regreso  de  los  órganos 
a su  estado  normal  es  celosamente  medido  después  del  parto.  Has- 
ta aquí,  hemos  cubierto  el  trabajo  de  un  “partero”.  Pero  no  todos 
los  casos  progresan  normalmente  aún  siguiendo  el  régimen  más 
estricto,  por  lo  cual  el  partero  ha  ido  adquiriendo  experiencia  y 
entrenamiento  en  el  tratamiento  del  pequeño  porciento  de  compli- 
caciones, que,  si  bien  es  cierto  que  afortunadamente  es  pequeño, 
no  deja  de  ser  extremadamente  serio  para  los  casos  que  se  com- 
plican. Tal  parece  que  la  solución  ha  sido  encontrada  al  refinar  al 
partero  y dotarlo  de  algún  conocimiento  quirúrgico,  básico  por 
cierto,  que  lo  cualifica  para  desviar  el  curso  normal  de  nacimiento 
haciendo  una  operación  cesárea.  Tal  concepto  es  sumamente  peli- 
groso, especialmente  por  estar  revestido  de  un  dramatismo  sensa- 
cional. La  posibilidad  de  llenar  de  gloria  a un  actor  mediocre  se  hace 
mayor.  Sería  absurdo  suponer  ó esperar  que  la  cirugía  a practi- 
carse, por  necesidad,  se  ajustara  a las  limitaciones  del  “partero 
refinado”. 

Para  despertar  a la  luz  de  la  realidad  médica  moderna  es  ne- 
ce.sario  el  reconocimiento  de  la  especialidad  como  tal:  una  espe- 
cialidad quirúrgica  dedicada  exclusivamente  al  cuidado  y la  conser- 
vación de  los  órganos  reproductivos  de  la  mujer.  La  cirugía  inne- 
cesaria puede  ser  eliminada  únicamente  por  aquel  médico  prepa- 
rado para  evaluar  las  condiciones  existentes.  La  cirugía  necesaria 
puede  ser  evaluada  y hecha  por  el  ginecólogo,  conservando  órga- 
nos de  utilidad  al  cuerpo  humano,  y removiendo  estrictamente  te- 
jido enfermo.  El  estudio  completo  del  sistema  reproductivo  no  pue- 
de hacerse  en  poco  tiempo.  Los  conceptos  del  complicado  sistema 
endocrino  cambian  continuamente  por  lo  que  demandan  atención 
diaria  a problemas  de  este  sistema  ya  que  su  interpretación  es- 
porádica  sería  aceptable  solamente  de  la  mente  de  un  genio. 

El  tiem.po  de  “los  que  cortan”  y “los  que  no  cortan”  ya  ha  pa- 
sado como  división  única  entre  médicos.  Hoy  por  hoy,  los  que  cor- 
tan c.stán  subdivididos  porque  no  es  posible  cubrir  todos  los  com- 
ponentes del  cuerpo  y mantenerse  al  día  en  los  progresos  médicos 
en  los  distintos  campos.  No  hay  justificación  más  definitiva  en 
aceptar  especialidades  como  ortopedia,  oídos,  nariz  y garganta  y 
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otras,  que  la  que  hay  en  reconocer,  al  menos  en  áreas  urbanas, 
el  saber  “qué  no  hacer”  y cuánto  hacer  cuando  las  indicaciones 
están  presentes  en  preferencia  al  dominio  de  técnicas  operatorias 
que  es  muy  fácil  obtener  durante  una  residencia  activa. 

La  especialidad  de  obstetricia  y ginecología  debe  ser  recono- 
cida como  tal  y no  como  dos  especialidades  distintas  por  la  misma 
razón  que  la  pediatría  no  se  divide  en  dos  especialidades:  el  cui- 
dado de  los  niños  normales  y el  cuidado  de  los  niños  enfermos.  No 
es  posible  mantener  divididas  en  dos  especialidades  distintas  la 
fisiología  (obstetricia)  y la  patología  (ginecología)  de  los  órganos 
reproductivos  de  la  mujer,  incorporando  una  ú otra  en  la  medicina 
interna  o la  cirugía  general. 


R.  A.  G. 


SECCION  ADMINISTRATIVA 

AVISOS 


Asociaciones  de  distrito 

La  asamblea  anual  de  la  Asociación  Médica  del  Distrito  de  Huniacao  ha 
sido  pospuesta  para  el  domingo  23  de  julio,  y durante  la  misma  regirá  el 
siguiente  programa: 

1.  Ward  rounds,  doctores  A.  Oliveras-Guerra,  Ramón  M.  Suárez,  J. 
García  Bird  y J.  Basora-Defilló. 

2.  Estudio  sobre  nueve  casos  de  aneurisma  de  la  aorta,  doctores  Pe- 
dro A.  Molano  y Samuel  Garau. 

3.  Pielografia  intravenosa  y retrógrada  en  el  diagnóstico  de  afeccio- 
nes génitourinarias,  doctor  Alberto  L.  Mejía-Casals. 

4.  Tumores  de  la  parótida,  doctor  A.  Oliveras-Guerra. 

5.  El  Seguro  médico  contra  Malpractice:  Resultado  de  las  gestiones 
realizadas  hasta  la  fecha,  doctor  Héctor  A.  Bladuell. 

C.  Elección  de  funcionarios 

Esta  asamblea  se  llevará  a efecto  en  el  Hospital  de  Distrito  de  Fajardo, 
dando  comienzo  a las  nueve  de  la  mañana. 

El  presidente  del  distrito,  doctor  Frank  J.  Veve,  desea  extender  una  cor- 
dial invitación  a toda  la  matrícula  de  la  Asociación  Médica  de  Puerto  Rico. 

* * * 

La  asamblea,  anual  de  la  Asociación  Médica  del  Distrito  de  Aguadilla,  que 
preside  el  doctor  Kenneth  Ramírez,  ha  sido  señalada  para-  tener  lugar  en 
Aguadilla  el  domingo,  9 de  julio. 

El  programa  para  dicho  acto  circulará  oportunamente  entre  los  miembros 
de  la  Asociación. 

* * * 

La  directiva  de  la  Asociación  Médica  del  Distrito  de  Guayama  ha  quedado 
integrada  en  la.  forma  siguiente: 


Presidente  Dr.  José  Luis  Vilá 

Vicepresidente  Dr.  Ezequiel  Prieto 

Secretario  Dr.  Rafael  A.  Jiménez 

Tesorero  Dr.  Rex  J,  Bunker 

Delegados  Dr.  Juan  P.  Cardona 

Dr.  Jaime  L.  Fuster 

Suplentes  Dr.  Juan  J.  Santos 

Dr.  Héctor  Rivera  Bruno 
Dr.  J.  Rovira  Palés 


Cursos  postgraduados 

El  Comité  Científico  de  la  Asociación  Médica  de  Puerto  Rico,  que  preside 
el  doctor  Ramón  M.  Suárez,  continúa  desarrollando  con  singular  éxito  el  pro- 
grama de  cursos  postgraduados  señalado  para  tener  lugar  durante  el  año  1950. 

El  segundo  de  dichos  cursos,  que  estuvo  a cargo  del  doctor  S.  J.  Thann- 
hauser.  Jefe  Médico  del  Joseph  Pratt  Diagnostic  Hospital  de  Boston,  Mass., 
se  celebró  del  5 al  9 de  junio  ppdo.,  habiendo  asistido  al  mismo  un  nutrido 
grupo  de  médicos  de  San  Juan  y pueblos  limítrofes. 
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La  brillante  exposición  hecha  por  el  doctor  Thannhauser  en  cada,  uno  de 
los  temas  discutidos,  así  como  la  concienzuda  discusión  de  los  casos  traídos  a 
su  consideración  pusieron  de  relieve  su  gran  dominio  de  la  medicina  interna, 
que  le  ha  hecho  destacar  como  uno  de  los  internistas  de  más  prestigio  en 
los  listados  Unidos. 

Felicitamos  al  Comité  Científico  por  su  acierto  al  seleccionar  al  doctor 
Thannhauser  para  participar  en  esta  serie  de  cursos  postgraduados. 


DR.  S.  J.  THANNHAUSER 

Jefe  Médico  del  Joseph  Pratt  Diagnostic  Hospital  de  Boston, 

Mass.,  quien  estuvo  a cargo  del  segundo  curso  postgraduado 
auspiciado  por  el  Comité  Científico  de  la  Asociación  Médica 
durante  la  semana  del  5 al  9 de  junio  pasado. 

* * 

El  tercer  curso  postgraduado  tendrá  lugar  durante  la  semana  del  3 al  7 
de  julio,  y estará  a cargo  del  doctor  Edwin  Bennett  Astwood,  endocrinólogo 
del  Joseph  Pratt  Diagnostic  Hospital  de  Boston,  Mass.,  y quien  ha  rea-lizado 
trabajos  de  gran  importancia  en  relación  con  las  enfermedades  de  la  tiroides. 

El  doctor  Astwood  desarrollará  los  siguientes  temas  ante  la  matrícula  de 
la  Asociación: 
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Treatment  of  Thyroid  Diseases 
Thorapeatic  Uses  of  Sex  Hormones 

Obesity,  Hirsutism,  and  other  Non-Endocrine  Disorders 
Diseases  of  the  Adrenals 

Clinical  Uses  of  Cortisone  and  the  Adrenocorticotrophic  Hormones 

* * # 

El  cuarto  curso  postgraduado  se  celebrará  en  el  domicilio  de  la  Asociación 
IMédica  del  10  al  14  de  julio  y estará  a cargo  del  doctor  C.  C.  Higgins,  Jefe  del 
Departamento  de  Urología  de  Cleveland  Clinic,  expresidente  de  la  Asociación 
Americana  de  Urología  y miembro  de  la  Junta  Examinadora  del  Board  Ame- 
ricano de  Urología.  Este  curso  constará  de  las  siguientes  conferencias; 
Clinical  Significance  of  Hematwria 
Diagnosis  and  Treatment  of  Renal  Lithiasis 
Diagnosis  and  Treatment  of  Carcinoma  of  the  Bladder 
The  Diagnosis  and  Treatment  of  Various  Types  of  Tumors  of  the  Kid- 
neys  and  Ureters. 

Management  of  Urinary  Tract  Infections 

* * ♦ 

El  quinto  curso  postgraduado  ya  organizado  por  el  Comité  Científico  está 
señalado  para  tener  lugar  durante  la  semana  del  25  de  noviembre  al  1ro  de 
diciembre  y estará  a cargo  del  doctor  William  Dock,  Profesor  de  Medicina, 
Universidad  del  Estado  de  New  York,  y Director  de  Medicina  en  Kings  County 
Hospital  de  New  York.  El  doctor  Dock  estuvo  a cargo  del  curso  postgraduado 
en  enfermedades  cardiovasculares  celebrado  en  el  Instituto  Nacional  de  Car- 
diología de  México  en  el  año  1949. 

Entre  los  temas  sugeridos  por  el  doctor  Dock  al  Comité  Científico  están 
los  siguientes: 

Hypertension  - Causation  and  Control 
The  problem  of  arteriosclerosis 

Management  of  Rheumatoid  Disorders  by  Endocrine  Therapy 
The  Significance  and  Sequelae  of  Proteinuria 
Sodium  Depletion  as  a Therapeutic  Agent 
Peptic  Ulcer  and  Gastric  Cancer 
Diabetes  Mellitus 
Thyroid  Disease 
Programa  de  Television 

Del  10  al  12  de  julio  se  llevará  a efecto  en  nuestra  Isla,  bajo  los  auspi- 
cios de  la  Asociación  Médica,  y como  cortesía  de  las  firmas  E.  R.  Squibl)  & 
Sons  y General  Electric  el  primer  programa  de  video  médico  en  la  América 
Latina. 

Durante  estos  días  serán  trasmitidas  por  televisión  desde  una  clínica  en 
San  Juan  demostraciones  de  cirugía,  tratamiento  e interpretaciones  radio- 
lógicas. 

Los  programas  de  esta  actividad  circularán  oportunamente  entre  los  miem- 
bros de  la  Asociación. 

Conferencia  medica 

La  doctora  Helen  B.  Taussig,  de  la  clínica  cardiológica  del  Hospital  Johns 
Hopkins,  pasará  por  Puerto  Rico  en  viaje  hacia  Sur  América,  el  próximo  mes 
de  septiembre,  y ha  accedido  a dictar  una  conferencia  ante  la  clase  médica 
del  país. 

La  conferencia  de  la  doctora  Taussig  tendrá  lugar  el  día  28  de  septiembre 
/ versará  sobre  el  siguiente  tema: 

“The  Diagnosis  of  Malformations  of  the  Heart  Amenable  to  Surgery". 


DR.  EDWIN  BENNETT  ASTWOOD 

Eiuloci'inologo  del  Joseph  Pratt  Diagnostic  Hospital 
de  Boston.  Mass.,  estará  a cargo  del  cuarto  curso 
postgraduado  a dictarse  en  la  Asociación  Médica 
durante  la  semana  del  3 al  7 de  julio. 


DR.  WILLIAM  DOCK 

Profesor  de  medicina  en  la  Universidad  del  Estado 
de  Nueva  York,  dictará  el  quinto  curso  postgradua- 
do, que  tendrá  lugar  durante  la  semana  del  25  de 
noviembre  al  1ro  de  diciembre  del  año  en  curso. 
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The  Autobiography  of  Wilhelm  Stekel.  The  Ufe  story  of  a pioneer 
psychoanalist.  Arranged  for  American  Publication  by  Emil  C.  Gutheil,  M.D. 
$4.00.  pp-293.  New  York.  Liveright  Publishers.  1950. 

Wilhelm  Stekel  que  terminó  su  vida  suicidándose  en  Londres  en  el  verano 
de  1940,  tal  vez  no  pensaba  en  su  propio  suicidio  cuando  escribió  en  su  auto- 
biografía, al  comentar  la  muerte  de  Silberer,  “que  se  había  suicidado  al  igual 
que  otros  psicoanalistas”. 

En  esta  autobiografía  escrita  pocos  meses  antes  de  su  muerte  nos  da  ade- 
más de  un  relato  de  sus  experiencias  personales,  valiosísima  información  para 
la  historia  del  psicoanálisis.  Por  ejemplo  al  contarnos  lo  ocurrido  en  el 
Congreso  de  Psicoanálisis  que  se  celebró  en  Weimar,  cuando  Adler  y Stekel 
pretendían  que  el  Presidente  de  la  Sociedad  Analítica  Internacional  fuese  Freud, 
mientras  que  éste  mismo  aconsejaba,  que  se  eligiera  a Jung,  a fin  de  que  el 
psicoanálisis  obtuviera,  a-  través  de  la  Escuela  Psiquiátrica  de  Zurich,  el  re- 
conocimiento de  la  ciencia  oficial,  y de  cuyas  disensiones  nació,  la  que  había 
de  ser  famosa,  publicación,  Zentralblatt  für  Psychoanalyse  und  Psychotherapie. 
Adler  fué  finalmente  expulsado  del  grupo,  y cuando  más  tarde  Freud  quiso 
expulsar  a Stekel,  éste  no  se  dejó  arrebatar  el  Zentralblatt  que  continuó  apa- 
reciendo editado  exclusivamente  por  él,  hasta  que  el  estallido  de  la  Ira.  guerra 
mundial  interrumpió  la  vida  científica.  Como  oposición  al  7,entralblatt  für 
Psychoanalyse  und  Psychotherapie,  Freud  fundó  "Imago". 

Stekel  hace  resaltar  en  su  libro  muchos  de  los  errores  esenciales  del  psico- 
análisis, como  el  de  la  primitiva  creencia  de  que  el  conocimiento  del  trauma 
psíquico  curaba  al  enfermo,  y el  prejuicio  ceremonioso  que  hacía  necesario  que 
el  enfermo  yaciese  en  el  clásico  diván. 

Las  anécdotas  de  su  viaje  a Estados  Unidos  y de  su  estancia  en  Brazil, 
donde  descubrió  que  en  Sur-América  se  cultiva  pero  no  se  sabe  hacer  café,  son 
cautivadoras. 

Stekel  sostiene  que  un  entrenamiento  metodológico  no  es  bastante  para 
convertir  a cualquier  psicoanalizado  en  un  buen  psicoanalista.  Por  el  contra- 
rio, es  su  opinión  que  el  poder  de  percepción  psicológico  es  una  capacidad  con 
la  que  se  puede  o no  nacer.  Stekel  dice  que  se  considera  con  el  derecho  a 
hacer  este  juicio  porque  ha  tenido  la  oportunidad  de  analizar  a muchos  psicó- 
logos, y aim  cuando  lo  lamenta,  se  ve  obligado  a decir  que  muchos  de  los 
psicoanalistas  son  los  peores  neuróticos.  Sostiene  que  carece  de  base  la  afir- 
mación usual  de  que  para  ser  un  buen  psicoanalista  hay  que  haber  sido  previa- 
mente psicoanalizado.  El  criterio  de  que  todo  psicoterapeuta  debe  ser  analiza- 
do es  falso,  aún  cuando  indudablemente  pueda  ser  muy  conveniente.  Quien 
podría  dudar,  dice  Stekel,  de  la  habilidad  psicoterápica,  de  Freud,  Adler,  Jung 
y el  propio  Stekel  que  nunca  fueron  psicoanalizados? 

Stekel  sostiene  la  opinión,  como  tantos  otros  científicos,  que  hay  excelen- 
tes psiquiatras  que  usan  de  un  modo  ecléctico  las  enseñanzas  de  las  diferentes 
escuelas.  Cada  neuro-psiquiatra  es  un  ser  individual  y su  método  debe  estar  en 
armonía  con  su  personalidad.  Ha  de  llegar  un  día,  dice  Stekel,  en  que  los  di- 
ferentes métodos  se  usen  en  su  totalidad  para  beneficio  del  enfermo  y para  el 
progreso  de  la  Neuro-Psiquiatria. 

La  autobiografía  de  Wilhelm  Stekel  es  un  libro  de  lectura  apasionante 
porque  además,  nos  trae  los  aires  cosmopolitas  de  la  vieja  Europa  y la  atmósfera 
encantadora  de  Vien». 
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Proceedinys  of  the  First  Cliiiieol  ACTH  Conference.  Edited  by  John  R. 
Mote,  M.  I).,  Medical  Director,  Armour  Laboratories.  178  colaboradores.  $5.00. 
l)l)-624,  414  ilustraciones.  Philadelphia.  The  Blakiston  Company.  1950. 

Este  libro  (lue  acaba  de  aparecer  — la  fecha  de  publicación  es  marzo  27 — 
contiene  todos  los  informes  presentados  en  la  Conferencia  patrocinada  por  la. 
Casa  Armour  y celebrada  recientemente,  donde  se  reunió  a todos  los  investi- 
sadores  del  ACTll  y se  discutieron  los  últimos  descubrimientos  y experiencias 
con  él  relacionados. 

El  ACTH  produce  una  reacción  maravillosa  sobre  múltiples  enfermedades 
y con  su  aplicación  se  ha  abierto  una  nueva  terapéutica  con  la  que  todo  médico 
debe  de  familiarizarse.  Este  libro  excepcional  presenta  toda  la  información 
hasta  el  día  de  hoy;  las  teorías  y esenciales  conocimientos  de  los  que  depende 
el  desarrollo  futuro  de  las  aplicaciones  terapéuticas  del  ACTH. 

El  efecto  clínico  del  ACTH  se  debe  a un  aumento  de  Cortisona  — com- 
puesto E de  Kendall  — producido  por  estimulación  de  la  corteza  de  la  glándula 
suprarrenal.  En  este  libro  se  estutlian  los  mecanumos  y reacciones  ai  AC  i If 
en  un  sinnúmero  de  enfermedades.  Consta  el  libro  de  52  capAuiOS  de  los  que 
vamos  a mencionar  los  más  importantes:  Observaciones  eosinofilicas  en  Ja 
terapia  por  Ja  hormona  adrenocorticotrópica ; Administración  de  ACTH  a in- 
diiñduos  normaJes  y a pacientes  con  tumores  de  Ja  pituitaria ; Efecto  deJ  ACTH 
durante  eJ  periodo  neonataJ;  Estudios  de  Ja  función  cortico-adrenaJ  y pituita 
ria  anterior  en  Jos  homJires  ancianos;  Efectos  deJ  ACTH  en  eJ  MetahoJismo 
de  Jos  CarhoJiidrutos  en  sujetos  normaJes;  La  reJación  deJ  HipotáJamo  y Ja  fun- 
ción pituitaria  adrenocorticaJ ; La  función  adrenal  y Ja  secreción  de  Jos  esferoi- 
des en  Jas  enfermedades  neoplásticas ; EJ  ACTH  y las  enzimas  yastrointestina- 
.es;  La  reJación  entre  Jas  glándulas  adrenaJes  y Ja  tiroides;  Comparación  de  Jo.s 
efectos  deJ  ACTH  en  eJ  panhipopituitarismo.  Agenesis  ovárica  y Acromegalia ; 
Modificación  de  Ja  Presión  Arterial  por  Cortisona  y ACTH  en  hipertensivos 
y normotensivos ; Regresión  de  Jos  tumores  linfoides  en  eJ  hombre  por  ACTH 
y Cortisona;  EJ  efecto  deJ  ACTH  en  la  Leucemia  Aguda  en  Ja  Infancia; 
Efecto  del  ACTH  en  ciertos  tipos  de  tumores;  Efectos  metabóJicos  de  Ja  Cor- 
tisona y del  ACTH  en  casos  de  Artritis  Reuniatoide;  Observaciones  de  ¿os  efec- 
tos del  ACTH  en  enfermos  con  Fiebre  Reumática  y Endocarditis  Reumática ; 
EJ  efecto  del  ACTH  en  los  niños;  EJ  efecto  del  ACTH  en  Ja  Colitis  Ulcerativa  ; 
Informe  preliminar  soltre  el  uso  del  ACTH  en  los  estados  hipersensitivos ; Me- 
jorías por  la  terapéutica  del  ACTH  en  Jas  Enfermedades  Alérgicas;  El  efecto 
del  ACTH  en  pacientes  con  Tuberculosis  Pulmonar;  El  uso  del  ACTH  en  Ja 
Poliomielitis;  Reacción  al  ACTH  en  Jos  Estados  de  Ansiedad;  EJ  papel  de 
la  Glándula  Adrenal  en  el  Alcoholismo,  etc.,  etc. 

El  ACTH  y sus  aplicaciones  terapéuticas  ha  abierto  una  ruta  maravi- 
llosa en  la  lucha  contra  ciertas  enfermedades  crónicas  agudas.  El  libro  editado 
por  John  R.  Mote,  Director  Médico  de  los  Laboratorios  Armour  es  la  más  com- 
pleta información  sobre  el  interesantísimo  problema  de  la  aplicación  de  la  Cor. 
tisona  y el  ACTH;  su  lectura  es  obligada. 

Crime  and  the  Mind.  An  Outline  of  P.fychiatry  Criminology.  By  Walter 
Bromber-?;,  M.  D.  Senior  Psychiatrist,  Bellevue  Hospital,  New  York.  $4.50.  pp-219. 
Philadelphia.  J.  B.  Lippincott  Company.  1949. 

El  crimen  y las  actividades  de  los  criminales  siempre  han  provocado  una 
fascinadora  curiosidad.  El  fenómeno  de  la  muerte  tanto  por  asesinato  como 
por  suicidio,  y la  explicación  de  sus  motivos,  han  sido  fenómenos  que  repetida- 
mente han  atraído  la  meditación  filosófica  y la  investigación  científica. 
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La  Medicina  y la  Sociología,  en  una  simbiosis  que  ha  producido  la  Higiene 
Piiblica,  ha  logrado  controlar  y hacer  desaparecer  un  sinnúmero  de  enferme- 
dades pero  sin  embargo  en  el  terreno  del  crimen  y del  suicidio  sus  logros  han 
sido  insignificantes,  aunqne  hien  es  cierto  que  en  ningún  país  sus  esfuerzos  han 
sido  considerables. 

Para  resolver  el  problema  del  crimen  no  basta  un  espíritu  humanitario 
sino  que  es  preciso  un  conocimiento  exacto  sobre  los  motivos  de  la  conducta 
anormal  y de  los  mecanismos  envueltos  en  las  actitudes  antisociales.  La 
Psiquiatría  con  sus  nuevas  teorías  ha  hecho  más  por  penetrar  en  las  causas  y 
conocimiento  del  crimen  que  todos  los  sociólogos  durante  el  humanitario  siglo 
XIX. 

El  Dr.  Walter  Bromberg  en  este  volumen  resume  el  estudio  clínico  de  cien- 
tos de  criminales  convictos,  llegando  a conclusiones  interesantísimas  sobre  la 
fenomenología  del  crimen,  la  psicología  del  criminal  y los  factores  emociona- 
les que  se  producen  en  la  relación  entre  el  criminal  y la-  sociedad;  como  los 
crímenes  son  cometidos  generalmente  .por  individuos  legalmente  sanos  se  ha 
concedido  mayor  importancia  al  estudio  de  los  criminales  que  caen  en  los  gru- 
pos de  la  psicopatías,  neurosis,  etc. 

La.  importancia  de  este  libro  estriba  en  que  estudia  al  criminal  en  la  diná- 
mica de  su  personalidad,  en  vez  de  como  hacían  los  antiguos  criminólogos  an- 
tes del  advenimiento  de  la  psiquiatría,  que  estudiaban  únicamente  las  causas 
sociales  del  crimen  atribuyendo  todos  los  factores  de  causalidad  al  medio  am- 
biente. Frente  a la  teoría-  económica  del  crimen  que  afirma  que  la  pobreza  y 
la  desigualdad  social  son  los  motivos  del  crimen  — sin  mencionar  a Peni 
c;ue  atribuye  el  crimen  incluso  a influencias  telúricas  — Bromberg  desarrolla 
la  teoría,  esencialmente  p'Siquiátrica,  de  que  hay  que  buscar  las  causas 
del  crimen  en  la  dinámica  de  la  conducta  del  propio  individuo. 

El  Dr.  Bromberg,  Ex-Director  de  la  Clínica  Psiquiátrica,  de  la  Corte  de 
Sesiones  Generales  del  Estado  de  New  York,  ha  escrito  un  tratado  sobre  la 
causa  de  los  procesos  mentales  de  la  conducta  de  los  criminales  utilizando  su 
vasta  experiencia,  lo  que  ha.  dado  como  resultado  este  excelente  tratado  de 
Psiquiatría  Criminológica. 

Detailed  Atlas  of  the  Head  and  Neck.  By  Raymond  C.  Truex,  M.S.,  Ph.  D., 
Associate  Professor  of  Anatomy,  and  Carl  E.  Kellner,  Artist.  College  of  Physi- 
cians and  Surgeons.  Columbia  University.  $15.00.  pp-176.  149  Ilustraciones 

(116  en  colores).  New  York.  Oxford  University  Press.  1948. 

Este  lil)ro  cs  la  más  exquisita  publicación  médica  hecha  en  América.  Es 
admirable  como  la  casa  Editorial  — Oxford  Vniversity  Press  — ha  logrado 
publicar  un  Atlas  de  Anatomía  de  la  Cabeza  y del  Cuello  con  tal  insuperable 
lujo  tipográfico.  El  libro  es  la  feliz  culminación  de  las  habilísimas  disecciones 
anatómicas  hechas  por  el  Profesor  Truex,  y de  la  artística  reproducción  en  <o- 
lores  por  Mr.  Kellner,  que  es  tan  gran  dibujante  como  pintor,  escultor  y fo- 
tógrafo. 

Este  Atlas  será  durante  muchos  años  una  obra  ma-estra,  de  extraordinaria 
utilidad  para  los  estudiantes  de  anatomía  y para,  los  especialistas.  Los  elogios 
corresponden  por  igual  al  Profesor  Truex,  al  artista  Kellner  y al  Editor  "Oxford 
l'nirersity  Press"  por  la  creación  de  una  obra  que  la  oficina  del  Surgeon 
General  ha  calificado  como  “The  Finest  American  Medical  Publication  ever 
printed  In  America”. 
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I)e,matoloíi!/.  DUu/noxis  and  Treatment.  By  Siegmuud  S.  Greenbaum,  B.S.. 
M.I).,  F.A.C.B.  Late  Professor  of  Clinical  Dermatology  and  Sifilology,  Univer- 
sity of  Pennsylvania,.  $12.00.  i)p-914.  846  ilustraciones.  20  en  colores.  Phila- 

delphia. F.  A.  Davis  Company.  Publishers.  1949. 

Este  libro  fué  planeado  en  1939  por  el  Doctor  .lohn  B.  Ludy,  y su  muerte 
prematura  obligó  finalmente  al  Dr.  Greenbaum  a aceptar  la  empresa  de  editar 
este  espléndido  volumen,  donde  ha  vertido  su  experiencia  didáctica,  de  35  años 
de  dedicación  a la  enseñanza  de  la  Dermatología.  Es  un  libro  que  pone  al 
día  las  investigaciones  y conocimientos  dermatológicos  y está  dedicado  tanto 
al  médico  general  como  al  especialista.  La  presentación  fotográfica  de  cientos 
de  casos  es  magnífica.  Un  esquema  de  las  drogas  que  se  usan  en  las  enfer- 
medades de  la  piel  con  sus  métodos  de  aplicación  son  concisamente  expuestos. 
Se  incluyen  preferentemente  las  fórmulas  que  son  de  mayor  éxito  en  la  prác- 
tica. dermatológica.  Los  trastornos  psicosomáticos  en  sus  manifestaciones  der- 
matológicas se  describen  con  especial  atención. 

Esto  estupendo  tratado  de  dermatología  es  el  más  completo  manual  de 
referencia  para  el  diagnóstico  y tratamiento  de  los  problemas  cutáneos.  Su  uti- 
lidad ha  de  ser  inmensa  por  su  esencial  orientación  práctica. 


Phyxioloyy  of  Heat  Reyulation  and  the  Science  of  Ctothiny.  Edited  by  L. 
H.  Newburgh,  M.D.  Professor  of  Clinical  Investigation,  The  Medical  School, 
University  of  Michigan.  $7.50.  pp-457.  Philadelphia.  W.  B.  Saunders  Com- 

pany. 1950. 

Las  experiencias  de  la  última  guerra,  que  se  batió  en  las  temperaturas  más 
extremas  de  frió  y de  calor,  en  glaciales  temperaturas  nórdicas  y bajo  el  tórri- 
do sol  de  los  desiertos  o en  los  húmedos  trópicos,  plantearon  la  necesidad  de 
investigar  los  mecanismos  de  defensa  contra  los  rigores  climáticos. 

El  hombre  mantiene  su  temperatura  a un  nivel  constante  gracias  a una 
serie  complicada  de  mecanismos  fisiológicos,  y el  propósito  de  la  División  Mé- 
dica del  Consejo  Nacional  de  Investigaciones  Científicas  (Division  of  Medical 
Sciences  of  the  National  Research  Council)  ha  sido,  en  este  proyecto,  estudiar 
dichos  mecanismos,  sus  limitaciones  y variaciones.  Es  necesario  determinar 
la  máxima  capacidad  de  calor  que  se  puede  soportar  en  el  trópico;  por  que 
peí  iodo  de  tiempo  y a que  mínima  temperatura  se  puede  sobrevivir  sumergido 
en  agua  fría.,  en  aire  helado,  etc.  etc. 

Es  de  conocimiento  común  que  se  puede  disminuir  la  pérdida  de  calor 
con  la  ropa  — abrigándose  — pero  no  se  sabe  exactamente  ha-sta  que  punto 
ésta  proteje  en  sus  diferencias  de  cantidad,  calidad  y textura.. 

Este  libro  estudia  las  diversas  reacciones  del  mecanismo  regulador  del 
calor  a las  diferentes  condiciones  climáticas  en  distintos  lugares  de  la  tierra. 
Se  trata  de  llegar  a conocer  como  se  puede  lograr  la  máxima  resistencia  en  las 
más  adversas  condiciones  climáticas  y los  límites  de  esa,  capacidad. 

Es  de  particular  interés  el  capítulo  dedicado  a los  materiales  y tejidos  que 
se  usan  en  el  trópico,  y las  reacciones  fisiológicas  al  calor  en  relación  con  las 
corrientes  de  aire  y la  exposición  de  la  piel  a la  luz  y al  sol.  Es  un  libro  ori- 
ginal que  ha  de  influir  sobre  los  modos  de  vestirse  de  la  humanidad  en  los 
diferentes  paises,  especialmente  en  los  de  temperaturas  extremas. 
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Human  Patholoyy.  By  Howard  T.  Karsner,  M.  D.,  Professor  of  Pathology 
Western  Reserve  University,  Cleveland,  Ohio.  $12.00.  pp-927.  562  ilustraciones. 
22  en  coloi'es.  Philadelphia.  J.  B.  Lippincott  Company.  1947. 

La  séptima-  edición  de  este  clásico  de  la  patología  es  la.  más  extensamente 
revisada  en  la  larga  carrera  del  texto. 

Dos  nuevos  capítulos  han  sido  añadidos  para  tratar  de  las  enfermedades 
de  los  ojos  y las  de  la  piel.  El  dedicado  a las  enfermedades  infecciosas  ha  sido 
totalmente  re-escrito.  Igualmente  la  sección  dedicada  a las  enfermedades  del 
hígado. 

Más  de  800  referencias  nuevas  han  sido  incluidas  y el  indice  ha  sido  total- 
mente cambiado.  La  bibliografía  ha  sido  puesta  al  día.  Nuevas  ilustraciones 
fotográficas  y microfotográficas  han  reemplazado  los  antiguos  dibujos.  Sobre 
las  excelencias  del  libro  de  Patología  del  Dr.  Karsner,  pocos  comentarios  se 
pueden  añadir  por  ser  un  libro  muy  bien  conocido  y que  le  valiera  al  autor 
en  1941  la  condecoración  y medalla  ■'ir. 11'.  Gerhard"  en  reconocimiento  de  sus 
investigaciones  patológicas. 

Peripheral  Vascular  Diseases.  Diagnosis  and  Treatment.  By  David  W. 
Kra-mer,  M.D.,  F.  A.  C.  P.  Associate  Professor  of  Medicine.  Jefferson  Medical 
College.  $8.00.  pp-630.  157  ilustraciones.  25  en  colores.  Philadelphia.  F.  A. 

Davis  Company.  1948. 

He  aquí  un  compendio  que  ha  sido  escrito  con  el  propósito  de  facilitar 
a los  médicos  en  general,  a especialistas  y a estudiantes,  moderna  información 
sobre  el  diagnóstico  y tratamiento  de  los  trastornos  vasculares  periféricos 

El  texto  está  escrito  dando  más  importancia  a los  problemas  clínicos  que 
a las  discusiones  teóricas.  La  información  sobre  los  síntomas,  signos  y pruebas 
para  el  diagnóstico  clínico  y la  selección  de  tratamiento  es  amplia-,  clara,  y deta- 
llada. Se  exponen  numerosos  casos  clínicos  como  ejemplos  y se  concede  espe- 
cial atención  a los  nuevos  métodos  de  diagnóstico,  tales  como  la  prueba  de  tro- 
pidore  del  reflejo  de  va.sodilata-ción,  de  la  fluorescina  y la  aortografía.  La  He- 
parina  y el  Dicumarol  de  importancia  clásica  en  la  actualidad  como  anticoagu- 
lantes, se  estudian  detalladamente. 

Es  un  libro  cuidadosamente  editado  y su  utilidad  será  valiosísima  para 
les  médicos  en  práctica  general. 

Exhibitionism.  By  N.  K.  Rickies,  B.  S.,  M.  D.  $5.00.  pp-196  Philadelphia. 

J.  B.  Lippincott  Company.  1950. 

El  exhibicionismo  es  una  condición  patológica  caracterizada  por  una  com- 
pulsión a exhibir  los  genitales  como  mecanismo  de  satisfacción  de  una  intima 
tensión  emocional.  Esta  forma  de  delincuencia  sexual  es  tan  frecuente  que  cons- 
tituye la  tercera  parte  de  todos  los  delitos  sexuales. 

El  exhibicionismo  es  una  aberración  cuando  no  conlleva  la.  realización  últi- 
ma sexual,  constituyendo  una  finalidad  en  sí  mismo  con  la  única  intención  de 
sorprender  a una  persona  del  sexo  opuesto.  El  exhibicionismo  no  es  una  de- 
pravación, sino  el  resultado  de  una  enfermedad  mental.  Con  este  concepto 
el  autor  estudia  la  psicología  de  la  conducta  exhibicionista  partiendo  del  indivi- 
duo, de  la  familia  y sociedad  que  le  rodea,  estudios  que  hace  paralelamente 
a la  historia  antropológica  de  la  actividad  sexual  y de  los  problemas  neuró- 
ticos de  nuestro  tiempo. 

Las  teorías  de  Freud,  Adler,  Burlingham,  Karpman,  Fenichel,  Sadler, 
Henderson  y Gillespie,  y Bleuler  son  utilizadas  por  el  Dr.  Rickies  para  el  me- 
jor esclarecimiento  de  los  conceptos  vertidos  en  su  libro. 
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Diuia  la  atención  que  se  está  concediendo  actualmente  a los  delitos  sexua- 
les y a la  orientación  psiquiátrica  en  el  tratamiento  de  estos  delincuentes,  el  li- 
bro "Exhihitionis)i¡"  del  l)r.  Rickies,  a-parece  con  toda  oportunidad  y su  con- 
tribución al  esclarecimiento  de  los  problemas  médico-legales  que  los  delincuen- 
tes sexuales  implican  es  inmensa. 


7'he  Mask  of  Siniity.  By  Hervey  Cleckley,  M.  D.,  Professor  of  Psychiatry, 
School  of  Medicine,  Augusta  Oeorgia.  $6.50.  pp-569.  St.  Louis.  The  C.  V. 
Moshy  Company.  1950. 


El  autor,  que  ha  dedicado  muchos  años  a la-  investigación  y enseñanza,  ha 
escrito  este  libro  bajo  la  convicción  de  que  la  Personalidad  Psicopática  es  tal 
vez  el  problema  más  interesante  y confuso  con  que  se  encuentra  el  psiquiatra. 

Puede  decirse  que  desde  que  Eugen  Kahn  publicó  en  1931  su  libro  sobro 
las  Personalidades  Psicopáticas,  ningún  otro  tratado  había  dedicado  tanto 
espacio  al  estudio  de  las  Psicopatías  como  este  de  Hervey  Cleckley.  Henderson 
y Gillespie  solamente  dedican  un  corto  capítulo  de  diez  páginas  al  estudio  de 
este  tipo  de  personalidad  y Muncie  en  su  texto  de  Psicobiología  y Psiquiatría 
dedica  cinco  páginas  a este  problema-,  clasificando  las  Psicopatías  bajo  el  tér- 
mino de  Oligergasias,  en  la  poco  generalizada  terminología  de  Adolph  Meyer. 
Por  todas  estas  razones  Mask  of  Sa^iity  viene  a llenar  un  vacío  importante  en 
la  literatura  psiquiátrica. 

El  trastorno  del  Psicópata  consiste,  especialmente,  en  vivir  de  un  modo 
conflictivo  con  el  mundo  exterior,  sin  seguir  un  plan  de  vida  habitual  ni  dis- 
ciplina de  trabajo,  pero  sin  embargo  con  desmedidas  ambiciones  que  pretenden 
obtener,  a veces  con  éxitos  temporales,  por  saltos  ilícitos,  bordeando  con  habili- 
dad característica  los  códigos.  Como  ha  dicho  McDougall  un  individuo  debe  ser 
incapacitado  por  psicópata  cuando  la-  respuesta  a la  siguiente  pregunta  es  ne- 
negativa:  ¿Puede  confiarse  en  que  el  individuo  es  capaz  de  cuidar  de  sus 
intereses  sin  riesgo  para  sí  mismo,  para  su  familia  y para  la  sociedad  que 
le  rodea?  Ciertamente  que  manteniendo  esta  pregunta  en  mente  hay  muchos 
individuos  en  nuestros  grupos  sociales  que  deben  ser  clasificados  como  psicó- 
patas que  merecen  la  incapacitación.  Según  el  autor  el  problema  más  impor- 
tante que  implica  la  psicopatía  es  no  solamente  el  planteamiento  psiquiátrico 
de  la  enfermedad,  sino  la  legislación  adecuada  para  el  tratamiento  de  estos 
infelices  y el  control  de  su  funesta  influencia-  en  el  ambiente,  lo  que  constituye 
una  forma  de  cáncer  mental  mucho  peor  que  la  neoplasia  morfológica. 

El  libro  contiene  trece  estudios  novelados  de  psicópatas  típicos  que  por 
sí  solos  garantizan  el  interés  del  libro,  tanto  para  el  médico  en  práctica  ge- 
neral como  para  los  que  se  dedican  específicamente  al  estudio  y tratamiento 
de  los  trastornos  de  la  personalidad. 

Dr.  Lilis  Ortega 


* * * 


Oyerating  Room  Technique  by  Edythe  Louise  Alexander,  R.N.,  Supervisor 
of  the  Operating  Rooms  of  the  Roosevelt  Hospital,  New  York  City,  Formerly 
Supervisor  of  Operating  Rooms,  Mountainside  Hospital.  Montclair,  New  Jersey... 
2nd.  Ed.,  668  Illustrations,  765  pages.  C.V.  Mosby  Company,  1949. 


A most  complete  book  covering  all  important  details  of  operating  room 
work.  It  includes  and  explains  all  duties  of  operating  room  medical  and  nur- 
sing staff;  preparation  of  patients  for  diverse  types  of  surgical  procedures, 
and  describes  all  types  of  surgical  operations.  It  makes  the  work  of  the  nurse 
easier  and  more  interesting  and  creates  good  team  work  between  nursing  and 
surgical  staff. 


REVISTA  DE  LIBROS 


J,Ó7 

This  book  should  be  considered  indispensable  in  any  operating  room.  It 
should  serve  as  a.  textbook  for  teaching  technique  to  the  nursing  and  surgical 
resident  staff  as  well. 

M.  B. 

* * * 

Handbook  of  Medical  Management,  by  Milton  Chatton,  A.B..  M.D.,  Instructor 
in  Medicine,  University  of  California  Medical  School,  San  Francisco,  Sheldon 
Margen,  A.B.,  M.D.,  Clinical  Instructor  in  Medicine,  University  of  California 
Medical  School,  San  Francisco,  and  Henry  D.  Brainerd,  A.B.,  M.D.,  Assistant 
Clinical  Professor  of  Medicine  and  Pediatrics,  University  of  California  Medical 
School,  San  Francisco,  First  Edition,  476  Pages.  California,  University  Medical 
Publishers,  1949.  $3.00. 

This  handbook  on  medical  management  fills  a need  of  the  medical  student 
and  the  busy  general  practitioner.  The  authors,  using  the  outline  manner 
of  presentation,  provide  information  concerning  the  medical  management  of 
the  more  common  diseases,  including  many  tropical  diseases.  Many  important 
symptoms  and  signs  are  discussed  and  evaluated  but  a general  guide  to  history 
taking  is  lacking.  Very  useful  prescriptions  are  included  as  well  as  information 
about  the  more  recent  antibiotics. 

E.  R.  Silva,  M.D. 

* * * 

Abdominal  Operations,  by  Rodney  Maingot,  F.R.C.S.  Eng.,  Senior  Surgeon 
to  the  Southend  General  Hospital,  and  to  the  Royal  Waterloo  Hospital,  London; 
Consulting  Surgeon  to  the  Southend  Municipal  Hospital,  and  to  the  Runwell 
Hospital.  2 Volumes,  1385  pages.  New  York,  D.  Appleton-Century  Company,  1940. 

This  book  is  divided  into  11  different  sections.  In  the  first  section  ab- 
dominal incisions  and  management  of  wounds  are  discussed  in  detail.  The 
basic  surgical  principles  involved  and  the  up  to  date  trends  in  the  care  of  dif- 
ferent types  of  wounds  are  discussed.  The  illustrations  are  many  and  clearcut. 

The  second  section  covering  the  stomach  and  duodenum  covers  every  pos- 
sible patholcgical  condition  of  these  organs  and  the  surgical  treatment  avail- 
able. More  than  lj3  of  the  book  is  devoted  to  this  section. 

The  third  section  is  devoted  to  the  spleen,  the  surgical  technique  of  its 
removal  and  the  complications  which  may  occur.  A whole  chapter  is  devoted 
to  a concise  but  clear  discussion  of  pathological  conditions  found  in  this 
organ. 

The  fourth  and  fifth  sections  are  devoted  to  the  Gall  bladder,  the  bile 
ducts  and  the  pancreas.  Pathological  conditions  and  surgical  treatment  are 
excellent. y covered. 

The  remainder  of  the  book  is  devoted  to  the  Liver,  the  Vermiform  Ap- 
pendix, Peritoneum,  Mesentery,  Omentum,  Hernias,  small  and  large  Intestine, 
postoperative  chest  complications.  Diaphragmatic  hernia  and  Portal  Hyperten- 
sion, In  general  the  pathology  involved,  pre-and  postoperative  treatment  are 
gi\en  clearly  and  concisely. 

This  text  as  the  name  implies  is  one  covering  abdominal  operations.  It 
covers  this  subject  very  thoroughly  and  concisely.  It  is  written  in  a clear 
and  readily  understood  manner,  with  many  clearcut  illustrations.  In  general 
the  author  covers  each  subject  thoroughly  discussing  the  anatomy,  pathology, 
preoperative,  surgical  and  postoperative  tieatment.  Frequently,  the  author 
gi\e3  several  different  surgical  procedures  for  the  same  type  of  pathology 
ani  explains  his  preference  for  each.  In  conclu.sion  this  book  should  be  found 
to  be  an  excellent  reference  for  the  abdominal  surgeon  and  tbe  busy  general 
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surseoii.  'riiia  is  especially  true  for  the  rarer  types  of  abdominal  patholobgy 
he  may  come  aci’oss.  In  a.  short  time  he  can  refresh  his  memory  with  pleasant 
reading  and  at  the  same  time  find  a clear  concise  and  well  illustrated  subject 
brought  to  his  attention. 


rl.  L.  Loinhtinli 


Another  Pet  Milk  Success  Story 
• ••Written  by  a Doctor 


The  Collins  Quads 
of  New  York  City, 
Bom  May  4,  1949 


The  Collins  Quadruplets  are  celebrating 
their  first  birthday.  A wise  physician 
approved  Pet  Evaporated  Milk  for  them 
from  birth,  and  like  so  many  other 
babies  on  Pet  Milk,  they’re  growing 
strong  and  sturdy. 


So  often,  of  course,  Pet  Milk  is  associated 
with  multiple-birth  cases.  Six  sets  of 
quadruplets  born  in  the  United  States 
since  1936  and  hundreds  of  sets  of 
triplets  have  been  raised  on  Pet  Milk! 
Doctors’  records  of  success  with  these 
difficult  feeding  cases  are  striking 
evidence  of  the  suitability  and  safety  of 
Pet  Milk  for  infants  everywhere! 


There’s  this  to  remember,  too!  Most  of 
these  babies  continue  to  drink  Pet  Milk 
far  beyond  bottle-feeding  days  . . . on 
through  their  growing  years! 


And  why  not.^  Pet  Milk  is  milk!  The 
same  qualities  that  are  so  valuable 
in  infant  feeding  recommend  it  also 
as  good  milk  to  drink  ...  its  unfailing 
sterility,  its  easy  digestibility,  its  high 
nutritive  value,  its  economy!  So  for  safe, 
simple  infant  formula  and  as  a nutritious, 
low-cost  milk-to-drink,  suggest  Pet  Milk 
for  the  babies  and  children  in  your  care! 


Favored  for 
Infant  Formula 


PET  MILK  COMPANY,  1472-E  Arcade  Building,  St.  Loui«  1,  Missouri 

Distribuidores:  H.  FERNANDEZ  & HNOS.,  SUCKS. 

P.  O.  Box  3629  - San  Juan,  P.  R. 


^^The  . . . estrogen 
preferred  by  us  is 
Tremarin,’  a mixture 
of  conjugated  estrogens, 
the  principal  one 
of  which  is 
estrone  sulfate.” 


B<éiMra.K.aiNMtk  CmBM  U.I.T1SSS  (Oot.)  194&. 


In  treating  the  rnenopausiil  syndrorie 
with  “Premarinr  Perloff*  reports  llir-t 
“Ninety-five  and  eight  tenths  per  cent 
of  patients  treated  with  3.75  mg. 
or  less  daily  obtained  complete  relief 
of  symptoms”;  also,  “General  tonic 
effects  were  noteworthy  and  the  greatest 
percentage  of  patients  who  expressed 
clear-cut  preferences  for  any  drug 
designated  ‘Premarin!” 

Thus,  the  sense  of  “well-being” 
usually  imparted  represents  a “plus”  in 
“Premarin”  therapy  which  not  only 
gratifies  the  patient  but  is  conducive  to 
a highly  satisfactory  patient-doctor 
relationship. 

Four  potencies  of  “Premarin” 
permit  flexibility  of  dosage:  2.5  mg., 

1.25  mg.,  0.625  mg.  and  0.3  mg.  tablets;  t 
also  in  liquid  form,  0.625  mg.  in 
each  4 cc.  (1  teaspoonful) . 

•Perloff,  W.  H.:  Am.  J.  Obst.  & Cynec.  58:684  (Ocl.)  1949. 


While  sodium  estrone  sulfate  is  the  principal  estrogen  in 
“PremarinJ’  other  equine  estrogens.. .estradiol,  equilin, 
equilenin,  hippulin...are  probably  also  present  in  varying 
amounts  as  water-soluble  conjugates. 


Eftro^enie  Substances  (water-soluble)  also  ilnown  as  Conjugated  Estrogens  (equine) 


Ayerst,  McKenna  & Harrison  Limitet  t 
22  East  40th  Street,  New  York  16,  N.  'i  < 


Distribuidores  en  Puerto  Rico 
F.  PONT  FLORES  — San  Juan,  Puerto  Rico 


cereales,  la  harina  de 
avena . . . ocupa  el  primer 
lugar  en  valor  nutritivo.” 


Primera  en  Vitamina  Bi  , , , 

Primera  en  Protema  . . . 

Primera  en  Hierro . . . 

Primera  en  Energía  Alimenticia » • • 

Esios  son  hechos  reales.  Demostrados  a través  de  cuidadosas  pnie* 
has  realizadas  en  los  grandes  laboratorios  de  investigaciones  sobre 
nutrición.  Por  supuesto,  no  son  hechos  nuevos.  Los  médicos  haa 
estado  muy  al  tanto  de  la  superioridad  de  la  Avena  Quaker  durante 
muchos  años. 

Sin  embargo,  como  la  importancia  de  los  desayunos  nutritivosi 
tanto  para  los  niños  como  para  los  adultos,  requiere  un  debido 
reconocimiento,  creemos  que  este  recordatorio  es  de  gran  provecho 
. . . toda  vez  que  reviviendo  estos  hechos,  pueden  servirles  de 
gran  utilidad  a Ud.  y a su  clientela. 

•Informe  por  el  Consejo  de  Alimentos  y Nutrición — "Foods  of  Plant 
Origin.”  The  Journal  of  the  American  Medical  Association,  Vol.  136, 

No.  16,  1043-1048,  Abril  17,  1948. 

AVENA  QUAKER 

LA  MARAVILLA  ALIMENTICIA  DE  LA  NATURALEZA 


a refreshing, 
soothing 
(ollyrium 

FOR  OCULAR  IRRITATION 
DUE  TO  EYESTRAIN, 
DUST,  SMOKE  OR  GLARE 


Ocusol®  is  an  isotonic,  aqueous  solution  containing  boric  acid  U.S.P.  1.1%, 
sodium  borate  U.S.P.  0.5%,  berberine  sulfate  0.01%,  distilled  extract  of 
witch  hazel  N.F.  2.6%,  camphor  U.S.P.  0.04%,  methylparaben  U.S.P.  0.05%, 
rose  oil  0.01%, glycerin  U.S.P.  1.3%,  NaCl  U.S.P.  0.38%  and  water  94.01%. 

Ocusol  is  harmless  to  the  eyes;  it  may  be  used  as  often  as  required.  Each 
package  contains  a sanitary,  plastic  eye  cup. 


THE  NORWICH  PHARMACAL  COMPANY 

Norwich/  New  York/  U.  S.  A. 

Distribuidores— CESAR  CASTILLO^  INC.,  Calle  Tetuan  155/  San  Juan 


Flesh-tinted  with  inert  color- 
ing. Supplied  in  1-oz.  and 
2-oz.  tubes. 


Analgesic  Calami 

Cremacal  provides  cooling,  analgesic 
relief  from  pain,  burning  and  pruritus. 
Its  greaseless,  water-miscible  base 
dries  promptly  to  form  a protective 
coating  over  the  irritated  area. 


Formula: 

Calamine 10% 

Glycerine 5% 

Benzocaine 1% 

Phenol 0.5% 

Menthol 0.25% 

Special  water-miscible  base q.s. 


NUMOTIZINE,  Inc. 

900  N.  Franklin  St.,  Chicago  10,  III. 


FRANCISCO  N.  CASTAiiNET 
San  .Juan,  Puerto  Rico 


Por  unidad  de  pesO/  lo 
substancia  antianémica 
más  eficaz  que  se  conoce# 


COBIONE’^ 


Aislada  por  primera 
vez  en  los  Laboratorios 
de  Investigación  de 
MERCK  & CO.Jnc.. 
en  1948. 


Cobione  es  la  solución  salina 
de  la  Vitamina  £¡2  cristalina  que-, 
ofrece  MERCK  (NORTH 
AMERICA)  Inc.,  en  ampolletas 
de  1 C.C.  que  contienen  ¡5 
micro^amos  de  la  droga 
cristalina  pura. 


VITAMINA  Bu  PURA,  CRISTALINA 


La  Vitamina  B|2  es  el  factor  hematopoyético  que  normalmente  se  encuenM' 
en  el  hígado  y otros  alimentos. 

Es  una  vitamina  auténtica,  tan  valiosa  para  corregir  deñciencias  del 
indicado  factor  como  otras  vitaminas  reconocidas  en  sus  respectivos  campal' 
de  aplicación.  En  su  forma  cristalina,  constituye  una  substancia 
químicamente  pura,  el  único  producto  antianémico  eficaz  en  el  tratamiento, 
de  ciertas  anemias  megaloblásticas,  cuya  potencia  puede  ser  exactamente 
medida  en  términos  de  peso  (microgramos). 

Como  la  Vitamina  8,0  cristalina  es  extraordinariamente  bien  tolerada,  iúli 
por  pacientes  sensibles  ai  extracto  de  hígado  o a los  concentrados  de 
vitamina  B12,  se  puede  empezar  por  administrar  grandes  dosis  para  producir' 
mejorías  clínicas  más  rápidas,  y el  prolongado  tratamiento  no  produce  las 
reacciones  secundarias  molestas  comúnmente  causadas  por  otros  preparadoi' 

Cobione,  la  Vitamina  Bj2  cristalina  elaborada  por  Merck  &:  Co.,  Inc., 
es  una  droga  potentísima  y económica  en  el  tratamiento  de  la  anemia 
perniciosa,  anemia  macrocítica  de  origen  nutritivo,  esprue  y otros  estadui' 
que  requieren  un  estímulo  eficaz  de  las  funciones  hematopoyéticas. 

•Cobione,  marca  de  fábrica  registrada,  de  Merck  & Co.,  Inc.,  de  la 
\Vitamina  Bjj  cristalina. 


MERCK  (NORTH  AMERICA)  INC. 

161  Avenue  oí  the  Americae,  New  York  13,  N.Y.,  U,  S.  A. 


SUBSIDIARIA  DI 
EXPORTACION  DS 
MERCK  é CO.,  lae, 
Fobricantét  d* 
Productor  (^uímicM, 


Folletos  a solicitud. 


SUCESORES  DE  P.W.R.  EXPORT  CORPORATION 


Baiiw./,  N.  J.. 


Distribuidores — CESAR  CASTILLO,  INC.,  Calle  Tetuan  155,  San  Juan 


A LOS  SEÑORES  MEDICOS 
DE  SAN  JUAN  Y SANTURCE 

Nos  permitimos  recordarles  que  en  caso  de  urgencia  los  señores 
médicos  que  necesiten  del  servicio  de  nuestras  farmacias  en  San  Juan 
o en  Santurce,  durante  las  altas  horas  de  la  noche,  pueden  llamar 
personalmente  a los  encargados  de  dichas  farmacias,  al  teléfono, 
como  sigue: 

Para  servicios  en  San  Juan:  2-6544 

Para  servicios  en  Santurce:  2-7002  2-6831 

Los  señores  médicos  pueden  tener  la  seguridad  de  que  serán  in- 
mediatamente atendidos  en  dichos  casos  de  necesidad. 

No  se  atenderán,  sin  embargo,  llamadas  hechas  por  personas 
particulares  que  no  puedan  usar  el  debido  discernimiento  sobre  la 
urgencia  o necesidad  de  las  llamadas. 


FARMACIA  BLANCO,  INC. 

(San  Juan  — Santurce) 


r 

. . . toda  una  noche  de  sueño 

para  el  paciente  que  sufre  de  . . . 

ASMA  BRONQUIAL  — FIEBRE  DE  HENO  — URTICARIA 

Los  síntomas  nocturnos  de  muchos  trastornos  alérgicos  se  controlan 

con  éxito  con: 

L U A S M I N 

CAPSULAS  y TABLETAS  CON  RECUBRIMIENTO  ENTERICO 
(para  acción  rápida)  (para  acción  retardada) 

Una  cápsula  de  LUASMIN,  administrada  cuando  se  requiera,  y suple- 
mentada  con  una  tableta  con  recubrimiento  entérico,  hará  posible  que 
casi  cualquier  paciente  pueda  gozar  de  los  beneficios  de  toda  una  noche 
de  sueño,  reduciendo  así  a su  mínimo  la  tendencia  a que  recurran  los 
síntomas  el  día  siguiente. 

Cada  cápsula  o cada  tableta  con  recubrimiento  entérico  contiene: 

Acetato  sódico  de  teof ilina  (3  granos)  192  mg. 

Sulfato  de  efedrina  (%  grano)  32  mg. 

Fenobarbital  sódico  (%  grano)  32  mg. 

También  hay  cápsulas  y tabletas  de  media  fórmula  para  niños  o para 
adultos  cuyos  síntomas  sean  leves. 

Sírvase  solicitar  literatura  descriptiva  y muestras  profesionales. 

BREWER  & (X).,  Worcester,  Mass.,  EE.UU. 

Químicos  Farmacéuticos  desde  1825 
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DAILY  LOG....TIie  Record  Book  Most  Doctors  Prefer 

makes  bookkeeping  EASIER 

All  the  doctor’s  business  records  in  one 
compact  volume.  Along  with  complete 
financial  and  tax  records,  many  special 
records  are  also  included  such  as  inocu- 
lations, surgery,  narcotics,  obstetrical, 
deaths,  etc.  Eliminates  multiple  entries 
— saves  time! 


Gives  you  a running  record  of  every 
business  occurrence  each  day.  Lists 
names  of  patients,  services  performed,  amounts  charged,  cash  received 
and  payments  made.  Increases  the  doctor’s  income  by  catching  all 
charges  due. 

WRITE  TODAY  FOR  YOUR  COPY  — ONLY  $6.50  COMPLETE 

All  orders  must  be  received  before  August  15,  1950  in  order 
to  assure  delivery  before  January  1,  1951. 

SANTIAGO  COLL-CAMALEZ 
P.  0.  Box  2146 
San  Juan,  Puerto  Rico 

s. ✓ 


^ , 

EL  HERALDO  MEDICO 

Revista  de  divulgación  médica 
Publicada  mensualmente  por  la 

ASOCIACION  MEDICA  DE  PUERTO  RICO 

Circulación;  5,000 

Aceptamos  anuncios.  Envíe  el  suyo  a: 

ASOCIACION  MEDICA  DE  PUERTO  RICO 
Apartado  3866 
Santurce,  P.  R. 

k - ■ M 


S-M-A,  ready  to  feed,  has  the  same  percentage  of  protein,  fat,  carbohydrate, 
and  ash  as  human  milk. 

Amino  Acids— Content  of  essential  amino  acids  equals  or  exceeds  the  average 
values  for  human  milk. 

Carbohydrate  is  lactose,  favoring  correct  acidophilic  intestinal  flora. 

Fats— Index  of  unsaturated  fatty  acids  is  standardized  at  the  top  of  the  range 
found  in  human  milk. 

Vitamins  (including  vitamin  C)— S-M-A  equals  or  exceeds  human  milk  in 
content  of  all  vitamins  for  which  minimum  daily  requirements  are  established. 
Minerals— S-M-A  exceeds  values  of  human  milk  for  calcium, 
phosphorus,  and  iron.  Both  S-M-A  and  human  milk  supply  an 
average  of  20  calories  per  ounce. 


PATTERNED  AFTER  HUMAN  MILK 


S-M-A*  builds  husky  babies 


' 1 


WYETH  INCORPORATED,  PHILA.  3,  PA. 


FRANCISCO  N.  CASTAííNKT 
San  Juan,  Puerto  Rico 


ECHOS 


Cápsulas  de 


El  "Bilron’  (Sales  Férricas  de  Bi- 
lis, Lilly)  es  un  colerético  po- 
tente, y por  consiguiente  es  im- 
portante para  restablecer  y 
mantener  la  motilidad  intes- 
tinal normal. 

El  reemplazar  la  bilis  con  ‘Bil- 
ron’  da  lugar  a una  eliminación 
normal  en  los  casos  comunes 
de  estreñimiento  debido  a in- 
suficiencia biliar.  El  ‘Bilron’  no 
contiene  ningún  ingrediente 
que  pueda  formar  hábito  o ser 
nocivo  en  cualquier  forma.  En 
los  casos  de  estreñimiento  de- 
bido a colestasis  el  ‘Bilron’ 
es  eficaz  y por  lo  tanto  es  ló- 
gico administrarlo. 


Eli  Lilly  Pan-American  Corporation 

Indianapolis  6,  Indiana,  E.  U.  A. 
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a directed  therapy  fos 
intestinal  inieetiar 


THALAMYD 


Distribuidores — CESAR  CASTILLO,  INC.,  Calle  Teluan  155,  San  Juan 


phlhalylsulfacetimide-Schering 


Thalamyd*  has  useful  properties  for  combating  sulfona- 
mide-sensitive enteric  organisms  in  bacillary  dysentery, 
in  ulcerative  colitis,  and  in  the  preoperative  sterilization  of 
the  intestine. Therapeutic  dosage  does  not  lead  to  detectable 
sulfonamide  blood  levels,  hence  there  is  no  problem  of 
systemic  toxicity  sometimes  occurring  with  “absorbable” 
sulfonamides.  Renal  damage  and  aberrations  of  the  blood 
picture  do  not  occur.  Thalamyd  is  absorbed,  however, 
by  diffusion,  into  the  intestinal  wall,  where  effective  local 
concentration  is  established  — where  highest  antibacterial 
action  is  required.  Thus. 


in  preoperative  sterilization,  the  bacterial  flora  can  be  vir 
tually  eliminated  after  four  to  five  days  treatment  with  Thalamyd. 
Thus  elective  intestinal  surgery  can  be  planned  for  this  optimum  time 
and  carried  out  with  minimal  risk  of  infection;' 

in  ulcerative  colitis,  there  is  both  symptomatic  and  objective 
benefit  in  more  than  half  of  the  cases,  according  to  x-ray  and  sig- 
moidoscopic  criteria.- 

TIIALAMYU,  Schering’s  phlhalylsulfacetimide,  tablets 
of  0.5  Gm.,  bottles  of  100  and  1000  tablets. 

1.  Seneca.  H.,  and  Henderson.  E.;  In  press. 

2.  Heineken,  T.,  and  Seneca,  H.:  Rev.  Casirocnlcrol.  1S:611,  1948. 


> trade-mark  ul  Stboring  Corporation 


CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


n 


í new  convenience  • new  flexibility  in  dosage 
new  all-around  usefulness 


3 new  water-soluble 
liquid  vitamin  preparations 


Poly-Vi-Sol  Tri-Vi-Sol  Ce-Vi-Sol 


' Each  0.6  cc.  supplies: 


Vitamin  A 
Vitamin  D 
Ascorbic  Acid 
Thiamine 
Riboflavin 
Niacinamide 


5000  USP  units 
1000  USP  units 
50.0  mg. 

1.0  mg. 

0.8  mg. 

5.0  mg. 


Each  0.6  cc.  supplies: 

Vitamin  A 5000  ÜSP  units 

Vitamin  0 1000  USP  units 

Ascorbic  Acid  50  mg. 


Each  0.5  cc.  supplies: 
Ascorbic  Acid  50  mg. 


(Each  of  the.se  prejtarations  is  ideally 
suited  for  routine  prophylactic  or  thera- 
peutic vitamin  supplementation  for  in- 
fants and  children  as  well  as  adults. 

^^ater-.soluble,plca.sant  tasting, they  can 
be  stirred  into  the  infant’s  formula,  or  into 


fruit  juice,  milk,  cereals,  puddings,  etc.;  or 
incorporated  in  mixtures  for  tube  feeding. 

Each  is  scientifically  formulated  and 
ethically  marketed.  They  arc  sui)i)lied  in 
15  and  50  cc.  bottles,  with  an  appropri- 
ately calibrated  dropper. 


Mead  Johnson  & co.  evansvili.  e 2í.ind.,usa 


P.  0.  Hox  3081  — San  Juan,  P.  R. 


./ 


Cristalización 
significa 

dureza 

I ^ 

Sulfato  de  I Dihidroestreptomicina  Cristalini 

elaborado  por  M6rck  & Co.,  InC. 


S«  suminUtro  en 
frotqvltot  comodol 
d*  vno  y cinco  gromos. 

• 

EKríbonos  pidiondo  foliote 
dfscript'vo  grofít. 


Merck  & CO.,  Inc.,  que  fué  la  primera  en  fabricar  Sulfato  de 
Dihidroestreptomicina,  ofrece  nuevamente  un  adelanto  de  gran 
importancia  en  la  quimioterapia  de  la  tuberculosis  y de  ciertas 
infecciones  no  tuberculosas— el  Sulfato  de  Dihidroestreptomicina 
Cristalino  — la  forma  más  pura  actualmente  disponible  de  este 
antibiótico. 

Además  de  la  alta  actividad  antibacteriana  y la  baja  neuro* 
toxicidad  características  del  Sulfato  de  Dihidroestreptomicina, 
la  forma  cristalina  ofrece  las  siguientes  ventajas  apreciables: 

• la  más  alta  potencia 

• Uniformidad  insuperable 

• Máxima  ausencia  de  impurezas 


MERCK  .CNQRm  INC-.  lxpoRÍlaoN'’DE 

161  Avenue  of  the  Arhéncas^.^^A'ork  13,'  N.  Y.,  ^U.  S,'A.  ‘ 

SUCESORES  DE  P'.  W.  R./SxfeDRTjcORPók'ATlOÑ.  ' - Producloi  Qmmiroi. 

' y R«hw*y,  N.  J.,  U.  S.  A. 


Distribuidores — CESAR  CASTILLO,  INC.,  Calle  Tetuan  155,  San  Juan 


IOS  ANCEICS 


CAlIFORNtA 


encourage 


”“*^Palieiil-Docloi’  Cooperation 
Wlien  Calcium  Tliei  apy  is  Prescrilíed 


Mental  anxiety,  when  induced  by  aversion 
to  prescribed  therapy,  adds  to  the  patient’s 
physical  distress.  Objection  to  calcium 
may  be  overcome  by  substituting  dosage 
in  more  agreeable  form.  CALCICAPS... 
an  easy-to-swallow,  capsule-shaped 
tablet . . . provide  suitable  supplement  for 
young  or  old,  where  diagnosis  reveals  a 
deficiency  in  calcium  and  phosphorus. 


Caiciwafers  are  a pleasant  tasting 

wafer  containing  double  the  potency  of 
CALCICAPS. 


Calcicaps  with  Iron  are  especially 

suitable  in  pregnancy,  when  the  need  for 
calcium,  phosphorus  and  iron  increases. 


tQch  Ccl<i<op  Conloini: 
OICAICIUM  PHOSPHATE  . 290  mg. 

CAICIUM  GtUCONATE 190mg. 

VITAMIN  0 (Irr.  YeoM). -375  USP  Unit} 


Calcicaps,  Caiciwafers 


and 


Calcicaps  with  Iron  contain  an  ade- 
quate amount  of  VITAMIN  D essential 
for  calcium  absorption. 


CAICIWAFERS  Each  wafer  contains: 
Dicalcium  Phosphate  580  mg. 

Calcium  Gluconate  380  mg. 

Vitamin  D 750  USP  Units 

Boxes  of  50  and  250 
CAtCICAPS  Each  Calcicap  contains: 
Dicalcium  Phosphate  290  mg. 

Calcium  Gluconate  190  mg. 

Vitamin  D 375  USP  Units 

Bottles  of  100  and  500 


CALCICAPS  with  IRON  Each  Calcicap  with 
Iron  contains: 


Dicalcium  Phosphate 
Calcium  Gluconate 
Ferrous  Gluconate 
Vitamin  D 


290  mg. 

190  mg. 

64  mg. 

375  USP  Units 


Bottles  of  100  and  500 


Los  Angeles,  Californio 


SHim. 


. JL 


...En  el  Polo  Norte 
0 en  la  Selva  Tropical 


En  cualquier  clima,  bajo  las  condi- 
ciones más  variadas,  la  Leche  KLIM 
es  siempre  segura,  pura  y uniforme- 
mente nutritiva.  En  efecto,  KLIM 
ha  sido  usada  en  muchas  expedi- 
ciones al  Polo  Norte  y al  Polo  Sur 
y bajo  el  sofocante  calor  de  las 
selvas  ecuatoriales.  Y siempre  la 
frescura  uniforme,  sabor  y calidad 
inmejorables  de  esta  cremosa  leche 
en  polvo  permanecen  intactos  en  su 
lata  cerrada  al  vacío,  envasada  por 
medio  de  un  procedimiento  espe- 
cial. 

Considere  también.  Doctor,  otras 
grandes  ventajas  de  la  Leche  KLIM, 


tal  como  su  fácil  digestibilidad,  una 
de  las  razones  por  la  cual  muchos 
pedíatras  recomiendan  esta  leche 
superior  en  la  alimentación  de  los 
niños. 

Además  de  que  es  una  leche  ideal 
para  la  nutrición  de  los  niños  y para 
la  familia  en  general,  KLIM  es  un 
alimento  suave  pero  muy  vigori- 
zante para  los  ancianos  de  estóma- 
go delicado.  Esta  leche  tan  saluda- 
ble también  se  recomienda  en  las 
dietas  de  convalecientes  y frecuen- 
temente en  las  de  aquellos  que  pa- 
deeen  de  úlceras  pépticas. 

No  hay  mejor  leche  que  KLIÍI. 

KLIM 


LA  PREFERIDA  EN  TODO  EL  MUNDO 

Nos  complaceremos  en  suministrarle  informes  profesionales 
completos  sobre  la  Leche  KLIM.  Sólo  tiene  que  escribir  a: 

THE  BORDEN  COMPANY,  División  de  Exportación 
350  Madison  Avenue,  Nueva  York  17,  N.  Y.,  E.  U.  A. 


Distribuidores  para  Puerto  Rico: 

PLAZA  PROVISION  COMPANY,  Fortaleza  104,  San  Juan,  P.  R. 


La  Lámpara  de  Hendidura  de  Poser 


QISEÑADA  por  B & L,  la  Lám- 
para de  Hendidura  de  Poser 
para  el  diagnóstico  diferencial 
en  la  patología  del  ojo,  presenta 
muchas  ventajas  en  biomicros- 
cop'a.  La  iluminación  brillante 
del  tipo  Koeppe  lleva  una  hendi- 
dura ajustable.  Un  microscopio 
gran  angular  y binocular  de  16x 
permite  abarcar  toda  la  córnea. 
Oculares  con  puntos  ópticos  lar- 
gos facilitan  el  examen  rápido 
del  campo  ancho.  Ambos  brazos 
rotan  alrededor  del  ojo  del  pa- 
ciente como  centro.  Es,  pues, 


una  lámpara  indispensable  para 
el  oftalmólogo. 

H.  V.  GROSCH  CO. 

Calle  Comercio  402 
San  Juan,  Puerto  Rico 

BAUSCH  & LOMB 

Optical  Co.  - Rochester,  N.  Y., 
E.  U.  A. 

Fundada  en  1853 


furacih] 

solution 

’ (Brand  of  NiTROFtiRAZOf^^* 


For  mixed  infections 


5i;^Ór¿»c«ít'<>»lA20N6  .:  0 A 

«^e.WO-*SO-OCT»L  PHÍNVL  I 

^UT.o!:  ^ '^íMiCLe. 

"'^CrpptiJO  k dispensed  only  OY 
* physician, 

OP  product  AND  US£S 
F'Qmt  r*  * REQUEST 

Of  pH|  SLtGMT  DISCOLOPAT^^^aCí 
An  a '®TENCY.  store  in  a OAR^  ^jK* 

***TiBacTCRIAL  PRé*’*'*^ 


-Men  a to^/ca/ mittlacterial in  ¿¿^¡(lud lA  ¿Tidicated,  Furacin  Solution  oilers 
this  convenience  while  retaining  all  the  advantages  of  Furacin  Soluble  Dressing:  a wide  antibacterial 
spectrum  including  many  gram-negative  and  gram-positive  organisms;  water-solubility  to  dissolve  in 
wound  exudates;  low  surface  tension  to  penetrate  fissures;  non-staining  of  skin  and  fabrics; 
stability.  It  is  being  used  on  wet  dressings  and  as  a spray  on  painful  burns.  Furacin*®  brand 
of  nitrofurazone,  is  available  as  Furacin  Solution  (N.N.R.)  and  Furacin  Soluble* 
Dressing  (N.N.R.)  containing  Furacin  0.2%.  These  preparations! 
are  indicated  for  topical  application  in  the  prophylaxis  orj 
treatment  of  infections  of  wounds,  second  and  third  degree] 
burns,  cutaneous  ulcers,  pyodermas  and  skin  grafts.] 

Literature  on  request^ 

EATON  LABORATORIES,  INC.,  NORWICH,  N.  X] 


DIstribgidorps— CESAR  CASTILLO,  INC.,  Calle  Tetuan  155,  San  Juan 


Medicación  natural  antirraquítica 


El  Aceite  de  Hígado  de  Bacalao  Concentrado  de  Juaits  proporciona 
las  potentes  y naturales  vitaminas  antirraquíticas  A y D-  Dos  gotas 
equivalen  vitamínicamente  a una  cucharadita  (dosis  diaria  mínima 
según  la  F.E.U.)  de  aceite  de  hígado  de  bacalao,  312  unidades  de 
la  vitamina  D derivadas  exclusivamente  del  aceite  de  hígado  de 
bacalao,  3.120  unidades  de  la  vitamina  A obtenidas  de  un  concen- 
trado de  aceite  de  hígado  de  bacalao  normalizado  con  aceites  de 
pescado. 

Esta  medicación  es  económica  y eficaz.  En  dosis  mayores  para 
las  madres  el  Aceite  de  Hígado  de  Bacalao  Concentrado  de  Juaits 
se  ofrece  en  cápsulas.  Cada  una  equivale  en  potencia  vitamínica 
a 4 cucharaditas  ( 16  cc.)  de  aceite  de  hígado  de  bacalao.  También 
lo  hay  en  tabletas. 

Para  el  niño,  para  la  madre 

• ACEITE  DE  HIGADO  DE  BACALAO  CONCENTRADO 

White  Laboratories/  Inc./  Newark  7,  N.  J.,  E.  U.A.  • Fabricantes  de  Productos  Farmacéuticos 

Distribuidores:  FRANCISCO  N.  CASTAGNET 
San  Juan,  Puerto  Rico 


JUálTS^ 


Protein 
Hydrolysate 
for  Parenteral  Use 
of  Proved 
k Clinical  Value 


r AMIGEN  5 : 

'N  Sr,  dextrose  SOlU' 
Ih**^  **♦..*».*. 


>ÜltíJíJV»* 

WliQUIJINfinj 

I 


Arnigcn,  an  enzymic  digest  of  easein, 
contains  all  tlic  amino  acids  needed  for 
])rotcin  synthesis.  Supplied  in  .solutions 
with  de.xtrose,  it  enables  the  i)hysician  to 
provide  protein  nutrients  parenterally: 

1.  When  the  patient  i.s  unable  to  take 
foot!  by  inoutli — as  in  e-sopliaseal  stric- 
ture, carcinoma  of  the  esophaptus,  stom- 
ach or  colon,  intestinal  obstruction  or 
perforation,  diverticulitis,  pyloric  ste- 
nosis, severe  vomiting. 

2.  When  complete  rest  of  the  alimen- 
tary tract  is  desired — as  in  generalized 
peritonitis,  gastroenteritis,  severe  diar- 
rhea, bacillary  dysentery,  ulcerative  co- 
litis, convalescence  from  gastrointesti- 
nal surgery,  perforating  wounds  of  the 
abdomen,  typhoid  fever. 

3.  When  parenteral  supplementation  of 
oral  food  intake  is  indicated — as  in  ad- 
vanced malnutrition,  severe  burns,  pre- 
operative preparation,  nephrosis,  ne- 
phritis, pancreatic  fibrosis,  prematurity. 

We  will  he  plea.sed  to  send  the  AMIGEN 
Handbook  for  Physicians  on  request. 


1 . New  air  filter  as- 
sures sterility  of  ingo- 
ing air. 

^.Plastic  dripmeier 
permits  rea<ly  obser- 
vation of  rate  of  flow. 

3.  Tubing  compressor 
effectively  regulates 
flow  of  solution. 

4.  Plastic  tubing  per- 
mits constant  observa- 
tion of  infusion  fluid. 


5 . Plastic  needle  adapt- 
er simplifies  problems 
of  venipuncture. 

6.  Amiset  eliminates 
the  expense  and  labor 
required  to  clean  ordi- 
nary infusion  sets. 

7.  mi  set  is  promptlg 
available  and  saves  stor- 
age space. 

8>  .\miset  is  .«/criVc  and 
Jrce  jrom  pgrogen. 


Mead  Johnson  & co. 

EVANSVILLE  2 1 , I N D.,  U.  S.  A. 


P.  0.  Box  3081 


San  Juan,  P.  R, 


SPEN 


Hb-Aíe/er 

Accurate,  pocket-size,  convenient,  the  new  Spencer  Hb-Meter,  manufactured 
by  the  American  Optical  Company,  Scientific  Instrument  Division,  is  a preci- 
sion instrument. 

Scientifically  designed  to  determine  hemoglobin  concentration  in  blood  by 
means  of  its  optical  properties,  the  Spencer  Hb-Meter  utilizes  light  in  the  visible 
green  spectrum.  Because  the  human  eye  is  most  sensitive  in  this  band  and 
because  hemoglobin  shows  a maximum  light  absorption  through  the  same  band, 
accurate  determinations  are  readily  made. 

Instrument  accuracy  is  further  insured  by  the  maintenance  of  constant 
and  rigid  inspection  during  manufacture.  All  of  the  optical  and  mechanical  parts 
are  required  to  conform  to  the  quality  and  standards  built  into  all  of  our 
well-known  scientific  instruments. 

Because  of  the  built-in  light  source  and  included  batteries,  the  Hb-Meter 
is  READY  FOR  IMMEDIATE  SERVICE  ANYWHERE.  For  constant  office  or 
laboratory  use,  a transformer  or  resistance  is  recommended.  Either,  when  plug- 
ged into  the  instrument,  automatically  breaks  the  battery  circuit  and  permits 
the  use  of  house  current— THERE  IS  NO  NEED  TO  REMOVE  THE  BAT- 
TERIES. Whenever  the  transformer  or  resistance  plug  is  removed  from 
the  Hb-Meter,  the  built-in  battery  circuit  becomes  operable. 

The  Spencer  Hb-Meter  is  the  result  of  years  of  careful  research  and  develop- 
ment. Moderately  priced,  it  is  an  essential  companion  to  the  Spencer  Bright- 
Line  Haemacytometer  and  invaluable  to  all  who  undertake  blood  work. 


PUERTO  RICO  OPTICAL  COMPANY 

SAN  JUAN,  PUERTO  RICO 

Agentes  Exclusivos  de 
AMERICAN  OPTICAL  COMPANY 
Souihbridge,  Mass. 


IlflOHS 

rrtvenous 


arouse 


PYRÍBÉXIH 


IROBLEX 


for  use  in  hypochromic  and 
fri+ional  anemias 


(Iron  - Liver  - B Complex) 
Each  cc  contains: 

Thiamine  HCl  (Bl)  100. 

Riboflavin  (B2)  O.i 

Pyridoxine  HCl  (B6)  1. 

NICOTINAMIDE  50. 

IRON  CACODYLATE  10. 

LIVER  (10  U.S.P.  UNITS 

PER  CC)  0.; 

Phenol  (As  preservative)  0.5% 

VIALS  OF  10  cc 


NION  CORPORATION  los  angeles  38,  california 

JOAQUIN  BELENDEZ  SOLA,  INC 

P.O.  BOX  1188,  SAN  JUAN,  PUERTO  RICO 


to  relieve  nausea  and  vomiting 
of  pregnancy  and  in  adoles- 
cent acne 

P Y R I B E X I N 

(Pyridoxine  HCl  ^ Thiamine  Chloride) 
Each  1 cc  contains: 

Vitamin  Bl  50  mg. 

Vitamin  B6 50  mg. 

VIALS  OF  10  cc 


Improve 

Formulf 


SEGül.. 


"n, , 


...En  el  Polo  Norte 
o en  la  Selva  Tropical 


\ 


) 


En  cualquier  clima,  bajo  las  condi- 
ciones más  variadas,  la  Leche  KLIM 
es  siempre  segura,  pura  y uniforme- 
mente nutritiva.  En  efeeto,  KLIM 
lia  sido  usada  en  muchas  expedi- 
ciones al  Polo  Norte  y al  Polo  Sur 
y bajo  el  sofocante  ealor  de  las 
selvas  ecuatoriales.  Y siempre  la 
frescura  uniforme,  sabor  y calidad 
inmejorables  de  esta  cremosa  leche 
en  polvo  permanecen  intactos  en  su 
lata  cerrada  al  vacío,  envasada  por 
medio  de  un  procedimiento  espe- 
cial. 

Considere  también.  Doctor,  otras 
gramles  ventajas  de  la  Leclie  KLIM, 


tal  como  su  fácil  digestibilidad,  una 
de  las  razones  por  la  cual  muchos 
pedíatras  recomiendan  esta  leche 
superior  en  la  alimentación  de  los 
niños. 

Además  de  que  es  una  leche  ideal 
para  la  nutrición  de  los  niños  y para 
la  familia  en  general,  KLIM  es  un 
alimento  suave  pero  muy  vigori- 
zante para  los  ancianos  de  estóma- 
go delicado.  Esta  leche  tan  saluda- 
ble también  se  recomienda  en  las 
dietas  de  convalecientes  y frecuen- 
temente en  las  de  aquellos  que  pa- 
decen de  úlceras  pépticas. 

No  hay  mejor  leche  que  KLIM. 

KLIM 


LA  PREFERIDA  EN  TODO  EL  MUNDO 

Ao5  complaceremos  en  suministrarle  informes  profesionales 
completos  sobre  la  ¡Axhe  KLIM.  Sólo  tiene  que  escribir  a: 

THE  BORDEN  COMPANY,  División  d*  Exportación 
350  Madison  Avtnuo,  Nueva  York  17,  N.  Y.,  E.  U.  A. 


Di.striltuidores  para  Puerto  Rico; 

PLAZA  PROVISION  COMPANY,  Fortaleza  104,  San  .luán,  P.  R. 


for  effective  treatment  of 


hypertension 


VERUTAL 


tablets  (RAND)  I 


containing 


VERATRUM  VIRIDE 


VERUT AL  T ABLETS  (Rand)  combi 
FOUR  fherapeufically  effective  W 
drugs  in  a NEW  FORM U LA  for  the 
treatment  of  ESSENTIAL  HYPERTENSION. 

EACH  VERUTAL  TABLET  CONTAINS: 

Veratrum  Viride 100  mg. 

Mannitol  Hexanifrate 1/2  gr. 

Rutin 10  mg. 

Phenobarbital gr. 

PROFESSIONAL  SAMPLES  AND  LITERATURE  UPON  REQUEST 

úb  j 

DISTRIBUTOR:  A.  F.  LEGRAND-Apartado  3911,  Santurce,  P.  R.- ALBANY,  NEW  YORK  I 


OBJECTIVE  íN  ;| 

^ftODERN-D'^^  ’ 

pediatric  feeding  j 


TO  A WIDE  VARIETY  OF  FOODS 


The  infant’s  sense  of  taste,  at  birth,  is  quite  underdevel- 
oped ...  He  distinguishes  between  sweet  and  sour, 
bitter  and  bland,  as  indicated  by  grimaces  and  refusal  to 
take  food  which  is  bitter  or  sour  . . . But  individualized 
taste  develops  rapidly  with  growth  and  experience.  . . . 

There  are  far-reaching  advantages  in  providing  a widely  varied 
diet  at  a very  early  age:  The  diversity  will  accustom  the 
infant  to  a wide  range  of  taste;  he  will  learn  to  enjoy  the  variety 
of  foods  essential  to  optimal  growth  and  development;  aver- 
sion to  strange  foods,  so  often  developed  when  first 
introduced  at  a later  date,  is  thus  largely  avoided. 

Libby’s  Baby  Foods  provide  the  variety  needed  for  such 
planned  feeding.  . . . They  are  strained  AND  homogenized, 
and  so  fine  in  texture  that  they  flow  readily  through  a nipple 
opening  of  ordinary  size,  when  mixed  with  the  milk  formula. 
Hence,  they  lend  themselves  to  feeding  early  in  life,  even  as 
early  as  the  fifth  week — before  food  hostilities  develop. 

Taste  is  important  in  conditioning  the  child  to 
lasting  food  likes.  Libby’s  Baby  Foods  are  pal- 
atable. Taste-test  Libby’s  Spinach,  for  instance, 
and  learn  for  yourself  how  good  it  is. 


BEETS  • CARROTS  • PEAS  • SPINACH  • GARDEN  VEGETABLES  • MIXED 
VEGETABLES  • VEGETABLE  SOUP  • LIVER  SOUP  • APPLE  SAUCE  • APPLES 
AND  APRICOTS  • APPLES  AND  PRUNES  • PEACHES  • PEACHES.  PEARS, 
APRICOTS  • PEARS  • PRUNES  • CUSTARD  PUDDING  • VEGETABLE  BEEF 


•Ü  ■ 

L,  "j 


V. 

LIBBY,  MÍNEILL  & LIBBY 

Chicago  9,  Illinois 


VARIOS  DATOS  INTERESANTES 
ACERCA  DE  BIOLAC... 


g|  Alimento  Infantil  Completo 

■Diolac  BS  leche  pura,  desecada,  modificada  y 
^ enriquecida  de  tal  modo,  que  suple  una  fór- 
mula equilibrada. 

Contiene  las  cantidades  requeridas  de  todas  las 
vitaminas  y los  minerales  de  la  leche  humana.  ;Y 
es  tan  fácil  de  preparar— sólo  hay  que  mezclarl® 
con  agua! 

Además,  Bíolac,  en  su  lata  cerrada  al  vacío,  se 
conserva  indefinidamente.  Después  de  abierta  la 
lata,  se  puede  conservar,  bien  tapada,  por  varios 
días  en  un  sitio  fresco  y seco  sin  refrigeración. 

Quizás,  la  razón  principal  por  la  cual  tantos  mé- 
dicos están  prescribiendo  Bíolac  sea  por  las  venta- 
las  que  ofrece. 

1«  Fácil  de  prescribir.  El  médico  puede  confiar 
en  que  la  criatura  alimentada  con  Bíolac  recibe 
los  requerimientos  completos  de  las  vitaminas 
A,  Bi,  B2  y D;  calcio,  hierro  y fósforo:  carbohi- 
drato, proteína,  y grasa*.  Y por  la  absoluta 
sencillez  con  que  se  prepara  una  fórmula,  el 
médico  tendrá  la  satisfacción  de  saber  que  la 


posibilidad  de  cometer  errores  al  mezclar  y 
medir,  se  reducirá  a un  mínimo. 

2.  Fácil  de  preparar.  (Bíolac  se  mide  con  la  cu- 
chara que  trae  cada  lata,  se  mezcla  con  agua 
pura  y la  fórmula  está  lista!  La  leche  de  la  cual 
se  elabora  Bíolac  viene  de  vacas  escogidas, 
sometidas  a la  prueba  tuberculina. 

3.  Fácil  de  digerir.  A Bíolac  se  le  ha  aumentado 
la  lactosa,  el  azúcar  natural  de  la  leche  hu- 
mana. Esto  ayuda  a establecer  la  acidez  normal 
intestinal,  y a utilizar  el  calcio  en  el  desarrollo 
del  niño.  Los  glóbulos  de  grasa  en  Bíolac  se 
reducen  y se  homogeneizan  para  que  se  aseme- 
jen a los  de  la  leche  humana.  La  proteína  se 
ajusta  de  modo  que  sea  más  fácil  de  digerir,  y 
menos  alergénica  que  la  de  la  leche  de  vaca. 

Usted  encontrará  — como  les  ha  sucedido 
a muchos  médicos— que  Bíolac  se  puede  reco- 
mendar con  entera  confianza.  Bíolac  es  un  ali- 
mento equilibrado,  que  gusta  a las  criaturas. 

•Nótese  que,  ni  la  leche  de  vaca  ni  la  humana, 
suplen  cantidades  suficientes  de  la  vitamina  C,  la 
que  deberá  darse  al  niño  a su  debido  tiempo. 


Bíolac 

THE  BORDEN  COMPANY 

350  Modison  Ave.,  New  York  17,  N,  Y. 

Bíolac  es  leche  pura  de  vaca, 
modificada.  Sencillamente  se 
mezcla  con  a^ua  pura  para 
Atener  una  formula  inlantil 
e^mlibrad^ 


I 


Distribuidores  para  Puerto  Rico: 

PLAZA  PROVISION  COMPANY,  Fortaleza  104,  San  Juan,  P.  R. 


} 


Hasta  los  pacientes  más  jóvenes  aprecian  Pyridium* 


SATISFACTORIO 

ALIVIO 

mediante  analgesia 
urogenital 
eficaz  e inocua 


Los  desagradables  síntomas  de  las  infecciones  de  las  vías 
urinarias  tales  como  las  micciones  frecuentes,  ardientes  y 
dolorosas  pueden  aliviarse  prontamente  en  un  gran  número 
de  pacientes  con  la  simple  administración  de  Pyridium 
por  vía  oral. 

Puede  decirse  que  el  Pyridium  no  es  tóxico  en  dosis  tera- 
péuticas y puede  administrarse  simultáneamente  con 
estreptomicina,  penicilina,  sulfonamidas  o cualquiera  otra 
medicación  específica. 

Con  este  analgésico  urinario,  sin  peligro  y fácil  de 
administrar,  el  médico  puede  a menudo  proporcionar  al 
paciente  alivio  casi  inmediato  de  los  desagradables  síntomas 
urinarios,  al  mismo  tiempo  que  emplea  otras  medidas 
terapéuticas  para  tratar  la  enfermedad  fundamental. 
¡mprrsos  a solicitud 


PYRIDIUM* 

(Marca  de  la  Kenilaxo«(liaiiiiiio*piriilina  il(.l) 
^¥Marca  /íro'"trada 


'"Pyridium  es  la  marca  registrada  de  la  Nepera  Chemical 
Co.  Inc.,  sucesora  de  la  Pyridium  Corporation,  para  su  marca 
de  Clorhidrato  de  fenílazo-diamino-piridina.  Merck  & Co., 
inc.,  únicos  distribuidores  en  E.  U.  A." 


lEilCK  OOKTII  A.>II<:III4:A)  IA'4'. 


ll  A\KMit:  OK  TItK  AMEHICAS.  NEW  AOHK  1.1. 
iresores  de  I*.  \X'.  H.  (Corporation  — 


' i 


\. 


V..  V.  S.  A. 


SUIISIDIAFUA  DE 
EXI*OIiTA(:i().\  I>E 
MKItCK  & co.,  IiNC. 

Fahriranirs  ilv 
l*roducton  Qitinni o$. 

Kiihwuy.  .\.  J,.  U.  S.  A. 


Distribuidores  en  Puerto  Rico:  César  Castillo  Inc.  — Tetuán  155,  San  Juan 


3 Infant 

Feeding  Problems 
Every 

Doctor  Knows: 


1.  BABY’S  FORMULA  can  cause  serious  trouble 
unless  the  milk  used  combines  complete  safety, 
and  easy  digestibility,  with  essential  nourish-  ' 
ment.  So  specify  Carnation  Evaporated  Milk 
and  be  ¡ure.  It  is  nourishing  whole  milk,  in  its 
most  digestible  form— specially  heat-refined  soj 
it  is  soft-curd  milk.  Doubly  safe,  because  it  iH 
not  only  pasteurized  but  also  sterilized 
the  can  is  sealed. 

J 


2.  POST-FORMULA  BOTTLE  FEEDING  becomes  a 
problem  when  impatient  mothers  take  their 
babies  off  formula  too  soon— or  change  to  a 
form  of  milk  that’s  less  nourishing,  less  uni- 
form, less  digestible.  For  your  own  protection, 
insist  that  the  baby’s  bottle  continues  to  contain 
all  the  advantages  of  Carnation’s  tested  uni- 
formity-in butterfat,  milk  solids,  curd  tension 
and  viscosity. 


3.  THE  CHANGE  TO  CUP-DRINKING  is  a difficult  > 
transition  for  baby  at  best.  And  the  weaning 
problem  is  unnecessarily  complicated  if  the 
milk  in  the  cup  is  different  in  any  way  from 
that  fed  in  the  bottle.  Experience  shows  that 
Carnation’s  familiar  flavor  aids  acceptance  of 
cup-drinking... while  its  constant  uniformity 
helps  eliminate  the  digestive  upsets  so  often 
caused  by  radical  changes  in  baby’s  routine.  i 


The  Milk  Every  Doctor  Knows: 


The  establisheci  advantages  of  evaporated 
milk  have  made  Carnation  a standard  for 
infant  feeding.  Carnation  Evaporated  Milk 
with  water  and  carbohydrates  is  a tested 
formula  approved  by  the  medical  profession 
for  more  than  50  years. 

And  the  time-tested  qualities  of  Carnation 
Milk  are  equally  helpful  in  solving  the  prob- 
lems of  post-formula  feeding.  There  is  no 
variation  in  composition  or  flavor  to  upset 


baby’s  delicate  digestive  system.  This  uni- 
formity is  the  result  of  rigid  control— from 
cow  to  can.  Every  drop  is  pasteurized,  en- 
riched with  vitamin  D,  homogenized,  and 
sterilized  with  prescription  accuracy  in  Car- 
nation’s own  evaporating  plants. 

You  can  recommend  Carnation  by  name, 
with  complete  confidence  that  there  is  no 
finer,  safer  milk  for  any  stage  of  infant  feed-» 
ing,  from  bottle  to  cup. 


8 out  of  10  mothers  raising  their  babies  on  Carnation 
report  that  it  was  recommended  by  their  doctor 


SE  DIFUNDE  como  la  tiata  en  cn  secante 


Mayor  absorción 
en  las 
hipodermorlisis 
y mayor  campo 
de  anestesia  con 

HYDA8E 

MARCA 


IIIALfJKOi^ílDA^iA 


® 


HYDASE  es  un  producto 


Las  soluciones  inyectarlas  se  rlifiinrleii  fáciliiieiite  a 
través  ríe  los  tejirlos  tratarlos  con  IIYDASE. 

Se  pnerle  arliiiinistrar  nn  vr)lunicn  ríe  litjuirlo  mayor 
eoii  más  rapirlez  y se^nrirlarl. 

Evita  la  tnmcfaecióii  local  o el  dolor  cansarlo  poi* 
la  rl  istensiriii. 

IIY'DASE  es  tamhicii  mi  valioso  coarlynvaiite  cii  la 
anestesia  por  lilorjiico  o por  iníiltraciríii. 

Presentación:  Amprrilas  estériles  ríe  lliO  'I'lllJ  (nní- 
rlatles  tnrlrirrerlnctoras)  de  la  liiainrrrnitlasa  más  pura 
rlisponihie. 


Distribuidores;  WYETH  INTERNATIONAL  LIMITED  - PHILADELPHIA,  U.  S.  A. 
FRANCISCO  N.  CASTAGNET 
San  Juan,  Puerto  Rico 


i Lo  dejamos  a 
f la  decisión  de 
ios  que  saben... 

L . ' — ■ - - 


En  cuanto  a recetarlo,  esto  lo  dejamos  en 
manos  de  los  que  saben  — es  decir  de  los 
señores  Médicos.  Lo  que  nosotros  hacemos 
es  elaborar  un  producto  de  tan  buena  cali- 
dad, que  al  necesitarse  un  alimento  especial 
de  esta  índole,  el  Doctor  gustosamente  re- 
cetará Hemo  Borden’s. 


Porque  Hemo  es  un  bebida  alimenticia  sana, 
fortiñcada  con  cantidades  apreciables  de 
vitaminas  y minerales.  Además  Hemo  tiene 
un  delicioso  sabor  a chocolate.  Hemo  se 
anuncia  a base  de  lo  que  realmente  es— un 
exquisito  complemento  alimenticio— tomado 
caliente  o frío. 


NOTA:  La  Tabla  que  presentamos  al  pie,  muestra  de  una  manera  clara  y fácil  el  contenido  vitamínico  y 
de  minerales  de  Hemo  comparado  con  los  requerimientos  mínimos  diarios  del  adulto,  de  dichos  elementot. 


í-  - 


HEMO  COMPARADO  CON  LAS  NECESIDADES 
MINIMAS  DIARIAS  DEL  ADULTO 


Vitamina  A 
Vitamina  Bi 
Vitamina  60(0) 
Vitamina  D 
Niacinamida 
Hierro 
Calcio 
Fósforo 


Requerimientos 
Mínimos  Diarios 
de  los  Adultos* 

4000  Unid.  Int. 
333  Unid.  Int. 

2 miligramos 

400  Unid.  Int. 

* * 

1 0 miligramos 
750  miligramos 
750  miligramos 


IVb  onzas  ó 38 
gramos  de  Hemo  Qn 
polvo  (2  porciones) 


2 porciones  cLe  Hemo 
en  2 vasos  de  a 8 onzas 
(240  c.c.)  de  leche 


4000 

333 

2 

400 

10  mgms. 
14.7 
376 
288 


*Según  han  sido  establecidos  por  el  Administrador  Federal  de  Seguri- 
dad  bajo  la  autoridad  de  la  Ley  Federal  de  Alimentos  y Drogas  de 
los  Estados  Unidos. 

**Los  requerimientos  minimos  diarios  del  adulto  aun  no  defínitiva- 
mente  establecidos. 


Hemo 


ELABORADO  POR  IOS  FABRICANTES  DE  KLIM 


Envasado  en 
latas  de  1 libra 
6 453  gramos 
(24  porciones) 


Hecho  por  THE  BORDEN  COMPANY,  NEW  YORK,.N.  Y.,  E U A 


Distribuidores  para  Puerto  Rico; 

PLAZA  PROVISION  COMPANY,  Fortaleza  104,  San  Juan,  P.  R. 


TERFONYL 


Sulfadiazine  — • 
Sulfamerazine  — - 
Sulfamethazine 


OR  SAFER  SULFONAMIDE  THERAPY 


Low  Renal  Toxicity 


Sulfadiazine: 
Danger  of  blockage 


Sulfamerazine: 
Danger  of  blockage 

▲ 


Sulfamethazine: 
Blockage  rare 


TKRFOXA^r^: 
Blockage  very  unlikely 
with  therapeutic  dose? 

HA© 


With  usual  doses  of  Terfonvl  the  danger  of 
kidney  blockage  is  virtually  eliminated.  Each 
of  the  three  components  is  dissolved  in  hodv 
fluids  and  excreted  by  the  kidnevs  as  tJiongli 
it  luere  present  alone.  The  solubility  of  Ter- 
fonyl  is  an  important  safety  factor. 

Terfonyl  contains  ecjual  parts  of  sulfadiazine, 
sulfamerazine  and  sulfametiiazine,  chosen  for 
their  high  effectiveness  and  low  toxicity. 

Terfonyl  Tablets,  0.5  Gm.  Bottles  of  100  and  rcoo 

Terfonyl  Suspension . «.5  Grn.  per  5 cc. 
iippetizmg  raspberry  flavor  • Pint  bottles  ' . 


Squibb  MANUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  1853 


aiM^ONri 


lONt 


a NEW  preparation 
for  control  of  MOTION 


JS  Wo  2301 (t) 


tablets 

‘DELKADON’ 

Vjiih, 611,1  *111, 

fieiisSoiiBa  Alkaloids 

H*«iJ»*'***  «’"‘«ini 
btoraioe  0,225  mgT 
WtopmesulfaioO.oij 
h»- 

ft  nni! 

2 ' i - njethyl  -•  i . 

.*«NtN8.®'M9,  be 
Habti-totmlne.  * ” 

fufSI *’•  S <'• 

OOHaE 

^lUOtlPHlA,  U.S.A. 


Jl'DELKADOiJ 

Belladonna' 

“ ^^lel  contain»*  ^1 

be  habit  '»"*^  I 
MHME 


SICKNESS 


SHARP^ 

DOHME 


land  . . . 


Vinbarbital  with  Belladonna  Alkaloids 


I 

tablets 


Delkadon  is  ideal  for  the  prophylaxis  and 
treatment  of  motion  sicknesses  and  in  the 
therapy  of  colitis,  spastic  constipation  and 
other  conditions  involv  ing  spasms  of  the  in- 
voluntary muscles.  Also  indicated  for  relief  of 
duodenal,  ureteral  and  urinary  bladder 
spasms,  and  as  an  adjunct  in  the  dietary  man- 
agement of  peptic  and  duodenal  ulcers  and 
pyloro-spasm. 


Delkadon  relieves  pain  due  to  spasms  of  L 
the  smooth  muscles  and  reduces  nervous  i} 
tension.  This  new  antispasmodic-sedative  d 
combination  contains:  Hyoscyamine  hydro-  i 
bromide  0.225  mg..  Atropine  sulfate  0.019  3 
mg.,  Scopolamine  hydrobromide  0.006  mg., 
'Delvinal’  vinbarbital  30  mg. 

Rx.  In  bottles  of  25  and  100  tablets. 

SHARP  & DOHME*  Philadelphia*  U.S.A.J{ 

ntl 


Liver  Protein  Hydrolysate  supplying 

AMIXO  ACIDS  for  ORAL  THERAPY 


The  amino  acids  in  LEDINAC  Liver  Protein  Hydrolysate  Lederle 
provide  a rapidly  absorbable  siipi)lement  which  tends  to  combat 
“protein  starvation”  in  patients  and  secure  normal  nitrogen 
balance  in  the  tissues.  Amino  acids  furnish  one  of  the  best  means 
of  providing  convalescent  patients  with  nitrogenous  foods. 


LE1)IN.\C  Liver  Protein  Hydrolysate  Lederle  provides  in  a 
palatable,  chocolate-flavored  form,  a rapidly  absorbable  dietary 
supplement  that  does  not  tax  unduly  the  digestive  powers  of 
the  i)atient. 

LEDIN.VC  Liver  Protein  Hydrolysate  Lederle  is  a source  not  only 
of  modified  protein  and  amino  acids,  but  also  of  vitamins,  minerals, 
and  carbohydrates.  It  is  derived  from  mammalian  liver  — the 
richest  nutritional  storehouse  in  the  body. 

*Reg.  U.  S.  Pat.  Off. 


FORMULA 

Liver  Protein  Digest 54.0% 

Maltose 38.5% 

Flavoring  Agents  (including 

chocolate  and  saccharin)  . . 7.5% 

Supplying:  Carbohydrate 32.5% 

Fat 3.5% 

Protein 50.0% 

Free  Amino  Nitrogen 1.0% 


including  the  amino  acids,  Arginine, 
Histidine,  Lysine,  Tryptophane,  Phenylala- 
nine, Methionine,  Threonine,  Leucine,  Iso- 
leucine, Valine,  and  Cystine. 


Each  30  Gm.  contains: 

Thiamine  Hydrochloride  (B|)  1.00  mg. 

Riboflavin  (82) 2.00  mg. 

Niacinamide 6.60  mg. 

Pantothenic  Acid 2.30  mg. 

Pyridoxine  Hydro- 
chloride (Bé) 0.24  mg. 

Biotin 2.70  gamma 

Inositol 23.00  mg. 

Choline 120.00  mg. 

Calcium 106.00  mg. 

Phosphorus 297.00  mg. 

Iron 4.80  mg. 

Calories 103.8 


Packarjed  in  one-half  'pound  jars 

Lli:  DIB  BILE  I.AIBOK  AT  OKIES  IPI  VI  SIOX 

A.MKUICA.N  CYA.N'AMII)  CO.MPANY  • 30  ROCKKFELI.KK  PMZA.  NEW  YOltK  20.  N.Y. 


LESS 

LIKELIHOOD 
OF  - 


The  infant's  digestive  tract  'v'^  v ! .’  v 

can  handle  Cartose  ‘ - v 

(mixed  dextrins,  maltose  and  ‘-v¥ 

dextrose)  with  ease  since 

each  of  these  carbohydrates  has  a 

different  rate  of  assimilation 

releasing  a steady  supply  of  carbohydrate 

for  "spaced"  absorption.  The  low  rate 

of  fermentation  of  Cartose 

means  less  likelihood  of  colic. 


CARTOSE 


Liquid  Carbohydrate  * Easy  to  Use  * Economical 

Bottles  of  1Ó  oz.  1 tablespoonful  = 60  calories 
Write  for  complimeniary  formula  blartks 


New  Vo«>f  13,  N.  y.  Windsor,  Ont. 


in  Propylene  Glycol...  C 

Milk  Diffusible  Vitamin  Do  ^ 


Daily  dose  for  infants  2 drops,  for  children  and  adults 
' 4 to  6 drops  in  milk.  Bottles  of  5,  10  and  50  cc. 

Cortóse  ond  Drisdol,  trademarks  reg.  U.  S.  & Canada 


ODORLESS 
TASTELESS 
^ NONALLERGENLC 


PROFESSIONAL  BUILDING  — Ave.  de  Diego  308 
Santurce,  Puerto  Rico 
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RUPTURE  OF  THE  CERVICAL  DISC 

NATHAN  RIFKINSON,  M.D. 

San  Juan,  P.  R. 


Rupture  of  an  intervertebral  disc  in  the  cervical  region  is  not 
an  uncommon  cause  of  pain  in  the  upper  extremity’"*  and  failure 
to  recognize  this  condition  may  expose  the  patient  to  serious  dan- 
gers. 

There  are  several  anatomical  points  which  when  kept  in  mind 
help  explain  cervical  disc  symptomatology  and  pathology.  The 
cervical  portion  of  the  vertebral  column  is  the  most  movable  of  the 
spine  and  normally  it  has  a characteristic  anterior  curvature.  Be- 
cause of  this  mobility  the  intervertebral  discs  and  the  ligaments 
are  constantly  subjected  to  stretching  and  compression  and  thus 
to  frequent  trauma.  It  is  at  the  points  of  greatest  stress,  i.e.  the 
spaces  between  C5-C6  and  C6-C7  that  the  discs  are  traumatized 
most  frequently.  It  is  therefore  found  that  practically  all  of  the 
disc  ruptures  occur  at  these  two  levels,  especially  the  level  be- 
tween C6-C7.  In  the  cervical  region  the  spinal  cord  practically  fills 
the  bony  canal,  and  the  nerve  roots,  which  run  from  the  cord  per- 
pendicularly in  this  region,  reach  their  outlet  after  only  a few 
millimeters  from  their  origins. 

In  general  there  are  two  main  types  of  cervical  disc  rup- 
tures.-- One  type  ruptures  more  medially  and  compresses  the 
cord  substance,  and  the  second  and  most  common  type,  ruptures 
more  laterally  and  is  forced  against  a nerve  root. 

Subjectively  the  patient  with  a laterally  ruptured  cervical  di.sc 
will  usually  experience  pain,  sensory  changes,  and  weakness,  the 
structures  and  areas  involved  depending  on  the  nerve  root  com- 
pressed.” Coughing  or  sneezing  or  straining  at  stool,  which  will 
result  in  a rise  in  intracranial  tension  will  raise  the  intraspinal 
pressure,  and  cause  an  increase  in  the  tension  on  an  already  stret- 
ched nerve  resulting  in  radiation  of  pain  along  that  nerve  distri- 
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bution.  Pressure  against  the  nerve  will  result  in  compression  of 
both  motor  and  sensory  fibers.  Thus  in  protruded  discs  at  the 
C5-C6  interspace  paresthesia  or  hypesthesia  will  be  experienced 
by  the  patient  at  the  base  of  the  thumb  or  index  finger,  or  both 
(6th  nerve  root),  while  in  7th  nerve  root  compression  sensory 
changes  will  involve  most  of  the  index  and  middle  fingers.  Pain 
will  be  felt  in  the  same  areas,  also  along  the  outer  forearm  and 
base  of  the  hand.  The  patient  may  find  that  flexion  (6th  nerve) 
or  extension  (7th  nerve)  at  the  elbow  may  be  weaker  than  normal 
depending  on  the  nerve  root  involved.'*'  *** 

Examination  will  usually  reveal  sensory  changes  over  the  same 
areas  of  subjective  disturbance.  Evidence  of  biceps  weakness  or  a 
weakened  or  absent  biceps  reflex  will  indicate  disc  rupture  at  the 
C5-C6  level,  while  triceps  weakness  with  diminished  or  absent 
triceps  reflex  would  indicate  the  rupture  to  be  at  the  C6-C7  level 
since  the  6th  cervical  nerve  supplies  a large  portion  of  the  biceps 
and  the  7th  supplies  a large  portion  of  the  triceps  muscle.’*  Ten- 
derness on  pressure  of  the  spine  at  the  affected  level  is  also  a 
frequent  finding. - 

While  x-ray  of  the  cervical  region  is  frequently  negative  in 
the  more  medial  disc  herniations,  they  are  usually  very  revealing 
in  the  lateral  cervical  disc  ruptures.-  Anterior-posterior,  lateral 
and  oblique  views  are  taken.  In  the  A-P  view  the  pedicle  shadows 
are  checked  and  areas  for  fractures  are  observed.  An  early 
roentgenological  sign  of  extramedullary  tumor,”  which  at  times 
may  simulate  a ruptured  cervical  disc,  is  the  erosion  of  the  pedicle 
margins.  This  does  not  occur  in  disc  pathology.  In  the  lateral 
view  one  can  see  whether  or  not  there  is  a loss  of  the  cervical 
curvature,  for  when  a nerve  is  under  tension,  as  occurs  in  laterally 
ruptured  discs,  there  is  an  associated  muscle  spasm  which  tends  to 
minimize  cervical  movement  by  straightening  the  cervical  curva- 
ture. Also  when  a disc  loses  its  nucleus  pulposus  it  collapses  and 
a narrowed  intervertebral  interspace  will  usually  indicate  the  site 
of  rupture.  While  in  the  oblique  views  the  intervertebral  foramina 
will  be  seen  to  be  narrowed  at  the  level  of  the  narrowed  interspace. 

Whenever  disc  pathology  is  suspected  it  is  important  to  do 
a spinal  tap,  and  at  the  same  time  perform  a Queckenstedt  test  for 
possible  evidence  of  block.  Since  pressure  exerted  against  nervous 
tissue  will  cause  some  venous  obstruction,  there  will  be  an  increase 
in  the  total  protein  of  the  spinal  fluid.-'  * A laterally  ruptured 
disc  pressing  against  a nerve  root  obstructs  only  a small  area  of 
nervous  tissue  and  the  consequent  total  protein  rise  will  be  small 
(50-80  mgm.^c)  while  more  medially  ruptured  discs  or  tumors, 
obstructing  larger  portions  of  nervous  tissue,  may  cause  a much 
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greater  rise  in  the  total  protein,  particularly  in  the  case  of  tumors, 
which  in  themselves  may  provoke  protein  increase. 

Operation  on  lumbar  disc  herniations  merely  on  clinical  evi- 
dence,'- poses  no  great  difficulty,  even  when  more  than  one  space 
must  be  explored.  The  dura  enclosing  the  cauda  equina  can  be 
retracted  without  much  danger  of  injuring  the  roots,  which  are 
well  protected  within  the  roomy  lower  theca.  If  on  exploring  one 
space  the  disc  is  not  found,  it  is  a relatively  simple  matter  to 
explore  the  space  above  or  below.  However,  in  the  cervical  region, 
it  is  more  difficult.  The  surgeon  must  go  far  laterally  and  using 
a chisel  remove  part  of  the  facet,  keeping  in  mind  the  fact  that 
the  dura  is  practically  filled  with  very  viable  spinal  cord,  and  that 
excessive  retraction  may  result  in  bruising  and  permanent  damage 
to  the  cord.  Therefore  it  is  better,  in  the  case  of  slightest  doubt 
as  to  level  of  pathology  to  do  a myelogram"’  and  thus  be  certain  of 
the  space  to  be  explored,  thus  minimizing  the  handling  of  sensitive 
nervous  tissue,  for  at  times,  even  good  plain  x-rays  and  supposedly 
clear  clinical  symptoms  may  be  misleading.  Since  pantopaque  has 
practically  replaced  lipiodol’  as  the  contrast  medium  in  spinal 
subarachnoid  investigations,  many  of  the  objections  against  myelo- 
graphy have  been  dropped.  It  is  a proven  safe  medium  of  inestima- 
ble value. 

In  doing  a cervical  myelogram  6 cc  of  pantopaque  is  injected 
into  the  lumbar  space,  while  for  a lumbar  or  thoracic  myelogram 
only  3 cc  is  usually  sufficient,  since  the  dural  sac  in  the  cervical 
region  is  very  broad.'' 

After  the  oil  has  been  injected  in  the  lumbar  region  the 
patient  is  placed  face  down  on  a tilting  x-ray  table  with  the  needle 
left  in  place.  The  patient  is  securely  fastened  to  the  table  and 
the  procedure  is  best  explained  to  the  patient  to  secure  optimum 
cooperation  and  minimize  fear.  The  table  is  then  slowly  tilted 
head  downwards  and  the  oil  column  is  followed  in  its  transit  along 
Ihs  vertebral  column  with  the  fluoroscope.  Since  the  thoracic 
posterior  hump  has  to  be  traversed,  the  table  must  be  tilted  at  a 
lather  sharp  angle  with  the  patient’s  head  down.  It  is  therefore 
important  to  dorsiflex  the  head  in  order  to  prevent  the  oil  from 
.^lipping  past  the  cervical  gutter  into  the  basal  cisternae.  As  the 
pantopaque  is  observed  pooling  in  the  cervical  gutter  the  head  is 
slowly  and  carefully  straightened  .somewhat  to  fill  up  all  the  inters- 
paces and  nerve  sleeves  required  for  observation.  When  a defect 
is  noted,  the  patient’s  head  is  carefully  rotated  from  side  to  side 
in  an  attempt  to  fill  in  the  defect.  If  this  does  not  occur  then 
an  x-ray  is  taken.  The  table  is  then  tilted  the  opposite  way,  al- 
lowing the  oil  to  leave  the  cervical  region  and  the  procedure  is 
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again  repeated.  Reproduction  of  the  same  defect  dispels  all  doubt 
as  to  the  level  of  the  pathology.  If  the  disc  is  very  much  displaced 
laterally,  the  only  defect  might  be  a lack  of  filling  at  the  origin  of 
ihe  nerve  sleeve.  More  medially  displaced  discs  may  cause  a defect 
in  the  dural  shadow  or  if  midline,  may  show  a complete  block  at 
the  level  of  the  interspace.  After  the  desired  plate  is  taken,  the 
table  is  replaced  more  or  less  in  a horizontal  position  and  with  the 
aid  of  the  fluoroscope  the  oil  is  manouvered  under  the  needle  and 
removed  by  gentle  aspiration. 

In  the  differential  diagnosis  local  pathology  affecting  the  roots 
of  the  brachial  plexus  must  be  ruled  out.  Neoplasms  of  the  upper 
thorax  and  first  rib,  axillary  masses,  metastatic  or  otherwise  must 
be  kept  in  mind  as  well  as  unusually  enlarged  lymph  glands. 

A common  condition  which  causes  a great  deal  of  confusion 
with  ruptured  cervical  disc  is  the  scalenus  anticus  syndrome  where 
no  cervical  ribs  are  present.'-  In  recalling  the  surrounding  anatomy 
of  the  anterior  scalenus  it  is  noted  that  the  subclavian  vein  passes 
in  front  of  the  muscle  just  at  its  insertion  into  the  first  rib,  and 
the  second  portion  of  the  artery  passes  just  posteriorly,  as  it  goes 
into  the  axilla  while  the  trunks  of  the  brachial  plexus  lie  just  behind 
the  artery.  Therefore,  pressure  exerted  by  a spastic  muscle  against 
the  artery  will  be  transmitted  to  the  trunks  of  the  brachial  plexus 
and  will  thus  give  pain  and  paresthesias,  especially  over  the  dis- 
tribution of  the  lower  trunk. 

This  anatomical  fact  is  utilized  in  a test  in  which  the  neck  is 
compressed  to  the  side  of  the  pain.-'  If  this  maneuver  thus  produces 
pain  over  the  areas  supplied  by  the  6th  or  7th  nerve  roots,  scalenus 
anticus  syndrome  may  be  eliminated  since  these  roots  cannot  be 
compressed  in  the  scalenus  angle.  The  pain  in  cervical  disc  is 
usually  more  definitely  outlined  by  the  patient  since  only  one  nerve 
is  involved,  while  in  the  scalenus  syndrome  the  patient  is  apt  to 
be  more  indefinite  about  outlining  the  pain  since,  being  a polyra- 
dicular  syndrome,  it  is  more  diffuse.  The  entire  extremity  may 
feel  heavy  and  the  grip  weak.  Since  muscle  spasm  tends  to  shorten 
and  thus  thicken  the  scalenus,  pressure  against  the  artery  is  apt 
to  cause  not  only  a weaker  pulse  on  the  affected  side  but  also  a 
cooler  extremity  because  of  decreased  blood  flow.'  The  pulse  dif- 
ference can  frequently  be  brought  out,  by  the  so-called  vascular 
test.'  The  patient  is  seated  with  hands  on  his  knees  and  the  head 
turned  towards  the  side  of  the  suspected  pathology.  He  is  then 
told  to  inspire  deeply  and  hold  his  breath,  while  the  examiner 
palpates  the  pulse.  The  angle  between  the  pleura  and  the  an- 
terior scalenus  muscle  is  thus  lessened  and  if  the  pulse  wea- 
kens perceptibly  or  is  obliterated  or  the  B.P  lowered  there  is  indi- 
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cation  that  it  is  being  encroached  upon  by  crowded  adjacent  struc- 
tures. Pressure  against  the  scalenus  insertion  may  reveal  tender- 
ness, and  may  produce  pain  along  the  involved  nerve  trunks,  a 
condition  absent  in  cervical  disc  pathology.  One  simple  test  of 
value  in  helping  differentiate  these  two  conditions  is  to  infiltrate 
the  suspected  scalenus  with  1 to  2 cc  of  1%  novocaine.”  If  the 
muscle  is  spastic  novocaine  infiltration  will  relieve  the  spasm, 
lengthen  the  muscle  and  thus  release  pressure  on  the  artery  and  in- 
directly on  the  brachial  plexus.  Within  a few  minutes  in  a positive 
test,  the  symptoms  will  either  lessen  notably  or  completely  disap- 
pear. This  test  can  however,  be  very  misleading  if  certain  precau- 
tions are  not  taken.  If  for  any  reason  the  needle  pierces  the  muscle 
posteriorly  spillage  of  the  novocaine  will  take  place  over  the  brachial 
plexus  and  pain  from  whatever  cause  will  disappear.  Also  excessive 
amounts  of  novocaine  injected  into  the  muscle  may  cause  diffusion 
of  the  novocaine  thru  the  muscle  and  spillage  over  the  brachial 
plexus  with  the  same  effect.  Thus  a small  needle  and  a small 
amount  of  novocaine  is  used  as  a precaution.  A positive  test 
will  not  only  cause  relief  of  pain  but  frequently  will  clear  up  areas 
of  hypesthesia  or  paresthesia  since  pressure  on  the  nerve  trunk 
is  released.  If  pain  disappears  but  the  areas  of  hypesthesia  or 
anesthesia  increa.ses  then  the  test  is  valueless  since  novocaine  spil- 
lage has  certainly  taken  place. 

Pain  produced  by  laterally  herniated  cervical  discs  on  the  left 
side  may  at  times  be  mistaken  for  anginal  pain.^'^  The  patient  may 
experience  some  discomfort  in  the  left  shoulder  and  have  pain  run- 
ning along  the  left  arm  to  the  wrist  or  hand. 

In  this  day  and  age  of  popular  emphasis  on  heart  disease  it  is 
quite  usual  for  the  average  man  to  know  well  the  symptoms  of 
angina  pectoris.  Not  being  scientifically  critical  the  average  layman 
will  immediately  mark  himself  a sufferer  from  heart  disease.  Many 
of  these  men,  unnecessarily  heroic,  keep  their  secret  from  their 
families  and  suffer  mental  anguish  in  silence,  dreading  confirmation 
of  their  fears  by  their  physicians.  They  gradually  give  up  golf,  ten- 
nis and  other  healthful  sports  giving  flimsy  excuses  to  avert  sus- 
picion, and  a previously  healthy  man  thus  becomes  resigned  to  the 
fate  of  a semi-invalid.  Or  there  are  individuals  who  with  their 
first  symptoms  rush  to  their  physician  to  be  reassured  that  their 
difficulty  is  not  serious,  and  who  are  only  too  often  told  that  they 
are  heart  sufferers,  in  .spite  of  all  other  evidence  to  the  contrary. 
It  is  subsequently  very  difficult  to  free  .some  of  these  patients  from 
fear  of  heart  disease  even  though  their  true  pathology  is  explained 
to  them.  Any  adult  patient  with  symptoms  of  atypical  angina 
pectoris  presenting  himself  to  a doctor,  should  be  given  the  benefit 
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of  having  a left-sided  ruptured  cervical  disc  eliminated  as  a possible 
cause  of  his  trouble. 

The  more  medially  herniated  cervical  discs  will  cause  compres- 
sion of  the  cervical  spinal  cord.  Since  the  cord  in  this  region  prac- 
tically completely  fills  the  cervical  canal  pressure  against  it  may 
cause  serious  symptoms.^'  This  is  especially  true  because  of  the 
relative  immobility  of  the  cord  in  this  region,  the  cord  being  sus- 
pended rather  tautly  by  the  dentate  ligaments,  the  pial  reflections 
attached  to  the  inner  dura.'*’  Pressure  by  a disc  will  produce  symp- 
toms by  pressure  on  the  long  tracts,  i.e.  the  spinothalamic  and  the 
pyramidal  tracts  particularly.  Severity  of  the  symptoms  will  of 
course  depend  on  the  amount  of  pressure  and  the  position  of  the 
disc.  A Brown-Sequard-like  syndrome  may  be  caused  by  compres- 
sion of  one  side  of  the  cord,  while  bilateral  pyramidal  tract  signs 
by  the  more  medially  ruptured  discs.  The  latter  may  and  does 
simulate  amyotrophic  lateral  sclerosis.  Thus  a patient  with  symp- 
toms of  multiple  sclerosis,  primary  lateral  sclerosis  or  amyotrophic 
lateral  sclerosis,  should  by  all  means  be  subjected  not  only  to  a 
spinal  tap,  which  may  yield  a fluid  with  a raised  total  protein,  but 
also  to  a Queckenstedt  test  which  may  reveal  a partial  or  complete 
block.  If  the  total  spinal  fluid  protein  is  raised  in  such  a patient 
even  without  evidence  of  block  or  the  Queckenstedt  test  indicates 
obstruction,  myelography  should  by  all  means  be  done,  and  if  the 
findings  are  positive  early  surgery  must  be  resorted  to.  For  whereas 
amyotrophic  lateral  sclerosis  or  the  other  degenerative  nerve  disea- 
ses at  present  carry  with  it  a hopeless  prognosis,  herniated  cervical 
disc  does  not.  However,  once  definite  neurological  symptoms  are 
established,  even  removal  of  the  offending  disc  does  not  usually 
completely  restore  an  intact  cervical  cord,  since  the  cervical  cord 
is  extremely  susceptible  to  destruction  by  sudden  pressure  and 
constant  irritation  and  trauma  caused  by  the  cord  rubbing  against 
the  protruded  disc  fragment. 

Large  slow-growing  extra-medullary  tumors  may  cause  great 
flattening  of  the  cord  with  marked  neurological  deficit,  yet  removal 
of  the  tumor  frequently  results  in  a remarkable  return  of  neurolo- 
gical function,  since  during  the  gradual  compression  the  nervous 
tissue  has  had  time  to  readjust  its  circulation  and  make  physio- 
logical readjustment.  While  small  fragments  of  disc,  rapidly  causing 
cord  compression  carries  with  it  a poorer  prognosis  for  neurological 
readjustment  after  removal,  since  little  or  no  time  has  been  allowed 
for  the  nervous  tissue  to  readjust  itself. 

If  the  laterally  herniated  discs  which  cause  nerve  root  com- 
pression are  allowed  to  go  on  to  nerve  destruction  with  loss  of 
sensation  in  portions  of  fingers,  incapacitation  may  be  caused  to 
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the  individual  who  needs  normal  sensation  in  his  fingers  of  his 
working  hand.  Here  too,  once  a diagnosis  of  ruptured  disc  is  made 
and  surgery  is  decided  upon,  early  removal  is  advisable. 

Cervical  pain  caused  by  herniated  discs,  is  a condition  for 
which  many  people  seek  relief  and  who  frequently  find  their  way 
to  the  chiropractor.  These  patients  after  having  received  innu- 
merable heat  treatments  and  vitamin  B injections  for  neuritis 
without  relief  at  the  hands  of  legitimate  doctors,  seek  other  help. 
It  is  the  cervical  portion  of  the  vertebral  column  that  the  chiro- 
practor can  do  the  most  with,  manipulation  producing  an  audible 
crack  which  sounds  quite  impressive.  It  may  happen  that  this 
manipulation  may  move  the  offending  disc  somewhat  away  from 
the  nerve  root  relieving  some  of  the  pain.  But  as  happens  on  oc- 
casions a more  medially  partially  herniated  disc  can  be  forced  out 
by  this  manouver,  causing  irreparable  cervical  cord  damage  and  at 
times  paralysis,  either  at  the  time  of  manipulation  or  a short  time 
later. 

All  laterally  herniated  cervical  discs,  like  lumbar  discs  should 
be  given  a trial  of  conservative  therapy.-  The  majority  of  the 
patients  with  lateral  cervical  herniations  can  be  made  comfortable 
or  symptom  free  by  proper  physiotherapy.  Graduated  neck-stret- 
ching with  the  halter  and  heat  to  overcome  muscle  spasm,  plays 
a great  part  in  alleviating  symptoms.  At  times  a properly  fitting 
Thomas  collar  worn  for  several  months  helps  promote  sufficient 
healing  in  the  position  of  least  nerve  pressure  to  keep  the  patient 
quite  comfortable. 

Surgery  is  urgent  in  patients  with  symptoms  of  cord  compres- 
sion and  those  with  intractable  pain,  which  is  not  relieved  by  con- 
servative treatment. 

The  best  results  are  obtained  in  the  acute  laterally  herniated 
discs.-  In  the  more  chronic  cases,  the  discs  are  often  found  to 
be  calcified  so  that  they  must  be  chiseled  out  before  pressure  on  the 
nerve  can  be  relieved.  In  these  instances,  nerve  pressure  and 
irritation  has  been  present  for  so  long  that  adhesions  between  the 
nerve  fibers  and  dura  are  frequently  found  or  narrowing  of  the 
dural  sheath  is  i)resent  so  that  even  removal  of  the  offending  disc 
does  not  always  give  comjjlete  relief  from  pain.  In  these  cases 
opening  of  the  nerve  sheath  and  separating  the  fibers  and  unroofing 
of  the  bony  canal  may  help  and  give  better  results. 

casp:  no.  1 

A.M.  male.  Age  42:  Office  worker. 

The  patient  was  first  .seen  at  the  neurosurgical  clinic  of  the 
School  of  Tropical  Medicine,  University  Hospital  on  August  3,  1949. 
He  was  a 42  year  old  office  worker  who.se  main  job  was  using  an 
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adding  machine  particularly  with  the  index  and  middle  fingers  of 
his  right  hand.  Approximately  three  weeks  before  coming  to  the 
clinic  he  awoke  one  morning  with  moderate  pain  radiating  from 
his  right  shoulder,  along  the  back  of  the  forearm  to  the  base  of 
the  index  finger  dorsally.  This  pain  became  more  severe  as  the 
day  went  on  so  that  it  became  necessary  for  him  to  support  the 
painful  extremity  with  the  other  hand,  thus  relieving  the  pain 
somewhat.  Several  days  later  he  felt  numbness  in  his  index  and 
middle  fingers,  especially  the  former.  Coughing  or  sneezing  caused 
acute  exacerbations  of  the  pain  with  radiation  along  the  arm  and 
hand.  Analgesics  and  Vitamin  B injections  given  to  him  by  his 
physician  for  the  next  three  weeks  gave  little  relief.  There  was  a 
history  of  the  patient  having  fallen  off  a horse  onto  the  back  of  the 
neck  some  20  years  previously  with  the  development  of  a stiff  neck 
for  several  days  and  except  for  two  or  three  episodes  of  stiff  neck 
and  pain  in  the  20  years  following  the  accident,  the  patient  had 
absolutely  no  discomfort  until  the  present  onset  of  symptoms. 

Examination  revealed  a very  well  developed  somewhat  obese, 
well  dressed,  but  unshaven  white  man,  in  evident  pain.  He  sat  with 
his  left  hand  supporting  the  right  upper  extremity  at  the  elbow 
in  a horizontal  position.  The  biceps  and  triceps  and  radial  reflexes 
were  active  and  equal  bilaterally.  No  Hoffman  sign  was  present. 
Pressure  of  the  right  forearm  muscles  caused  mild  discomfort. 
There  was  marked  hypesthesia  dorsally  over  the  base  of  the  index 
and  middle  fingers  up  to  the  proximal  interphalangeal  joints,  and 
over  the  entire  ventral  surface  of  these  fingers.  The  right  grip. 
Ilexion  and  extension  at  the  elbow  were  noticeably  weaker  than 
normal.  With  the  extremity  hanging  down  unsupported,  the  pain 
became  unbearable.  There  was  tenderness  to  pressure  over  the 
6th  and  7th  cervical  spines. 

The  lateral  x-ray  view  of  the  cervical  spines  (Fig.  1)  showed 
a complete  loss  of  the  normal  cervical  curvature  and  a marked 
narrowing  of  the  C5-C6  interspace,  while  the  space  below  is  only 
suggestively  narrowed  anteriorly.  This  was  totally  unexpected 
since  clinically  the  symptomatology  pointed  to  compression  of  the 
7th  nerve  root  (C6-C7  level).  In  the  oblique  views  (Fig.  2)  both 
the  sixth  and  the  seventh  foramina  are  narrowed. 

The  patient  was  given  a trial  period  of  conservative  treatment, 
(i.e.  neck  stretching,  heat  and  Thomas  collar).  There  was  very 
definite  improvement  during  the  first  week,  but  the  pain  returned 
again  with  the  same  severity.  Since  there  was  some  uncertainty  as 
to  the  exact  level  of  the  pathology,  a myelogram  with  6 cc  of  panto- 
paque  was  performed.  After  the  cervical  gutter  was  filled  two 
defects  were  noted  at  the  C6-C7  interspace,  a large  defect  on  the 


FIG.  1.  CASE  1.  Lateral  view  of  cervical  vertebrae  showing  loss  of  the  normal 
anterior  cervical  curvature.  Arrow  indicates  collapse  of  the  C5-C6  interspace. 


FIG.  2.  CASE  1.  Oblique  view  showing  narrowing  of  6fh  and  7th  foramina. 

(arrows) 


FIG.  3.  CASE  1.  X-ray  taken  (luring  myelography.  Shows  large  defect  in  the 
pantopaque  column  on  the  right  at  the  C6-C7  interspace  and  a smaller  defect 

on  the  left  at  the  same  level.  c 


FIG.  4.  CASE  1.  Shows  filling  of  the  small  defect  on  the  left  (fig.  3)  but 
continued  defect  on  the  right,  after  careful  head  manipulation  under  fluoros- 
copy. 
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right  (Fig,  3)  indicating  obliteration  not  only  of  the  root  sleeve 
of  the  7th  nerve,  but  also  part  of  the  dura  of  the  cervical  cord  and 
on  the  left  obliteration  of  the  root  sleeve  of  the  opposite  nerve. 
Careful  movement  of  the  head  from  side  to  side  while  observing 
the  pantopaque  column  under  the  fluoroscope  succeeded  in  filling 
the  left-sided  defect.  (Fig.  4).  The  root  sleeves  at  the  higher 
levels  are  all  seen  to  be  normally  filled.  The  spinal  fluid  removed 
before  pantopaque  instillation  showed  a normal  colloidal  gold  curve, 
negative  Kolmer,  no  cells  and  43  mgm.  7®  of  total  protein. 

Operation  in  the  cerebellar  position  was  performed  under  en- 
dotracheal ether  several  days  later.  The  C6-C7  interspace  on  the 
right  was  exposed  by  retraction  of  the  right  nuchal  muscles.  With 
a small  burr  placed  against  the  laminae  the  ligamentum  flavum 
was  exposed  and  removed  revealing  a tense  non-pulsating  dura. 
Because  the  myelogram  indicated  that  the  disc  rupture  was  at  and 
above  the  interspace,  V4  of  the  lower  portion  of  the  6th  lamina  and 
a small  portion  of  the  facet  were  nibbled  away  until  the  nerve  root 
could  be  identified.  The  root  was  tense  and  edematous  and  pushed 
posteriorly  by  an  underlying  mass.  The  nerve  root  was  dissected 
carefully  off  the  mass  and  some  fine  adhesions  cut.  The  dura  was 
then  slightly  retracted  medially  exposing  the  mass  more  fully  which 
was  seen  to  be  covered  by  a paper-thin  fibrous  layer.  When  the 
fibers  of  the  latter  were  separated,  five  small  pieces  of  ruptured 
disc  herniated  spontaneously.  Careful  probing  for  the  interspace 
with  a curet  revealed  it  to  be  practically  closed  and  the  space  was 
not  entered.  No  other  disc  fragments  were  found.  The  nerve  root 
was  further  decompressed  by  removing  part  of  the  roof  of  the 
foramen.  With  decompression  thus  accomplished  normal  pulsation 
of  the  dura  and  even  of  the  nerve  sleeve  returned.  After  the  ins- 
tillation of  100,000  units  of  penicillin  into  the  wound,  the  latter 
was  closed  in  layers  with  black  silk.  After  fully  recovering  from 
the  anesthetic  the  patient  stated  he  was  relieved  of  his  pain  but 
still  had  numbness  of  the  index  and  middle  fingers.  He  was  allowed 
out  of  bed  48  hours  after  surgery  and  was  ready  to  leave  the  hos- 
pital in  two  weeks.  At  discharge  the  grip  in  the  right  hand  was 
much  stronger;  subjective  numbness  was  still  present  in  the  two 
fingers,  but  not  as  marked. 

The  last  time  the  patient  was  seen,  three  months  after  surgery, 
he  was  back  at  work  free  of  all  pain,  and  although  he  still  had 
subjective  numbness  in  the  index  and  middle  fingers,  it  was  much 
less  marked  and  seemed  limited  to  the  terminal  phalanges. 

CASK  NO.  2 

J.C.  Age  52  — cane  worker. 

This  man  was  seen  in  consultation  at  the  Arecibo  District 
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Hospital  on  July  25,  1949.  His  history  dated  back  ten  months 
previously  when  he  noted  that  his  legs  tired  easily  during  his 
ordinary  days  work.  There  was  gradual  increase  in  weakness  of 
the  lower  extremities  in  the  next  few  months  as  well  as  beginning 
clumsiness  and  weakness  of  his  hands  so  that  he  was  compelled 
to  discontinue  his  work.  His  weakness^  became  marked,  and  the 
patient  spent  most  of  the  time  in  bed  or  in  a chair,  walking  only 
to  eat  at  table  and  for  toilet  necessities.  There  was  no  history  of 
injury  to  the  neck. 

When  seen  in  the  hospital  10  months  after  onset  of  symptoms, 
the  patient  said  he  had  no  pain  but  was  generally  weak.  He  was  a 
thin  short  man ; he  walked  with  a somewhat  broader  than  normal 
gait  and  with  some  unsteadiness.  He  could  not  stand  in  the  Romberg 
position  falling  to  either  side.  Tandem  walking  was  impossible.  The 
muscles  of  the  arms  showed  some  atrophy  on  both  sides.  Although 
there  was  no  spontaneous  fibrillar  twitching  of  the  muscles,  there 
was  definite  hyperirritability  of  the  biceps  and  forearm  muscle 
groups.  Finger-to-nose  test  was  awkwardly  performed.  The  lower 
extremities  tired  quickly  against  resistance.  Biceps  and  triceps 
weakness  was  marked  bilaterally  and  the  grips  were  poor.  The 
deep  reflexes  of  the  lower  and  upper  extremities  were  hyperactive, 
especially  of  the  right  knee  jerk.  A well  developed  Babinski  was 
present  on  the  right  and  an  equivocal  Babinski  on  the  left.  Clonus 
was  not  elicited.  Bilateral  Hoffman  signs  were  present.  Sensory 
examination  revealed  very  little  if  any  hypesthesia  either  of  the 
lower  or  upper  extremities,  but  the  patient  claimed  that  the  sen- 
sation in  his  hands  was  not  exactly  normal,  but  he  could  give  no 
better  description.  He  had  some  difficulty  differentiating  the  de- 
nominations of  coins  placed  in  his  hands.  No  cervical  tenderness 
was  present. 

A tentative  diagnosis  of  amyotrophic  lateral  sclerosis  was 
made,  and  possible  ruptured  midline  cervical  disc  to  be  ruled  out. 
Plain  x-rays  of  the  cervical  spine  showed  a normal  curvature  with 
no  definite  evidence  of  narrowing  of  the  interspaces  (Fig.  5). 

A Queckenstedt  test  performed  was  very  unsatisfactory  be- 
cause of  the  patient’s  failure  to  cooperate  completely.  The  spinal 
fluid  withdrawn  was  crystal  clear.  There  were  3 lymphocytes, 
negative  Kolmer  and  colloidal  gold  curve.  The  total  protein 
was  90  mgm  '¡< . Several  days  later  myelography  performed  with 
6 cc  of  pantopaque  showed  a practically  complete  block  at  the  C6-C7 
interspace,  with  almost  none  of  the  oil  passing  the  space  except  for 
a few  drops  even  with  the  neck  completely  straightened  and  the 
patient  with  the  head  down  in  an  almost  vertical  position  (Fig.  6). 
After  x-rays  were  taken  the  oil  was  removed.  The  patient  was  told 


FIG.  5.  CASE  2.  Lateral  view  showing  normal  anterior  cervical  curvature. 


FIG.  6.  CASE  2.  Shows  complete  arrest  of  the  pantopaque  column  at  the  C6-C7 
interspace  indicating  a block  at  this  level  (arrow).  This  view  was  taken  with 
patient’s  head  down  the  table  being  tilted  to  a few  degrees  from  the  vertical. 
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of  the  findings  but  he  refused  surgery  because  he  was  not  assured 
that  removal  of  the  disc  would  clear  up  his  neurological  deficits. 
The  day  after  myelography  there  was  a definite  increase  in  weak- 
ness of  the  right  lower  extremity  so  that  the  patient  had  much 
more  difficulty  in  walking.  In  spite  of  this  the  patient  still  refused 
surgery  and  he  was  discharged. 

COMMENTS 

In  case  I the  patient  had  a laterally  protruding  ruptured  disc 
which  caused  compression  against  a nerve  root  resulting  in  pain, 
nuchal  muscular  spasm  and  straightening  of  the  cervical  curvature. 
Although  clinically  the  evidence  pointed  to  compression  of  the  7th 
cervical  root  (C6-C7  level)  the  plain  lateral  film  showed  a mark 
narrowing  at  the  space  above  (C5-C6).  It  remained  for  myelogra- 
phy to  locate  the  exact  level  of  the  disc  herniation.  Here  too  in 
Fig.  3 one  can  see  how  an  isolated  apparent  defect  of  the  axillary 
pouch  of  a nerve  could,  if  it  were  the  only  defect,  cause  error.  For 
if  attempts  are  not  made  to  fill  in  these  apparent  defects  by  careful 
shifting  of  the  head,  one  may  be  misled  into  believing  that  a rup- 
tured disc  is  the  cause  of  such  obliteration.  The  history  of  injury 
to  the  neck  20  years  previously  with  practically  no  symptoms  ex- 
cept for  some  occasional  stiffness  of  the  neck  is  not  unusual.  Fre- 
quently insignificant  neck  movements  may  precipitate  severe 
symptoms  after  previous  injury.  In  this  patient  some  such  move- 
ment must  have  occurred  during  sleep. 

In  Case  II  although  the  presence  of  a ruptured  disc  was  not 
verified  surgically,  the  clinical  evidence  of  midline  cervical  disc 
herniation  in  this  case  is  very  similar  to  other  cases  reported  in  the 
literature.  This  is  further  corroborated  by  the  moderate  total  pro- 
tein increase  in  the  spinal  fluid  and  particularly  by  the  block  of  the 
pantopaque  column  at  the  C6-C7  level.  Furthermore  the  marked 
increase  in  weakness  of  the  right  leg  a day  after  myelography 
would  tend  to  indicate  an  increased  protrusion  of  the  disc  mass 
against  the  cord,  probably  caused  by  the  mild  manipulation  of  the 
neck  during  the  procedure.  It  is  quite  obvious  from  this  how  small 
protrusions  of  a disc  against  the  cervical  cord  can  be  pushed 
forcibly  against  the  cord  by  neck  manipulation  and  may  cause 
severe  and  permanent  damage.  It  is  of  interest  that  the  normal 
curvature  of  the  cervical  spine  is  here  maintained.  This  is  to  be 
expected  since  there  was  no  clinical  indication  of  nerve  root  com- 
pression. After  10  months  of  cord  compression  and  injury  it  is 
very  doubtful  if  very  much  of  the  neurological  deficits  would  have 
been  remedied  by  removal  of  the  disc.  However,  without  removal 
the  patient  will  in  all  probability  progress  to  utter  helplessness. 
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SUMMARY 

The  pathology  and  symptomatology  of  laterally  and  medially 
herniated  cervical  discs  and  the  inherent  dangers  of  lack  of  re- 
cognition of  these  syndromes  are  discussed.  In  addition  to  dif- 
ferentiating herniation  of  cervical  discs  from  local  pathology  about 
the  brachial  plexus  and  the  scalenus  anticus  syndrome,  angina 
pectoris  and  degenerative  diseases  of  the  spinal  cord  which  may 
also  be  simulated  by  these  herniations  must  be  kept  in  mind.  Two 
cases  are  presented,  one  of  a rather  typical  lateral  herniation  in- 
volving the  right  7th  nerve  root  and  verified  at  operation,  and  the 
second  of  a medial  herniation  simulating  amyotrophic  lateral 
sclerosis.  In  the  latter  instance,  although  no  operation  was  per- 
formed, the  presence  of  the  medial  herniation  could  be  safely 
presumjed,  not  only  by  the  clinical  findings,  but  also  by  the  cor- 
roborative evidence  of  an  increase  in  the  total  spinal  fluid  protein 
and  the  presence  of  a block  of  the  pantopaque  column  at  the  C6-C7 
interspace. 


BIBLIOGRAPHY 

1.  — Adson,  A.  W.  - Surgical  treatment  for  symptoms  produced  by  cervical  ribs 

and  the  scalenus  anticus  muscle.  Surg.  Gyn.  and  Obs.  1947:6:  687-700. 

2.  — Bradford,  F.  K.  and  Spurling,  Glen  R.  - The  intervertebral  disc,  with 

special  reference  to  rupture  of  the  annulus  fibrosus  with  herniation  of 
the  nucleus  pulposus.  Springfield,  111.  Charles  and  Thomas,  1947,  2nd.  ed., 
2nd.  printing.  192  pp. 

3.  — Buey,  P.  C.  and  Chenault,  H.  - Compression  of  seventh  cervical  nerve 

root  by  herniation  of  an  intervertebral  disc.  J.  Amer.  Med.  Ass.  1944, 
126,  26,  27. 

4.  — P.  C.  Buey,  R.  F.  Heimburger  and  H.  R.  Oberhill  - Compression  of  the 

cervical  spinal  cord  by  herniated  intervertebral  discs.  J.  Neurosurg.  1948: 
5:471-492. 

5.  — Camp,  J.  D.  - Contrast  myelography.  Med.  Clin.  North  America.  25:1067- 

1102,  1941. 

6.  — Craig,  W.  W.  and  Shelden,  C.  H.  - Tumors  of  the  cervical  portion  of  the 

spinal  cord.  Arch.  Neurol.,  Psychiat.,  Chicago,  1940,  44:1-16. 

7.  — Davis,  L..  Haven,  H.  S.  and  Stone.  T.  T.  - The  effect  of  injection  of  iodized 

oil  in  the  spinal  subarachnoid  space.  .1.  Am.  S.  94:772-777,  1930. 

8- — Kpstein,  B.  S.  & Davidoff,  L.  M.  - Iodized  oil  myelography  of  the  cervical 
spine.  Observations  on  the  normal  and  on  five  patients  with  ruptured 
intervertebral  discs  of  the  lower  cervical  spine.  Amer.  J.  Roentgenol. 
1944,  52:253-260. 

9. — .ludovich.  B.  and  Bates,  W.  - Segmental  neuralgia  in  painful  syndromes. 
F.  A.  Davis  Company.  Philadelphia.  Pa.  1946.  335  pp. 

10.  — Kahn,  R.  A.  - The  role  of  the  dentate  ligaments  in  spinal  cord  compression 

and  the  syndrome  of  lateral  sclerosis.  .1.  Neurosurg.,  1947,  4:191-199. 

11.  — McKenzie,  K.  G.,  and  Botterell,  E.  H.  - The  common  neurological  syn- 

dromes produced  by  pressure  from  extrusion  of  intervertebral  disc. 
Cañad,  .M.  A.  J.  46:424-435,  1942. 


NATHAN  HIFKIN80N 


,}r> 


12. -— Semines,  R.  E.  - Diagnosis  of  ruptured  intervertebral  disc  without  con- 

trast myelography  and  comment  upon  recent  experience  with  modified 
hemilaminectomy  for  their  removal.  Yale  J.  Biol.  & Med.  11:  433-435,  1939. 

13.  — Semines,  R.  E.,  and  Murphy,  F.  - The  syndrome  of  unilateral  rupture  of 

the  sixth  cervical  intervertebral  disc,  with  compression  of  the  7th  nerve 
root  with  symptoms  simulating  coronary  disease.  J.  A.  M.  A.  121:  1209, 
1214,  1943. 

14.  — Spurling,  R.  G.,  and  Scoville,  W.  B.  - Lateral  rupture  of  the  cervical  inter- 

vertebral discs:  a common  cause  of  shoulder  and  arm  pain.  Surg.,  Gynec. 
and  Obst.  78:350-358. 

15.  — Stookey,  D.  - Compression  of  spinal  cord  and  nerve  roots  by  herniations 

of  the  nucleus  pulposus  in  the  cervical  region.  Arch.  Surg.  40:  417-432- 
1940. 


DIVERTICULA  OF  THE  FEMALE  URETHRA* 


RUSSELL  B.  CARSON,  M.D. 

The  seeming  simplicity  of  the  subject  of  urethral  diverticula 
in  the  female  makes  one  hesitate  to  present  it  again  before  an 
urologic  audience.  I wish  first  of  all  to  call  the  subject  to  mind 
and  secondly  to  make  some  suggestions  regarding  the  handling  of 
these  lesions. 

There  have  been  reviews  of  the  literature,  individual  case 
reports,  collected  case  reports  and  discussions  of  specific  phases 
of  the  subject  as  regards  etiology,  incidence,  complication  and 
technique  of  treatment.  My  reason  for  repeating  the  subject  is 
because  of  an  incident  which  has  recently  occurred. 

During  the  past  fifteen  years  I have  not  been  unmindful  of 
the  female  urethra  and  have  previously  written  on  the  subject, 
of  its  pathology.  But  diverticula  of  the  urethra  held  no  special 
interest.  Observation  of  diverticula  in  this  series  of  five  cases 
began  in  1948  with  a case  of  suburethral  abscess  in  a diverticulum 
which  was  successfully  operated  upon  (Mrs.  C.).  The  remainder 
of  the  cases  have  been  within  the  past  nine  months.  One  ad- 
ditional case  is  recorded  in  our  local  hospital  in  the  past  eleven 
years  during  which  there  have  been  35,500  admissions.  Statistics 
gathered  from  three  other  nearby  hospitals  reveal  but  one  case 
reported  in  60,718  admissions  since  1945. 

In  October  1949  a paper  was  presented  before  a District  Me- 
eting of  the  Florida  Medical  Association  by  Dr.  M.  Coplan  of  Miami 
and  in  this  paper  several  roentgenograms  of  urethral  diverticula 
were  presented.  Within  the  succeeding  four  months,  four  di- 
verticula of  the  female  urethra  were  discovered  in  our  community 
and  were  referred  for  urologic  treatment.  Since  that  time  one 
other  diverticulum  has  very  recently  been  found  but  as  yet  it  has 
not  been  surgically  treated.  In  reviewing  the  literature  it  would 
seem  that  similar  experiences  have  occurred  in  other  localities 
where  the  subject  has  been  brought  to  the  attention  of  physicians. 
Bergman  reports  the  finding  of  seven  cases  within  a period  of  two 
weeks.  Leckie  reports  eight  cases  seen  in  one  hospital  in  Detroit 
during  a period  of  twenty-two  months.  Johnson,  under  discussion 
of  frequency  of  the  lesion,  reports  that  up  to  1936  at  the  Univer- 
sity of  California  only  two  cases  were  recorded  and  in  another 
hospital,  having  140,000  admissions  in  a period  of  ten  years,  the 


* Presented  at  the  annual  meeting  of  the  Puerto  Rico  Urological  Association, 
July  15-16,  1950. 
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tliagnosis  did  not  appear  at  all.  Yet  after  two  cases  had  been 
demonstrated  to  the  men  working  in  the  division  of  urology,  nine 
patients  were  observed  and  studied  in  a period  of  one  year.  (It 
will  be  of  interest  to  hear  the  comments  of  Dr.  Pablo  G.  Curbelo 
who  is  to  discuss  this  paper  and  who,  I hope,  will  discuss  the  fre- 
quency of  the  condition  in  your  Puerto  Rican  hospitals.  It  will  be 
of  more  importance  and  interest  to  note  if  there  is  an  increase  in 
the  frequency  of  diagnosis  within  the  coming  year). 

Since  diverticula  have  been  observed  similarly  in  the  young, 
middle-aged  and  elderly  individuals,  controversy  exists  regarding 
the  etiology  of  the  lesion  and  the  question  as  to  the  probable  fre- 
quency with  which  congenital  defects  in  the  female  urethra  later 
become  diverticula.  There  is  weight  of  evidence  to  prove  that 
trauma  plays  an  important  role  in  the  development  of  symptomatic 
lesions  but  evidence  if  thus  far  lacking  to  disprove  that  there  was 
not  a pre-existing  congenital  defect  which,  by  aggravation  of 
trauma  or  infection,  became  a recognizable  lesion.  The  literature 
contains  adequate  discussions  both  for  and  against  the  congenital 
origin  and  a review  will  serve  no  purpose  here.  I am  inclined  to 
agree  with  Wharton  who  states  that  diverticula  may  be  either 
congenital  or  acquired  and  that  the  small  multiple  cysts  and  di- 
verticula probably  originate  in  periurethral  glands.  The  important 
fact  is  that  diverticula  should  be  looked  for  in  the  young  as  well 
as  those  of  middle  age  or  past.  The  average  age  incidence  is  given 
by  Menville  and  Mitchell,  in  their  review  of  80  cases  collected,  as 
38.8  years. 

Symptoms:  If  our  present  discussion  is  to  serve  its  proposed 
purpose  of  stimulating  recognition  of  the  lesion,  the  symptoma- 
tology is  of  prim(e  importance.  The  most  obvious  symptom  is  the 
complaint  of  a mass  in  the  urethrovaginal  septum.  The  most  sug- 
gestive symptom  is  a repeat  voiding  or  leakage  of  urine  when  the 
patient  thinks  she  has  emptied  her  bladder  only  to  find  within  a 
short  interval  that  she  has  wet  herself.  A wide  variety  of  symp- 
toms has  been  described  in  the  various  reports  appearing  in  the 
literature  and  these  have  been  summarized  by  Menville  and 
Mitchell.  Quoting  from  the  list  as  obtained  in  their  review  of  80 
cases,  the  sympton^s  were  in  order  of  frequency:  Dysuria,  fre- 
quency of  urinating,  lump  in  the  vagina,  nocturia,  partial  incontin- 
ence, intermittent  discharge  from  the  urethra,  difficulty  on 
urination,  hematuria,  painful  coitus,  pain  in  the  region  of  the 
urethra,  soreness  of  the  vagina,  upper  lumbar  pain,  suprapubic 
pain,  bearing  down  sensation,  backache,  fluctuating  mass,  acute 
retention  of  urine,  urgency  of  urination,  soreness  of  the  vagina  on 
sitting,  pain  in  the  vagina  on  walking,  soiling  of  clothing  on  cough- 
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ing  or  sneezing,  rupture  of  periurethral  abscess,  increase  of  mass 
during  urination,  cloudy  urine,  pain  over  the  coccyx  and  vague 
pelvic  pains.  From  this  list  one  may  observe  that  the  symptoms 
can  be  grouped  into: 

1)  Urinary  Symptoms 

a.  cystitis-like  attacks  recurring  at  frequent  intervals, 

b.  persistent  urinary  infection  with  superimposed  acute  epi- 
sodes of  stranguria,  terminal  hematuria  and  frequency,  or 

c.  urosepsis  accompanied  by  chills,  fever,  headache,  etc.  sug- 
gesting an  ascending  renal  infection, 

2)  Local  Symptoms 

a.  feeling  of  fullness  or  mass  in  the  vagina, 

b.  sudden  discharge  of  purulent  or  bloody  urine  with  relief  of 
symptoms  temporarily, 

c.  urethral,  vaginal  or  perineal  pain, 

d.  pain  on  sitting, 

e.  dyspareunia. 

Diagnosis:  Many  patients  with  urethral  diverticula  have  been 
treated  for  years  without  relief  and  for  a list  of  conditions  as  long 
or  longer  than  the  list  given  above  as  symptoms.  Many  have  been 
operated  upon  for  other  conditions  only  to  find  relief  when  the 
obliteration  of  the  urethral  pouch  has  been  accomplished.  Every 
patient  presenting  any  one  or  a combination  of  the  symptoms  pre- 
viously given  should  be  examined  vaginally.  The  vaginal  examina- 
tion carried  out  with  careful  attention  to  the  anterior  vaginal  wall 
will  usually  reveal  some  induration  or  a definite  mass.  The  vaginal 
examination  should  not  be  a simple  insertion  of  a speculum  to  ob- 
serve the  cervix  or  the  bimanual  palpation  of  the  fundus  and 
other  pelvic  content.  It  is  not  complete  until  the  urethra  has  been 
palpated  in  its  entire  length  and  stripped  outward.  Stripping  of  the 
mass  or  indurated  area  will  cause  its  contents  to  exude  through 
the  meatus.  This  may  result  in  either  a clear  urine  or  a foul-smel- 
ling purulent  material  or  in  some  cases  a bloody  discharge  and 
even  clots  of  blood.  Too  much  stress  cannot  be  given  to  the  neces- 
sity of  making  this  examination  a routine  practice.  Stripping  over 
an  urethral  sound  will  be  of  assistance  at  times.  Also  transillumi- 
nation of  the  urethra  with  either  a clear  plastic  sheath  or  the  light 
of  a cy.stoscope  introduced  into  the  urethra  and  observed  vaginally 
is  frequently  of  considerable  help.  This  may  reveal  suburethral 
masses  or  diverticula  which  are  difficult  to  empty  because  of  a 
small  ostium.  Urethroscopy  with  and  without  simultaneous  pal- 
pation of  the  urethra  is  the  next  step  in  establishing  a diagnosis. 
The  orifice  of  the  diverticulum  is  usually  easily  found.  However, 
the  ostium  to  the  diverticulum  may  be  directed  toward  the  blad- 
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der  and  observed  with  great  difficulty  as  was  true  in  our  last 
case  observed  (Mrs.  R.W.).  The  ostium  of  the  diverticulum  may 
be  multiple.  Under  direct  vision  the  contents  of  the  diverticulum 
may  be  expressed  and  observed  to  exude  into  the  urethra  on  pal- 
pation of  the  mass.  If  the  orifice  is  large,  the  small  (#16  French) 
panendoscope  sheath  may  be  passed  into  the  diverticulum  enabling 
an  inspection  of  its  interior.  Foroblique  vision  with  a clear  sheath 
may  be  helpful.  The  openings  are  usually  in  the  middle  third  and 
in  the  midline  (V.  Counseller).  Demonstration  of  the  diverticu- 
lum with  an  ureteral  catheter  coiled  in  it  will  assist  in 
determining  the  size  and  extent  of  the  diverticulum.  It  may 
extend  from  beneath  the  meatus  to  beyond  the  trigone  and  in  at 
least  one  instance,  cited  by  Rattner,  Ritz  and  Siminovitch,  the 
diverticulum  has  been  found  to  completely  encircle  the  urethra. 
For  a more  accurate  determination  of  size  and  extent  of  the  diver- 
ticulum and  to  demonstrate  multiple  diverticula,  the  injection  of 
opaque  medium  should  be  made.  The  injection  may  be  ac- 
complished with  or  without  previously  filling  the  bladder  with 
medium.  A coiled  catheter  in  the  diverticulum  may  be  used 
to  inject  a light  medium  such  as  sodium  bromide  10  or  V2 
strength  50%  Skiodan  or  20%  Hippuran  solution.  A female  tipped 
Asepto  syringe  may  be  used  to  inject  the  solution.  Better  results 
are  insured  by  the  use  of  a heavy  medium  such  as  Rayopak,  Lipio- 
dol  or  a water  soluble  lubricating  jelly  and  one  of  the  dyes  used 
for  intravenous  urography,  mixed  in  equal  quantities.  The  Keyes- 
Ultzmann  syringe  over  which  a rubber  acorn  has  been  pulled  or 
the  Rubin  modification  of  this  syringe,  used  for  intra-uterine 
injection,  is  a convenient  instrument  for  injecting  this  medium. 
Herman  and  Greene  recommend  the  use  of  a triumph  syringe  fitted 
with  a conical  soft  rubber  tip.  The  voiding  of  a bladder  filled  with 
opaque  solution  against  a finger  held  tightly  at  the  meatus  has 
been  used  to  fill  the  diverticulum  with  medium  for  urethrography. 

Palpation  of  a calculus-filled  diverticulum  vaginally  with  a 
sound  in  the  urethra  will  establish  the  diagnosis.  However,  Mc- 
Mahon reports  a case  in  which  a calculus  in  a diverticulum  was 
missed  on  cystoscopic  examination  although  it  had  been  demons- 
trated and  called  a bladder  calculus  on  roentgenologic  examination. 

Treatment:  A few  comments  regarding  treatment  may  not 
be  amiss  in  the  discussion  of  urethral  diverticula.  First,  the 
treatment  of  choice  is  surgical  eradication  of  the  sac.  In  a few 
cases  this  may  not  be  feasible  and  palliation  may  be  necessary. 
In  such  instances  dilatation  of  the  urethra  and  if  possible,  of  the 
ostium  of  the  diverticulum,  together  with  evacuation  of  the  diver- 
ticulum manually  following  voiding,  may  give  satisfactory  relief 
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from  symptoms.  Not  infrequently  there  are  multiple  orifices  in 
close  proximity.  Closure  of  the  urethral  defect  will  be  facilitated 
by  producing  one  orifice  if  these  openings  are  not  too  widely 
separated.  This  can  be  accomplished  easily  with  the  resectoscoi)e 
loop  by  fulguration  of  the  base  of  the  sac  followed  by  a vaginal 
pack.  This  was  accomplished  in  one  of  our  cases  (Mrs.  R.)  where 
a small,  wide-mouth  diverticular  defect  remained  following  excision 
of  a large  sac. 

We  prefer  the  use  of  a 30  cc.  balloon  catheter  in  the  bladder 
as  a retractor  rather  than  the  Young  tractor  suggested  by  Leckie 
or  the  urethral  sound  as  used  by  Cole.  Traction  is  adequate  with 
the  balloon  catheter  and  there  is  no  added  trauma  of  a hard  ins- 
trument in  the  urethra  and  bladder.  Also,  the  location  of  the 
bladder  outlet  and  trigons  is  readily  demonstrated  at  all  stages 
of  the  operation.  The  m.ucosa  of  the  ostium  region  is  first  removed 
after  opening  the  diverticulum  and  the  remainder  of  the  sac  re- 
moved from  this  point.  This  insures  removal  of  the  most  es- 
sential portion  of  the  undesirable  mucous  membrane  should  it 
be  found  impossible  to  remove  all  of  it  later  and  cautery  destruc- 
tion be  resorted  to.  The  urethral  defect  is  closed  in  a transverse 
manner  with  fine  (#000)  chromic  m,attress  sutures  to  prevent 
stricture  formation.  Closure  with  mattress  sutures  along  the 
longitudinal  axis  of  the  urethra  we  believe  is  more  apt  to  produce 
stricture  formation.  A few  published  reports  indicate  that  drainage 
of  the  bladder  has  been  accomplished  by  preliminary  suprapubic 
cystostomy.  Most  authors  have  dismissed  the  drainage  problem 
with  the  statement  that  an  urethral  catheter  is  sufficient.  On 
this  point  I wish  to  take  exception,  feeling  that  a cystostomy  pro- 
vides a safer  drain  than  the  transurethral,  both  because  it  elimi- 
nates possible  pressure  effect  on  the  suture  line  in  the  urethra 
and  because  it  produces  a superior  type  of  bladder  drainage.  By 
elimination  of  the  foreign  body  in  the  urethra,  the  development 
of  a postoperative  urethritis  is  minimized.  It  is  not  my  intent 
to  give  the  impression  that  urethral  drainage  is  not  to  be  used 
but  I do  feel  that  in  those  selected  cases  wherein  the  diverticulum 
is  large,  multilocular  or  multiple,  grossly  infected  or  contains  a 
calculus,  the  bladder  should  be  drained  by  suprapubic  technique. 
For  the  purpose  of  establishing  suprapubic  drainage  where  indi- 
cated, I suggest  either  the  Engel  trochar  method  or  the  use  of  the 
following  technique.  The  urethral  balloon  traction  catheter  is 
used  to  inflate  the  bladder  with  400-500  cc.  of  sterile  solution  at 
the  beginning  of  the  operation.  The  suprapubic  area  is  prepared, 
the  balloon  catheter  removed  and  the  metal  sound  introducer  used 
with  the  Pilcher  or  Hagner  bag  is  passed  into  the  bladder.  The 
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point  of  this  sound  can  be  readily  felt  at  about  3 cms.  above  the 
symiphysis  pubis.  With  a large  scalpel  blade  a stab  incision  is 
made  in  the  midline  until  the  tip  of  the  sound  is  felt.  As  the  blade 
of  the  scalpel  is  withdrawn,  the  tip  of  the  sound  emerges  through 
the  anterior  abdominal  wall.  Over  the  end  of  this  special  sound 
a 5 cc.  balloon  catheter  of  the  Wolfe  model,*  with  a short  tip  and 
open  end,  size  #24  French,  is  fitted.  The  sound  and  its  attached 
catheter  is  then  withdrawn  through  the  stab,  through  the  bladder 
and  the  urethra.  The  sound  is  detached  from  the  catheter  and 
the  catheter  is  pulled  upward  until  the  bulb  rests  in  the  bladder. 
The  balloon  is  then  inflated  and  the  suprapubic  drainage  is  esta- 
blished. The  30  cc.  bag  urethral  catheter  is  replaced  in  the  blad- 
der and  inflated  to  act  as  a bladder  tractor.  No  time  is  consumed 
in  establishing  this  type  of  suprapubic  drainage.  The  suprapubic 
sinus  has  closed  promptly  without  urinary  leakage  for  more  than 
24  hours  after  removal  of  the  suprapubic  catheter  and  the  pos- 
sibility of  urethrovaginal  fistula,  which  has  been  reported  by 
Wharton  and  Kearns,  Higgins  and  Rambousek,  Hunner,  Parmenter 
and  others,  is  thus  prevented. 


SUMMARY 

In  sumimary  may  I reiterate  that  the  problem  of  urethral 
diverticulum  in  the  female  centers  around  the  recognition  of  the 
lesion  by  our  colleagues  and  ourselves  and  a routine  examination  of 
the  urethrovaginal  septum.  The  extent  of  the  lesion  should  be 
jiredetermined  before  surgery  and  in  selected  cases  the  use  of  a 
simple  suprapubic  drainage  technique  will  prevent  urethrovaginal 
fistula  formation  and  secondary  operation. 
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ECTOPIC  PREGNANCY* 


REVIEW  OF  CASES  AT  THE  OBSTETRICS  AND  GYNECOLOGY  DEPART- 
MENT OF  THE  SAN  JUAN  CITY  HOSPITAL,  FROM  JULY  1945  TO 

DECEMBER  1949. 


RAFAEL  A.  GIL,  M.D.  and  JOSE  GARCIA,  M.D. 

The  implantation  of  the  fertilized  ovum  outside  the  uterine 
cavity  was  considered  a rarity  until  modern  writers  discovered  it 
to  be  quite  frequent.  We  are  forced  to  believe  that  a variation  in 
incidence  of  ectopic  pregnancy  as  low  as  1 in  20,000  pregnancies 
(Bandl)  and  as  high  as  1.39^  (Johns  Hopkins  Hospital)  is  due  to 
the  more  precise  diagnosis  of  our  times.  It  is  not  a problem  of 
more  especialized  laboratory  methods  dealing  with  specific  reac- 
tions but  rather  an  effort  to  bring  out  the  characteristics  of  the 
condition  during  a careful  physical  examination  following  a precise 
history  anamnesis. 

The  outstanding  points  have  been  brought  up  in  all  text-books 
and  current  medical  literature.  They  are  well  known  to  the  medical 
profession  and  yet,  ectopic  pregnancy  remains  as  one  of  the  hardest 
diagnosis  to  make.  If  the  incidence  of  ectopic  pregnancy  has  in- 
creased so  much  presently,  isn’t  it  because  more  and  more  are 
keeping  ectopic  pregnancy  in  mind  as  a possibility  in  differential 
diagnoses  ? 

A woman  in  the  child-bearing  period  with  a history  of  having 
had  one  child  several  years  before  and  symptoms  suggesting  pel- 
vic inflammatory  disease,  complains  of  abnormal  menstruation,  has 
pain  and  tenderness  on  one  side  of  the  lower  abdomen  accompanied 
by  vaginal  bleeding,  and  on  examination  a mass  is  felt  at  one  side 
of  the  uterus.  She  does  not  feel  well.  The  diagnosis  is  obvious. 
Rut  how  many  of  these  cases  do  we  get  to  see?  Very  few,  which 
accounts  for  as  low  an  incidence  as  1 in  20,000  pregnancies. 

It  cannot  be  emphasized  too  much  that  the  presence  of  any 
of  the  above  mentioned  signs  and  symptoms  demands  a careful 
evaluation  to  rule  out  the  possibility  of  ectopic  gestation.  It  can 
be  clearly  understood  that  the  incidence  of  ruptured  ectopic  preg- 
nancy would  be  high  at  which  time  the  diagnosis  is  easier  and  the 
outcome  more  dramatic. 

Pregnancy  outside  the  uterine  cavity  has  always  been  a dif- 
ficult but  interesting  problem  in  the  field  of  Obstetrics  and  Gyne- 
cology, not  to  mention  the  intense,  dramatic  appeal  it  has  for  all 
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surgeons  when  complicated  by  rupture  and  an  operation  results  in 
a life-saving  procedure? 

A — Incidence 

At  the  Obstetrics  and  Gynecology  Department  of  the  San 
Juan  City  Hospital  from  July  11,  1945  to  December  7,  1949  there 
were  roughly  20,000  pregnancies.  During  this  period  there  were 
43  ectopic  gestations,  an  incidence  of  .215%  or  1 in  465  pregnan- 
cies. 


TABLE  I 


AGE  INCIDENCE 


A(ie 

Total  Cases 

% Incidence 

-50 

2 

4.7 

20-24 

10 

23.2 

25-29 

15 

34.9 

30-34 

10 

23.2 

35-39 

4 

9.3 

40-1- 

2 

4.7 

TOTAL  43  100.0 


Ectopic  pregnancy  was  found  to  occur  most  frequently  in  the 
age  group  ranging  from  20  to  35  years  of  age,  mostly  25  to  29.  The 
youngest  patient  was  16  years  of  age  and  the  oldest  was  42. 

B — Gravidity  preceding  present  gestation 

In  our  series  only  9.3%  of  the  cases  had  never  been  pregnant 
before  and  2.3%  had  one  abortion;  however  46.4%  of  the  cases 
had  only  2 children  or  less.  The  remaining  53.6%  had  3 or  more 
children.  If  we  include  those  who  had  2 living  children  we  find 
that  76.8%  of  the  patients  had  2 children  or  more.  Once  more, 
the  absence  of  even  relative  infertility  among  this  group  of  patients, 
speaks  in  favor  of  the  high  fertility  of  Puerto  Rican  women.  We 
had  no  case  of  repeated  ectopic  gestation  or  combined  intra  and 
extra  uterine  pregnancy. 

C — Possible  predisposing  factors 

The  newer  concept  that  pelvic  inflammatory  disease  is  not 
such  a strong  predisposing  factor  cannot  be  substantiated  in  this 
review,  perhaps  due  to  the  high  incidence  of  P.I.D.  in  the  patients 
admitted  to  this  hospital.  That  its  presence  is  coincidental  is  some- 
thing we  have  not  tried  to  explain.  67.4%  of  our  cases  had  either 
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acute  or  chronic  inflammatory  process  associated  with  the  main 
condition.  Of  these  the  greatest  number  had  an  inflammatory  pro- 
cess in  the  fallopian  tubes  themselves,  confirmed  by  gross  and, 
microscopic  examinations  of  the  organs.  Only  6.8 7^  of  the  patients 
had  previous  abortions  and  only  2.3%  had  previous  abdominal 
operations. 


TABLE  II 

PARITY  PRECEDING  PRESENT  ECTOPIC 

PREGNANCY 

NONE 

4 

9.3% 

1 ABORTION 

1 

2.3 

1 CHILD 

5 

11.6 

2 CHILDREN 

10 

23.2 

3 CHILDREN 

2 

4.7 

4 CHILDREN 

2 

4.7 

5 CHILDREN 

1 

2.3 

7 CHILDREN 

1 

2.3 

1 CHILD  OR  MORE  AND 

1 ABORTION  OR  MORE 

11 

25.6 

UNRECORDED 

6 

14.0 

TOTAL 

43 

100.0 

TABLE  III 


POSSIBLE  PREDISPOSING  FACTORS 


Factors 

Cases 

% Incidence 

ACUTE  P.I.D. 

1 

2.3 

CHRONIC  P.I.D. 

28 

65.1 

PREVIOUS  ABDOMINAL  OP. 

1 

2.3 

PROVEN  G.C. 

1 

2.3 

POSITIVE  SEROLOGY 

1 

2.3 

PREVIOUS  ABORTIONS 

3 

6.8 

UNDETERMINED 

8 

18.6 

TOTAL 

43 

100.0 

I)  — Symptoms  and  Physical  findings 

Ectopic  pregnancy  presents  a variety  of  signs  and  symptoms 
that  usually  does  not  follow  the  text-book  picture  of  course  of 
events.  The  four  accepted  cardinal  manifestations  of  ectopic  preg- 
nancy are:  low  abdominal  or  pelvic  pain,  abnormal  vaginal  bleeding, 
a pelvic  mass  and  amenorrhea.  The  common  symptom  is  pain.  It 
was  found  to  be  present  in  almost  all  of  our  cases.  It  appeared  as 
the  first  symptom  in  16  or  37.2%  of  the  cases.  Vaginal  bleeding 
preceded  the  onset  of  pain  in  20  or  46.5%  of  them.  Pain  and  va- 
ginal bleeding  together  appeared  in  7 or  16.3%  of  the  cases. 
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69.8' f showed  a period  of  amenorrhea.  The  shortest  period 
of  amenorrhea  was  one  month  and  the  longest  10  months,  this  lat- 
ter being  a case  of  abdominal  pregnancy,  with  a dead  fetus  some 
8 months  old. 

A pelvic  mass  was  palpated  in  27  patients  (62.8'/  ).  Dizziness 
and  fainting  occurred  in  11.6/:  and  definite  shock  occurred  in 
25.6'/  of  them.  Tenderness  in  the  cul-de-sac  was  recorded  in  only 
4.7'/  but  undoubtedly  must  have  been  observed  more  frequently. 
Fullness  in  the  cul-de-sac  was  noticed  in  30.2'/,  in  these  76.9'/;  the 
ectopic  had  ruptured  before  operation.  Nausea  and  vomiting  were 
present  in  6.8/  and  the  uterus  was  enlarged  in  20.9 '/<  of  the  cases. 
Hemoglobin  determination  ranged  from  25'/  to  82/.  W.B.C.  was 
elevated  in  58.1'/  of  the  cases.  Worth  of  note  is  the  observation 
that  the  clinical  picture  was  more  of  a chronic  than  an  acute 
condition. 

E — Diagnosis 

The  diagnosis  was  made  correctly  in  90.7%  of  the  43  cases 
operated  upon  for  ectopic  pregnancy.  The  4 cases  in  which  it  was 
missed  were  as  follows: 

1.  A case  of  tubal  abortion  of  a 20  to  22  weeks  fetus  with  the 
uterus  at  the  level  of  the  umbilicus,  a preoperative  diagnosis  of 
uterine  fibroids. 

2.  A case  of  primary  abdominal  pregnancy  of  8 months  gesta- 
tion operated  upon  with  a diagnosis  of  intrauterine  death  of  the 
fetus. 

3.  A case  of  unruptured  ectopic  pregnancy  operated  upon  with 
a preoperative  diagnosis  of  right  ovarian  cyst. 

4.  A case  of  ruptured  tubal  pregnancy  operated  upon  with  a 
diagnosis  of  hemorrhagic  mass  in  the  left  adnexa. 

There  were  24  cases  in  which  the  diagnosis  of  ectopic  preg- 
nancy was  considered  either  primarily  or  to  rule  out  and  which 
it  was  not  found  at  operation. 


TABLA  IV 


ACUTE  P.I.D.  1 

CHRONIC  P.I.D.  2 

HYDROSALPYNX  2 

OVARIAN  CYST  14 

ACUTE  APPENDICITIS  1 

INTUSSUSCEPTION  1 

TUBO-OVARIAN  ABSCESS  2 

SUPRAVESICAL  ABSCESS  1 

TOTAL  24 
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Of  the  total  of  67  cases  operated  upon  for  ectopic  pregnancy 
the  correct  diagnosis  was  made  in  58.2%  of  the  cases. 

Additional  diagnostic  aids  in  our  series  have  been  vaginal 
examinations  under  sodium  pentothal  anesthesia,  cul-de-sac  punct- 
ure, diagnostic  D&C,  and  culdoscopic  examinations.  Cul-de-sac 
puncture  was  performed  once.  Vaginal  examinations  under  anes- 
thesia were  done  in  8 cases;  of  4 D&C,  3 showed  uterine  decidua 
and  one  showed  glandular  hyperplasia  of  the  endometrium.  The 
possibilities  and  potentialities  of  culdoscopy  are  being  explored  in 
cur  service  by  one  of  us  (R.A.G.).  Culdoscopic  examinations  were 
performed  in  9 cases.  In  4 of  them  due  to  the  presence  of  chronic 
adhesions,  residues  of  old  inflammatory  process  with  obliteration 
of  the  cul-de-sac  not  determined  by  manual  examination  by  at  least 
2 members  of  the  staff,  culdoscopic  examination  was  unsuccessful. 
In  5 cases  the  diagnosis  was  definitely  made  through  culdoscopy 
and  many  others  were  saved  from  a trip  to  the  operating  room. 

There  was  free  blood  in  the  abdominal  cavity  in  46.57^  of  the 
cases,  85%  of  these  had  a ruptured  ectopic  pregnancy. 

F — Classification 

There  were  2 cases  reported  by  the  pathologist  as  primary 
ovarian  pregnancy,  but  one  of  them  does  not  fulfill  Spielgelberg’s 
criteria.  Another  type  which  is  almost  as  rare  is  interstitial  preg- 
nancy of  which  We  had  4 cases.  The  case  of  primary  abdominal 
pregnancy  was  presented  in  detail  during  the  meeting  of  the  Puer- 
to Rico  Medical  Association  in  December  1948. 


TABLE  V 

CLASSIFICATION  OF  CASES 


TUBAL  (unclassified) 

20 

ISTHMIC 

3 

0.8 

AMPULLARY 

9 

20.9 

FIMBRIATED 

3 

6.8 

INTERSTITIAL 

4 

9.3 

PRIMARY  ABDOMINAL 

1 

2.3 

SECONDARY  ABDOMINAL 

2 

4.7 

OVARIAN 

1 

2.3 

TOTAL 

43 

100.0 

G — Treatment 

We  do  believe  that  ectopic  pregnancy  should  be  treated  by 
immediate  operation  as  .soon  as  the  diagnosis  is  made.  Early  opei'a- 
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tion  following  early  diagnosis  results  in  decreased  morbidity  and 
mortality.  32.6 7^  of  our  patients  required  immediate  surgery  within 
the  first  24  hours.  37.2%  came  to  operation  between  24  to  48 
hours  and  30.2%  had  a laparotomy  after  48  hours.  One  case  was 
operated  upon  41  days  after  original  admission,  a case  of  cornual 
pregnancy.  There  was  another  patient  who  had  surgical  interven- 
tion 58  days  after  the  original  visit,  a case  of  primary  abdominal 
pregnancy.  The  longest  time  elapsing  between  date  of  original  visit 
and  time  of  operation  was  62  days.  There  is  no  doubt  in  my  mind 
that  some  cases  of  extrauterino  pregnancy  can  and  do  recover  with- 
out any  treatment.  That  sooner  or  later  they  come  to  surgery  re- 
mains a controversial  point  since  with  the  death  of  trophoblastic 
tissue  there  is  no  proof  left  if  enough  time  has  elapsed  to  be  re- 
placed by  scar  tissue.  Early  tubal  abortions  certainly  do  not  re- 
quire operation  unless  accompanied  by  excessive  internal  bleed- 
ing. 


TABLE  VI 

OPERATIONS  PERFORMED 


RIGHT  SALPINGECTOMY  12 

LEFT  SALPINGECTOMY  5 

RIGHT  SALPINGO-OOPHORECTOMY  5 

LEFT  S/0  11 

BILATERAL  SALPINGECTOMY  and  rt.  or  It. 

OOPHORECTOMY  2 

SUPRACERVICAL  HYSTERECTOMY  1 

SUPRACERV.  HYSTER.  and  rt.  or  It.  S/0  2 

SUPRACERV.  HYSTER.  and  BILATERAL  S/0  3 

LAPAROTOMY  1 

RESECTION  OF  RIGHT  CORNU  1 


27.8% 

11.6 

11.6 

25.6 

4.7 

2.3 

4.7 

6.9 

2.3 

2.3 


TOTAL  43  100.0 


The  objective  in  the  surgical  management  of  ectopic  preg- 
nancy is  to  control  abdominal  bleeding.  We  believe  that  the  opera- 
tive procedure  should  be  limited  to  measures  to  this  effect.  Any 
other  procedure  undertaken  should  be  determined  in  each  case  by 
the  extent  of  the  pathology  encountered  and  the  general  condition 
of  the  patient. 

The  anesthetic  agent  administered  in  our  series  was  deter- 
mined by  the  condition  of  the  patient,  our  choice  being  spinal 
anesthesia. 
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TABLE  VII 

ANESTHETIC  AGENTS  USED  IN  THESE  SERIES 


OPEN  DROP  ETHER 

14 

32.6% 

NITROUS  OXIDE-OXYGEN-I.V. 

13 

30.2 

SPINAL 

15 

34.9 

SODIUM  PENTOTHAL-  i.v. 

1 

2.3 

TOTAL 

43 

100.0 

There  is  no  doubt  that  when  a patient  suffers  from  hemor- 
rhage the  most  efficient  method  of  combating  shock  and  other 
complications  is  the  administration  of  blood  in  adequate  quanti- 
ties. 62.8%  of  our  patients  received  whole  blood  transfusions 
either  on  admission,  during  or  after  operation,  when  given  before 
operation  was  as  a desperate  mean  to  save  a life  and  while  the 
operating  room  was  being  prepared.  Mortality  rate  in  our  series 
was  2.32%:  one  death. 
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Seven  hundred  years  before  Christ  the  “lex  regia’’  required 
that  an  abdominal  section  be  done  to  remove  the  fetus  from  all 
women  who  died  in  childbirth.  It  was  more  than  twenty-two  hun- 
dred years  later  that  the  first  recorded  successful  cesarean  section 
on  a living  woman  was  performed  by  Jakob  Nufer,  a Swiss  veteri- 
narian, upon  his  own  wife.  She  lived  many  years  and  bore  other 
children  per  vaginam.  In  this  same  century  the  operation  upon  the 
living  became  accepted  but  it  was  resorted  to  only  in  desperation. 
Rousset  of  Paris  reported  15  successful  cases  in  1581  and  Mercurio 
of  Venice  in  1596  wrote  a description  of  the  operative  technique. 
This  technique  was  little  changed  and  no  significant  progress  was 
made  until  300  years  later,  after  the  advent  of  aseptic  surgery. 
The  maternal  morbidity  and  mortality  and  the  fetal  loss  were  apal- 
ling.  Peritonitis  was  the  great  killer  and  all  efforts  were  bent 
toward  its  elimination. 

F.  A.  von  Ritgen  of  Germany  impressed  by  the  successes  of 
John  Abernathy  and  Sir  Astley  Cooper  in  their  extraperitoneal 
ligations  of  the  external  iliac  artery  decided  to  try  a similar  ap- 
proach for  emptying  the  gravid  uterus.  He  first  tried  it  on  a ca- 
daver in  1820  and  on  October  1,  1821,  he  performed  the  first  true 
extraperitoneal  cesarean.  Unfortunately  the  patient  died. 

In  1823  an  American  surgeon,  Philip  Syng  Physick,  proposed 
a workable  extraperitoneal  approach  to  the  upper  vagina,  and  the 
lower  part  of  the  uterus,  which  is  essentially  the  one  now  used. 
This  procedure  did  not  attain  popularity  because,  without  anes- 
thesia, speed  was  of  the  essence,  because  the  surgeons  did  not 
feel  equal  to  the  operation  and  because  cesarean  section  itself  was 
usually  done  as  a last  resort. 

During  the  following  decades  many  other  attempts,  some  by 
famous  men,  were  made  to  solve  the  problem  of  getting  at  the 
upper  vagina  extraperitoneally  but,  due  to  the  crude  methods  of 
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surgery  and  especially  due  to  a lack  of  correct  appreciation  of  the 
anatomy  involved,  the  first  successful  operation  was  not  performed 
until  1876.  A.  J.  C.  Skene  of  New  York  was  the  operator. 

Apparently  all  the  attempts  were  made  to  accomplish  the 
delivery  through  the  upper  lateral  part  of  vagina  due  to  fear  of 
hemorrhage  and  ureteral  damage  if  the  uterus  was  opened.  These 
operations  were  technically  difficult  and  injury  to  the  bladder, 
rectum,  ureter  and  other  adjacent  structures  were  frequent. 

In  1876  Porro  advised  supravaginal  hysterectomy  following 
cesarean  section  when  the  uterus  was  the  site  of  tumors.  The  use 
of  this  operation  was  soon  extended  to  reduce  the  mortality  from 
classical  cesarean  section  in  which  the  traumatized  uterus  was 
the  site  of  limited  resistance  and  a source  of  peritonitis.  This 
operation  delayed  the  progress  of  extraperitoneal  cesarean.  It  also 
deprived  its  victims  of  their  childbearing  capacity  and  cost  the 
lives  of  a large  number. 

Without  regard  to  the  arguments  for  and  against  the  extra- 
peritoneal  approach  for  cesarean  section  it  is  obvious  that  anyone 
who  expects  to  become  an  accomplished  obstetrician  or  gynecologist 
should  master  this  operation.  This  is  not  difficult  to  accomplish. 

The  teaching  at  this  hospital  is  all  at  the  postgraduate  level 
and  our  aim  has  been  to  have  the  residents  in  obstetrics  and  gyne- 
cology finish  their  training,  competent  to  perform  procedures  and 
operations  chosen  on  the  basis  of  logic,  sound  reasoning  and  with 
full  consideration  of  mother  and  child. 

With  this  goal  we  had  to  teach  them,  among  other  things,  the 
techniques  of  extraperitoneal  cesarean  section.  Accordingly  we 
adopted  the  extraperitoneal  approach  as  our  “near-routine”  in 
1946.  Its  use  as  a routine  does  not  increase  the  risk  in  the  usual 
case,  but  to  the  contrary,  it  results  in  reduced  morbidity  and  a more 
rapid  and  comfortable  convalescence. 

We  do  not  use  the  extraperitoneal  approach  when  tubal  ligation 
is  to  be  done  as  part  of  the  operation  nor  when  hysterectomy  is 
anticipated  because  of  fibroids,  ruptured  uterus,  etc.  Therefore 
we  do  a reasonable  number  of  low  cervical  sections  and  all  our  re- 
sidents become  passably  adept  at  performing  both  the  laparo- 
trachelotomy  (low  flap  or  low  cervical  cesarean)  and  the  extra- 
peritoneal cesarean.  We  do  not  do  the  classical  cesarean  section. 

Shortly  after  we  began  this  practice  we  became  aware  of  the 
excellent  exposure  of  the  extraperitoneal  perivesical  space  obtained 
when  the  Cherney  incision  was  used.  We  then  began  the  use  of  the 
Cherney  incision  for  the  extraperitoneal  approach.  The  technique 
is  as  follows: 

The  skin  incision  is  made  in  a curvilinear  fashion  from  one  to 
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two  fingerbreadths  below  and  medial  to  the  antero-superior  iliac 
spine,  crossing  the  midline,  running  almost  straight  and  just  with- 
in the  hairline,  and  terminating  below  the  iliac  spine  of  the  op- 
posite side.  It  is  carried  through  the  subcutaneous  tissue  down 
to  the  aponeurosis  of  the  external  oblique  muscle  and  the  anterior 
rectus  sheath.  At  either  end  of  the  incision  the  superficial  epigas- 
tric vein  is  usually  encountered.  It  should  be  ligated  and  divided 
if  it  is  in  the  field  of  operation.  (This  obviates  the  possibility  of  the 
vein  becoming  a site  of  thrombosis.) 

The  anterior  sheath  of  the  rectus  muscle  is  incised  in  the 
line  of  the  skin  incision  and  the  incision  is  extended  laterally 
through  the  aponeurosis  of  the  external  and  internal  oblique 
muscles,  thus  exposing  the  underlying  recti  with  the  transversalis 
fascia  laterally.  In  the  more  central  portion  the  aponeuroses  of  the 
obliques  are  fused,  but  as  the  incision  is  extended  laterally,  the 
two  separate  layers  are  recognized.  The  fleshy  fibers  of  the  inter- 
nal oblique  muscle  come  into  view  under  the  aponeurosis  of  the 
external  oblique.  In  some  cases  the  internal  oblique  muscle  may 
be  encountered  more  medially  and  is  split  as  necessary.  The  lower 
flap  of  the  rectus  sheath  is  grasped  on  either  side  of  the  midline 
and  separated  together  with  the  pyramidalis  muscles  from  the 
underlying  recti  muscles.  A finger  is  inserted  at  the  lateral  borders 
of  the  recti  and  the  muscles  separated  from  the  transversalis  fas- 
cia and  underlying  structures  by  blunt  dissection.  This  allows  di- 
vision of  the  recti  through  their  tendons  close  to  the  pubic  bones 
with  no  danger  of  injury  to  the  underlying  structures.  The  recti 
are  then  retracted  upward,  obliterating  the  peritoneal  pouch  an- 
terior to  the  bladder,  revealing  the  bladder  fascia  and  perivesical 
areas.  The  left  perivesical  area  is  entered  and  the  bladder  is  freed 
from  the  lower  uterine  segment  by  blunt  and  occasional  sharp  dis- 
section. The  bladder  is  then  gently  packed  down  and  out  of  the 
field.  While  this  is  being  done,  the  posterior  peritoneal  reflection 
usually  can  be  seen  easily.  Occasionally  the  peritoneal  reflection 
is  lower  than  normal  and  it  may  be  inadvertently  entered.  If  this 
happens,  the  opening  is  puckered  and  tied  with  an  0 chromic  gut 
ligature.  This  does  not  defeat  the  purpose  of  the  operation  since 
the  opening  is  closed  before  the  uterus  is  entered.  Rents  in  the 
peritoneum  are  not  sewed  because  invasion  of  the  peritoneal  cavity 
by  needle  holes  might  partially  compromise  the  purpose  of  the 
extraperitoneal  approach.  The  peritoneum  is  dissected  upward  from 
the  lower  uterine  segment  as  far  as  necessary.  The  uterus  is  opened 
with  a vertical  or  horizontal,  straight  or  curved,  incision.  A curved 
incision  gives  more  room.  The  incision  is  carefully  made  down  to, 
but  not  to  include  the  membranes  if  they  are  intact.  The  mem- 
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branes  are  opened  and  the  infant’s  face  is  rotated  into  the  wound. 
The  nares  and  pharynx  are  cleared  by  suction.  The  infant  is  deli- 
vered, employing  the  fingers  of  one  hand  as  a vectis  while  an  as- 
sistant applies  pressure  on  the  fundus  from  above.  Occasionally 
forceps  are  required.  At  this  time  the  patient  is  given  ,0.2  mil- 
ligrams (gr  1/320)  ergonovine  malleate,  intravenously.  The  pla- 
centa and  membranes  are  delivered  manually.  The  edges  of  the 
uterine  incision  are  grasped  with  ring  or  triangle  clamps  and  the 
uterus  is  closed  in  two  layers  by  interrupted  0 chromic  gut  sutures 
followed  by  a continuous  Lembert  inverting  and  covering  suture. 
The  bladder  is  then  placed  back  in  its  normal  position  without 
sutures.  The  recti  muscles  are  sutured  to  their  insertion  close  to 
the  symphysis,  using  interrupted  00  cotton  sutures.  The  anterior 
rectus  sheath  with  the  attached  pyramidalis  muscles  and  the 
aponeuroses  of  the  oblique  muscles  are  closed  in  two  layers  except 
in  the  midportion  where  they  are  fused,  and  are  closed  as  a single 
layer.  Again  interrupted  sutures  of  00  cotton  (ethicon)  are  used. 
The  subcutaneous  fascia  is  approximated  with  interrupted  sutures 
of  No.  80  cotton  and  the  skin  closed  with  clips.  No  drains  are  used. 

Our  results  have  been  gratifying.  There  has  been  no  maternal 
death.  Morbidity  has  been  minimal  and  neither  infection  nor  her- 
nia have  followed  the  operation  in  over  100  cases.  Our  residents 
have  learned  to  study  each  “possible  section”  case  deliberately  and 
with  the  assurance  that  do  they  err  in  deciding  upon  trial  of  labor 
and  later  have  to  resort  to  cesarean  section,  they  have  at  their 
command  a procedure  to  rescue  them  from  this  error  without  ap- 
preciably having  increased  risk  to  the  mother  or  child.  Our  cesarean 
.section  rate  is  within  reasonable  limits  - 1.7 ^/( . A rate  of  5%  is 
the  upper  limit  of  acceptability.  We  do  not  consider  breech  pre- 
sentation, elderly  primigrávida,  “over  valuable”  baby,  previous 
stillbirth,  erythroblastosis,  tubal  ligation,  etc,  as  indications  for 
abdominal  delivery.  Since  our  cases  can  be  considered  as  ward 
and  private  ca.ses,  we  believe  the  rate  should  not  be  much,  if  any, 
different  in  these  two  classes  of  patients. 

Vaginal  delivery  is  the  safest  method  for  mother  and  child 
in  at  least  05'/(  of  obstetric  cases.  When  cesarean  section  must  be 
done,  the  classical  operation  is  the  most  dangerous,  the  low  cervical 
approach  is  less  dangerous,  and  the  extraperitoneal  operation  is 
the  least  dangerous  of  the  three,  especially  in  the  presence  of  po- 
tential or  frank  infection. 


CONCLUSIONS 

Extraperitoneal  ce.sarean  section  has  a definite  and  important 
place  in  the  obstetrician’s  armamentarium  and  those  who  iiractice 
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the  art  of  obstetrics  should  be  adept  in  the  performance  of  this 
operation. 

The  Cherney  incision  combined  with  the  Physik-Sellheim 
principle  affords  an  excellent  method  of  extraperitoneal  approach 
for  abdominal  delivery. 


BIBLIOGRAPHY 


1.  Gordon,  Benjamin  Lee:  The  Romance  of  Medicine,  Philadelphia,  F.  A.  Davip 

Company,  1945. 

2.  Mettler,  Cecilia  C.:  History  of  Medicine,  edited  by  Fred  A.  Mettler,  Phila- 

delphia, The  Blakiston  Company,  1947. 

1$.  Ricci,  James  V.,  and  Marr,  James  P. : Principles  of  Extraperitoneal  Cesarean 
Section,  Philadelphia,  The  Blakiston  Company,  1942. 

4.  Cartwright,  E.  N.:  Extraperitoneal  Cesarean  Section.  Western  Journal  of 

Surgery,  Obstetrics  and  Gynecology,  57 : 509-526,  November,  1949. 

5.  Cherney,  L.  S.:  Modified  transverse  incisions  for  lower  abdominal  opera- 

tions, Surgery,  Gynecology  and  Obstetrics,  72:  92-95,  1941. 

6.  Smith,  Donald  R.:  The  Cherney  Incision  as  applied  to  the  surgery  of  the 

lower  ureter  and  bladder.  Surgery,  Gynecology  and  Obstetrics,  83:  364-368, 
1946. 


TREATMENT  OF  SOME  HEPATIC  DISORDERS  WITH 

NECROTON 


(PRELIMINARY  RESULTS  WITH  REPORT  OF  CASES) 

C.  A.  MENDEZ  POLO,  M.D.  and  JOSE  M.  DOBAL,  M.T. 

Necroton^  is  the  trade  name  for  a substance  or  complex,  chem- 
ically isolated  from  liver,  which  protects  this  organ  from  the  effect 
of  toxic  agents.  Chemical  studies  of  the  liver  preparations  have 
revealed  a high  content  of  xanthine.-  Other  constituents  found  in 
addition  to  the  xanthine  have  shown  also  to  possess  a protective 
action  against  liver  damage. 

The  protective  effect  of  Necroton  has  been  studied  in  consider- 
able details  in  laboratory  animals,  after  exposure  to  chloroform, 
phosphorus,  wood  alcohol  and  carbon  tetrachloride  poisons.  In  all 
instances  the  substance  protected  the  animals  from  liver  damage, 
with  a marked  diminution  of  liver  necrosis  and  cirrhosis.^ 

For  further  consideration  on  the  use  and  value  of  Necroton, 
see  Correia,  et  al.^ 

Recently  Oliver-González  and  Thibet  reported  the  effect  of 
Necroton  on  cirrhosis  of  the  liver  observed  in  mice  infected  with 
Schistosoma  mansoni.  The  degree  of  liver  damage  observed  in  mice 
treated  with  this  preparation  was  less  than  on  the  untreated.  Fur- 
thermore, liver  cirrhosis  was  prevented  if  the  preparation  was  ad- 
ministered early  during  infection  with  the  parasite,  before  the 
fibrosis  developed.^ 

Necroton  has  been  used  very  extensively  in  humans  with  no 
toxic  reactions  observed  during  its  administration.  In  view  of  this 
fact  it  was  decided  to  administer  the  preparation  to  patients  suG 
fering  from  various  hepatic  disorders.  A preliminary  report  follows 
on  four  patients  treated  with  intramuscular  injections  of  Necro- 
ton; three  of  these  patients  had  chronic  Schistosomiasis  Mansoni, 
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with  hei)atomeííaly,  and  one  patient  had  infectious  hepatitis.  The 
main  purpose  of  the  administration  of  Necroton  to  these  patients 
was  to  determine  if  there  was  to  be  any  improvement  of  the  liver 
condition  as  a result  of  this  form  of  treatment. 

REPORT  OF  CASES 

Patient  Number  1 — R.  R.  V.  (Number  32)  Colored,  male,  18  yrs. 
old,  weight  95  lbs. 

Main  physical  findings  and  chief  complaints: 

Complained  of  severe  abdominal  pain  with  flatulence,  loss 
of  weight.  Anorexia,  nausea  and  day  and  night  sweats, 
dry  skin.  The  liver  was  palpable  three  fingers  below  the 
costal  margin. 

Main  laboratory  findings: 

Red  blood  cells 
Hemoglobin 

Urinalisis 

Kahn 

Feces : 

Ova  of  Hookworm,  Trichuris  trichiura,  and  Schisto- 
soma mansoni. 

Rectal  biopsy  — Twelve  ova  of  S.  mansoni  in  1 mm.  piece 
of  mucosal  tissue. 

Diagnosis : 

1.  Chronic  schistosomiasis,  with  hepatomegaly. 

2.  Syphilis. 

Treatment: 

No  specific  treatment  for  schistosomiasis  or  lues  was  ad- 
ministered. Necroton  was  injected  intramuscularly  2 cc 
daily  for  13  days,  continued  with  5 cc  daily  for  another 
period  of  25  days.  Three  weeks  after  the  onset  of  treat- 
ment the  patient  had  improved  his  physical  condition.  All 
gastrointestinal  disturbances  had  disappeared  and  had 
gained  15  lbs,  in  body  weight.  The  liver  was  still  palpable 


1,960,000 

56%  or  8.2  grams 
Normal 
+ + 
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two  fingers  below  the  costal  margin.  The  red  blood  cell 
count  had  increased  to  2,320,000. 

Comments: 

Although  this  patient  received  no  specific  treatment  for 
schistosomiasis  or  syphilis,  his  physical  condition  im- 
proved markedly  as  a result  of  the  administration  of  Ne- 
croton.  This  may  be  ascribed  to  favorable  effect  of  this 
preparation  on  the  liver. 

Patient  Number  2.  — S.J.T.  (Number  33)  White,  24  yrs.  old. 
Weight  124  lbs. 

Main  physical  findings  and  chief  complaints: 

This  patient  was  hospitalized  with  severe  dyspnea  and 
ascitis.  Fever,  anorexia  and  melena. 

The  abdomen  was  greatly  distended  with  liquid. 

Laboratory  findings: 


R.B.C.  3,980,000 

Hemoglobin  80  9^  — 11.7  gms. 

Urine Normal 

Kahn 0-0-0 

Feces Ova  of  S.  mansoni. 

Rectal  biopsy 498  ova  in  a 2.5  mm.  piece  of  mu- 

cosal tissue. 


Treatment : 

No  specific  drug  for  schistosomiasis  was  administered. 
Five  cc  injections  of  Necroton  were  given  daily  for  a 
period  of  30  days.  On  the  fifth  day  of  treatment  the  dysp- 
neic  condition  was  markedly  reduced.  Appetite  was  re- 
covered and  melena  disappeared.  Two  weeks  after  the  on- 
set of  treatment  the  fluid  in  the  abdominal  cavity  was 
reduced  and  three  weeks  later  disappeared  completely. 

Comments: 

The  physical  condition  of  this  patient  at  the  present  time 
is  remarkedly  good,  despite  of  the  fact  that  no  anti-schis- 
tosomiasis treatment  was  instituted.  On  this  patient  like 
the  previous  one,  Necroton  apparently  improved  on  his 
liver  condition. 
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Patient  Number  3 — J.R.C.  (No.  34)  White,  34  yrs.  old,  weight 
144  lbs. 

Main  physical  findings  and  chief  complaints: 

Abdominal  distention,  flatulence,  nausea,  anorexia,  jaund- 
ice. Liver  and  spleen  were  palpable  four  fingers  below 
the  costal  margin. 

Laboratory  findings: 


Icterus  index 125  units 

Feces positive  for  S.  mansoni  ova. 

Rectal  biopsy 72  ova  in  2 mm.  of  mucosal  tissue. 


Diagnosis : 

Chronic  schistosomiasis  with  hepatomegaly,  splenomegaly 
and  jaundice. 

Treatment: 

No  drug  specific  for  schistosomiasis  was  administered. 
Five  cc  of  Necroton  was  administered  daily  for  a period 
of  30  days.  On  the  fifth  day  of  treatment  all  gastrointes- 
tinal disturbances  disappeared,  with  recovery  of  appetite. 
Liver  and  spleen  remained  palpable  two  fingers  below  the 
costal  margin.  On  the  third  week  patient  seemed  phy- 
sically well,  the  jaundice  had  disappeared.  Icterus  index 
came  down  to  20  U. 

Patient  No.  4 — (Number  35)  White,  20  yrs.  old,  weight  125  lbs. 

Main  physical  findings  and  chief  complaints: 

Yellowish  coloration  of  the  skin  and  mucous  membranes. 
Liver  was  painful  and  palpable  four  fingers  below  the 
costal  margin. 

Fever,  diarrhea  and  anorexia. 

Laboratory  findings: 


Red  blood  cells 3,780,000 

Hemoglobin  76%  — 11.3  gms. 

Icterus  index 100  U. 

Feces  Trichiuris  trichiura  ova. 

Rectal  biopsy Negative  for  S.  mansoni 

Kahn 0-0-0 
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Diagnosis : 

Infectious  hepatitis. 

Treatment : 

Patient  received  5 cc  of  Necroton  daily  for  a period  of 
10  days.  On  the  ninth  day  of  treatment  icterus  index  had 
come  down  to  20  U.  On  the  fourteenth  day  the  patient 
was  feeling  well  with  no  complaints.  Size  of  liver  was 
apparently  normal  and  jaundice  disappeared  completely. 

DISCUSSION  AND  SUMMARY 

The  three  patients  with  chronic  schistosomiasis  and  one  with 
infectious  hepatitis  improved  markedly  on  their  physical  condition 
as  a result  of  treatment  with  Necroton.  No  other  form  of  therapy 
was  instituted,  so  that  improvement  may  be  ascribed  to  the  effect 
of  this  preparation.  As  mentioned  previously  Necroton  may  prod- 
uce a beneficial  effect  either  by  detoxifying  the  liver  or  causing 
regeneration  of  the  hepatitic  substance.  Both  will,  undoubtedly 
result  in  the  general  improvement  of  the  patient,  as  was  observed 
in  the  four  patients  presented  in  this  study. 

There  were  no  toxic  reactions  during  the  administration  of 
Necroton  even  after  prolonged  use  of  the  preparation. 

The  encouraging  results  pre.sented  in  this  study  make  it  ad- 
visable to  do  further  studies  on  the  action  of  Necroton  on  other 
hepatic  conditions  as  well  as  those  already  presented. 
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LA  KSCUKLA  DE  MEDICINA  DE  PUERTO  RICO 

En  este  nies  se  abrirá  la  Escuela  de  Medicina  de  Puerto  Rico, 
para  recibir  en  sus  aulas  los  cincuenta  primeros  estudiantes.  Este 
importante  acontecimiento  en  la  historia  de  nuestro  desarrollo  y 
progreso,  tiene  una  larga  tradición. 

La  creación  de  nuestra  Escuela  de  Medicina  no  es  cosa  que  haya 
surgido  espontánea  o caprichosamente  a última  hora,  como  resul- 
tado de  un  entusiasmo  momentáneo.  Es  la  realización  de  un  pro- 
pósito que  ha  vivido  latente  en  el  ánimo  de  los  líderes  de  la  opinión 
pública  desde  hace  muchos  años  y que  se  ha  expresado  a través  de 
la  Prensa  y en  proyectos  de  ley  en  que  se  pedía  a las  autoridades 
que  abordaran  el  asunto  con  miras  a traducirlo  a la  realidad.  Es 
de  notarse  también,  que  ha  habido  un  número  considerable  de  mé- 
dicos que  ha  creído  en  el  establecimiento  de  una  escuela  de  medicina 
y ha  defendido  esa  idea  como  una  necesidad  pública. 

En  los  últimos  años,  la  urgencia  de  aumentar  el  número  de  mé- 
dicos en  Puerto  Rico  se  ha  agudizado,  debido  a una  serie  de  factores. 
En  primer  lugar,  el  mejoramiento  general  de  las  condiciones  de  vida 
ha  he  ho  sentir  a nuestro  pueblo  de  manera  inmediata  la  necesidad 
de  más  amplios  y variados  servicios  médicos ; al  ampliar  el  Gobier- 
no la  esfera  de  servicios  de  salud  y medicina  para  el  pueblo  ha  utili- 
zado mayor  número  de  médicos ; la  guerra,  con  la  creciente  deman- 
da de  facultativos  para  las  fuerzas  armadas,  ha  exigido  también  un 
aumento  numérico  de  aquéllos;  finalmente,  el  desarrollo  de  la  pro- 
fesión médica  en  Puerto  Rico,  que  hace  honor  al  país,  ha  fomen- 
tado la  ampliación  de  la  técnica,  de  los  servicios  y de  la  cultura 
médica. 

Todos  sabemos  que  los  médicos  que  han  deseado  ampliar  sus 
conocimientos  y mantenerse  al  corriente  de  los  últimos  adelantos 
de  esta  ciencia,  se  han  visto  obligados,  hasta  ahora,  a ir  a los  Es- 
tados Unidos  continentales,  para  lo  cual  han  tenido  que  hacer  se- 
ñalados sacrificios,  como  el  de  separarse  de  sus  familiares,  dejar 
por  un  tiempo  su  clientela  abandonando  su  fuente  de  ingresos  e in- 
curriendo en  fuertes  gastos.  Es  razonable  pensar  que  la  oportuni- 
dad de  seguir  estudios  superiores  no  debe  exigir  sacrificios  tan 
onerosos  a aquellos  que  dedican  su  vida  a una  profesión  que  por  su 
misma  naturaleza  pide  tanto  de  quienes  la  practican.  Debe,  por  lo 
tanto,  existir  en  nuestro  país  un  centro,  adecuadamente  provisto, 
donde  la  profesión  médica  pueda  satisfacer  ese  loable  deseo  de  es- 
tudio y adelanto  sin  que,  por  ello,  se  vea  en  la  necesidad  de  hacer 
sacrificios  excesivos. 

La  inquietud  de  la  clase  médica  en  el  mejoramiento  y pro- 
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greso  de  la  profesión  se  ha  expresado  consecuentemente  en  distin- 
tas formas.  La  Asociación  Médica  de  Puerto  Rico  ha  venido  or- 
ganizando cursillos  y conferencias  a cargo  de  notables  médicos  del 
pais,  de  los  Estados  Unidos  continentales  y del  extranjero;  nuestros 
médicos  han  hecho  y siguen  haciendo  una  contribución  valiosa  a 
través  del  programa  docente  y de  investigación  de  la  Escuela  de 
Medicina  Tropical,  abonando  así  al  justo  renombre  que  esa  institu- 
ción tiene  en  el  mundo.  Es  digna  de  notarse  la  disposición  de  mu- 
chos médicos  a imponerse  a sí  mismos  sacrificios  para  ir  a perfec- 
cionarse a los  grandes  centros  médicos  del  mundo  y adquirir  nuevas 
especialidades  y destrezas.  En  virtud  de  este  esfuerzo  la  profesión 
cuenta  hoy  en  Puerto  Rico  con  magníficos  exponentes  de  las  espe- 
cialidades médicas  y quirúrgicas  más  avanzadas.  Este  dinamismo 
de  nuestros  médicos  difícilmente  encuentra  superación  en  otros  si- 
tios, donde  los  elementos  y la  situación  sean  similares  a los  de  Puer- 
to Rico. 

No  menos  digno  de  nota  es  el  interés  del  Gobierno  en  aumentar 
el  número  de  médicos  y dar  toda  clase  de  facilidades  para  el  estu- 
dio de  la  medicina,  sin  que  la  escasez  de  recursos  de  los  aspirantes 
pueda  ser  un  obstáculo.  En  los  últimos  años,  el  Gobiei;no  ha  venido 
manteniendo  un  sistema  de  becas  a un  costo  que  no  baja  de  medio 
millón  de  dólares  anuales.  El  Departamento  de  Salud  mantiene 
también  un  programa  en  virtud  del  cual  da  oportunidades  de  es- 
l^ecialización  a médicos  graduados. 

Por  todo  lo  anterior,  era  natural  pensar  que  la  creciente  deman- 
da de  servicios  médicos,  por  una  parte,  y el  impulso  progresista  de  la 
clase  médica,  por  otro,  junto  al  interés  del  Gobierno  en  la  educación 
médica,  culminaran  algún  día  en  el  establecimiento  de  una  Escue- 
la de  Medicina  en  nuestro  país. 

Durante  varios  años  ha  existido  un  explicable  escepticismo  por 
parte  de  algunas  personas,  incluyendo  miembros  de  la  clase  médica, 
sobre  la  capacidad  y disposición  del  Gobierno  de  Puerto  Rico  a fun- 
dar, organizar  y mantener  una  escuela  de  medicina  que  cumpliera 
las  exigencias  y requisitos  mínimos  de  una  institución  de  ese  tipo, 
según  señala  la  experiencia  de  la  docencia  profesional  en  los  Esta- 
dos Unidos. 

Esta  razonable  duda  surge,  en  parte,  por  algunas  de  nuestras 
experiencias  pasadas  en  el  campo  de  la  educación ; en  parte,  por  las 
condiciones  indecisas  y cambiantes  de  nuestra  vida  y organiza- 
ción social  y de  pueblo,  que  ha  ido  poco  a poco  encontrando  su  cen- 
tro de  estabilidad;  y finalmente,  en  parte,  por  la  inusitada  forma 
en  que  los  puertorriqueños  nos  hemos  visto  preci.sados  a abordar 
el  estudio  y utilización  de  disciplinas  y técnicas  profesionales  en 
general. 
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Ha  contribuido  también  a ese  estado  de  ánimo  la  discusión  en- 
tre personas  y grupos  sobre  los  conceptos  de  educación  médica  pre- 
valecientes en  Europa  y América  Latina  y aquellos  conceptos  a los 
cuales  están  acostumbrados  nuestros  médicos  por  haber  hecho  sus 
estudios  en  los  Estados  Unidos.  Esta  discusión  plantea,  natural- 
mente, dos  normas  o criterios  un  tanto  dispares  en  cuanto  a los 
standards  en  materia  médica  educativa. 

Üe  aquí  que  fuera  natural  esperar  que  este  influjo  cultural  de 
los  Estados  Unidos  dominase  la  orientación  de  los  responsables  de 
la  enseñanza  universitaria  en  Puerto  Rico  y determinase  que  nues- 
tra escuela  de  medicina  siguiera  esas  normas,  según  las  expresa  la 
Asociación  Médica  Americana.  Tal  condición  no  es,  ni  con  mucho, 
desventajosa  para  nosotros,  toda  vez  que  la  práctica  y el  estudio  de 
las  ciencias  médicas  en  los  Estados  Unidos  recogen  la  experiencia 
de  muchos  años  en  un  lugar  donde  estas  disciplinas  han  progresa- 
do notablemente,  recibiendo  la  aportación  de  los  grandes  talentos, 
tanto  de  medicina  general  como  de  técnicas  especializadas,  de  Eu- 
ropa y del  mundo  entero. 

Consecuencia  lógica  de  lo  anterior  y de  nuestras  relaciones  con 
los  Estados  Unidos,  es  el  suponer,  además,  que  nuestra  escuela  de 
medicina  habría  de  nutrirse  en  gran  parte  de  personal  adiestrado 
en  los  Estados  Unidos  con  experiencia  adquirida  allí,  en  aquellos 
campos  en  los  que  evidentemente  nosotros  no  poseemos  esa  des- 
treza y experiencia. 

En  este  marco  general  de  condiciones  y pese  a las  muchas 
dificultades  y obstáculos,  es  doblemente  significativo  y valioso  el 
que  pueda  afirmarse  que  en  Puerto  Rico  ha  habido  siempre  un  gru- 
po de  médicos  que,  fortalecidos  por  la  opinión  pública  y por  el  legí- 
timo interés  del  Gobierno  en  estos  últimos  años,  ha  mantenido  la  fe 
y el  optimismo  en  las  posibilidades  de  una  escuela  de  medicina  en 
Puerto  Rico.  , 

Por  eso  debe  recibirse  con  gran  beneplácito  el  aviso  de  la  aper- 
tura de  esa  escuela  para  el  21  de  agosto  del  corriente.  La  nueva 
institución  abrirá  sus  puertas  bajo  los  mejores  auspicios,  gracias 
al  respaldo  público  y al  entusiasmo  y a las  exigencias  de  los  que 
han  tenido  a cargo  su  fundación  y organización. 

Debemos  felicitar  a la  Universidad  de  Puerto  Rico  por  haber- 
se orientado  en  las  mejores  fuentes,  seguido  las  mejores  normas  y 
adoptado  el  patrón  de  escuelas  de  medicina  americanas,  manteniendo 
todas  las  exigencias  que  garantizan  al  pueblo  que  nuestra  institu- 
ción no  estará  en  desventaja  frente  a las  buenas  escuelas  de  me- 
dicina del  continente. 

Pero  hay  más.  Debe  constituir  motivo  de  satisfacción  y de 
garantía  el  que  en  el  establecimiento  de  nuestra  escuela  la  Uní- 
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versidad  de  Puerto  Rico  haya  gestionado,  desde  el  principio,  y conse- 
guido luego  la  cooperación  y el  respaldo  eficaces  de  la  Universidad 
de  Columbia.  Las  autoridades  de  esta  institución  permitieron  de 
muy  buen  grado  que  el  profesor  y doctor  Harold  S.  Brovv^n  viniera 
a colaborar,  en  calidad  de  funcionario  de  Columbia,  con  el  Rector 
de  la  Universidad  de  Puerto  Rico  en  la  delicada  tarea  de  fundar 
nuestra  escuela  de  medicina.  En  esta  coyuntura,  es  oportuno  sub- 
rayar la  diligencia  y eficacia  de  las  gestiones  de  la  Universidad  de 
Puerto  Rico  que  en  un  año  escaso  lleva  a su  realización  el  proyecto. 

La  reciente  decisión  de  las  autoridades  universitarias  de  con- 
servar la  identidad  de  nuestra  Escuela  de  Medicina  Tropical,  con  su 
prestigio  y nombre  internacionalmente  conocidos,  junto  a la  nacien- 
te escuela  de  medicina  general,  es  otra  sabia  medida  que  debe  tener 
el  más  cálido  respaldo  de  la  clase  médica  en  Puerto  Rico.  Es  de  es- 
perarse que  en  el  más  amplio  ambiente  que  proporciona  una  escuela 
de  medicina  general,  aumentarán  las  oportunidades  de  la  investi- 
gación en  medicina  tropical  y se  creará  una  levadura  propicia  al 
mayor  crecimiento  y desarrollo  en  ese  campo. 

Sabemos  que  la  primera  clase  de  cincuenta  estudiantes  ha  sido 
seleccionada  ya  con  el  mayor  rigor  y objetividad,  entre  los  aspiran- 
tes más  talentosos,  sin  consideración  alguna  de  raza,  credo,  sexo  y 
recursos  económicos.  Sabemos  también  que  los  dos  primeros  años 
del  curso  médico  están  ya  casi  totalmente  organizados.  Todo  indi- 
ca que  los  últimos  dos  años  queden  organizados  oportunamente, 
sin  dificultad  alguna. 

El  empeño  de  que  la  escuela  sea  reconocida  por  las  autorida- 
des competentes  americanas  en  la  primera  oportunidad  que  per- 
mitan los  estatutos  de  rigor  (o  sea,  al  graduarse  la  primera  clase 
dentro  de  cuatro  años)  tendrá  sin  duda  buen  éxito,  si  se  mantienen 
como  es  de  esperarse  el  mismo  espíritu  de  responsabilidad  y deter- 
minación que  hasta  aquí. 

La  filosofía  que  anima  a la  nueva  Escuela  de  Medicina  es  la 
de  graduar  médicos  con  igual  grado  de  preparación  que  en  los 
Estados  Unidos,  pero  en  condiciones  de  satisfacer  las  necesidades 
específicas  de  Puerto  Rico.  Esto  supone  que  se  hará  hincapié  en 
una  educación  médica  de  tipo  integrado  para  el  ejercicio  de  la  me- 
dicina general,  reviviendo  así  las  buenas  características  de  una 
actitud  tradicional  y fomentando  el  renacimiento  del  “médico  de 
familia”.  Esto  hará  posible  que  la  Escuela  de  Medicina  sea  centro 
de  cultura  que  ejercerá  una  saludable  influencia  en  la  modalidad 
sociológica  de  la  profesión  médica  en  Puerto  Rico.  Tal  influjo  de- 
berá expresarse  no  solamente  en  las  investigaciones  que  se  lleven 
a cabo  y que  se  estimulen  en  otros  centros  de  servicios  médicos, 
sino  que  también  en  la  ayuda  efectiva  que  el  personal  de  la  escuela 
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y de  estos  centros  pueda  prestar  a otros  programas  de  investiga- 
ción en  ese  campo  y las  oportunidades  de  estudio  postgraduado 
que  se  ofrezcan  en  el  futuro  a la  profesión  médica. 

Finalmente,  la  posición  privilegiada  de  Puerto  Rico,  con  el 
dominio  del  español  y del  inglés  por  parte  del  profesional  puerto- 
rriqueño; el  establecimiento  de  una  escuela  de  estructura  ameri- 
cana y reconocida  por  la  Asociación  Médica  Americana  y por  otras 
organizaciones  y asociaciones  de  prestigio  nacional ; las  posibili- 
dades de  colaboración  entre  éstas,  junto  al  interés  del  pueblo  de  los 
Estados  Unidos  expresado  en  el  Punto  Cuarto  de  la  Carta  del  At- 
lántico, forman  una  constelación  de  factores  de  extraordinarias 
posibilidades  para  que  Puerto  Rico  se  convierta  en  centro  donde 
se  reúnan  y se  intercambien  e interpreten  las  dos  culturas  en  una 
síntesis  constructiva  para  beneficio  de  todo  este  hemisferio  y del 
mundo  en  general. 

Si  Puerto  Rico  contribuye,  por  medio  de  su  nueva  escuela  de 
medicina  y de  su  escuela  de  medicina  tropical,  al  mejoramiento 
de  la  salud  pública  y de  la  medicina  asistencial  más  allá  de  los 
límites  insulares  hará  una  aportación  de  singular  valor  al  des- 
arrollo de  las  normas  democráticas  de  vida  en  América  y brinda- 
rá, a la  vez,  nuevas  oportunidades  de  expresión,  de  servicio  pú- 
blico, y de  desarrollo  científico  y cultural  a los  puertorriqueños. 
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Video  Médico 

Por  primera  vez  en  la  América  Latina,  y como  una  cortesia  de  las  firmac 
E.  R.  Squibb  & Sons  y la  International  General  Electric,  durante  los  dias  10. 
11  y 12  de  julio  ppdo.  se  celebró  en  nuestra.  Isla  un  programa  de  televisión 
bajo  los  auspicios  de  la  Asociación  Médica  de  Puerto  Rico. 

Los  aparatos  trasmisores  fueron  instalados  en  el  Professional  Building 
y los  receptores  fueron  colocados  en  el  décimotercer  piso  de  dicho  edificio  y 
en  uno  de  los  salones  del  Hotel  Caribe  Hilton.  El  programa  de  clinica-s  e in- 
tervenciones quirúrgicas  preparado  por  el  Comité  Científico  de  nuestra  Asocia- 
ción, constó  de  los  siguientes  trabajos: 

Operación  de  labio  leporino,  por  la  doctora  Angeles  Díaz 
Clínica  medica  sobre  enfermedades  del  Hígado  y Bioi)sia  hepática  para 
diagnóstico,  por  el  doctor  F.  Hernández  Morales 
Hiper tiroidismo,  por  el  doctor  Eduardo  R.  Pons,  Jr. 

Tiroidectomia,  por  el  doctor  J.  Noya  Benitez 

Gastrectomia  para  úlcera  duodenal,  por  el  doctor  Antonio  H.  Susoni 
Periarteritis  Nudosa,  por  el  doctor  R.  S.  Díaz  Rivera 
Mastectomfa,  por  el  doctor  A.  Oliveras  Guerra 
Transfusión  intramedular,  por  el  doctor  J.  Basora  Defilló 
Colecistectomia,  por  el  doctor  Basilio  Dávila 
Cirugía  ocular,  por  el  doctor  Luis  J.  Fernández 
Pancreatitis  aguda,  por  el  doctor  Ramón  J.  Sifre 
Hermafroditismo,  por  el  doctor  Luis  A.  Sanjurjo 
Aplicación  de  Radium,  por  el  doctor  Isaac  González  Martínez 
Clínica  de  cardiopatías  congénitas,  por  el  doctor  Ramón  M.  Suárez 
Simpatectomid  por  enfermedad  de  Buerger,  por  el  doctor  Luis  A.  Passa* 
lacqua 

Durante  los  tres  días  que  se  extendió  el  programa  actuó  como  locutor 
médico  el  doctor  Frederick  González. 

Es  verdaderamente  notable  la  precisión  con  que  se  llevó  a efecto  este 
variado  programa  y la  nitidez  y perfección  con  que  se  reproducían  en  las 
distintas  pantallas  las  técnicas  quirúrgicas  empleadas  y la  exposición  hecha 
por  los  médicos  que  participaron  en  el  mismo. 

Reciban  las  firmas  auspiciadoras,  los  miembros  del  Comité  Científico  que 
organizaron  el  programa,  así  como  los  compañeros  que  participaron  en  el 
mismo,  nuestra  más  cordial  felicitación  por  el  éxito  logrado. 

Cuarto  curso  postgraduado 

El  cuarto  curso  postgraduado  del  año  se  celebró  en  el  domicilio  de  nues- 
tra Asociación  durante  la  semana  del  10  al  14  de  julio,  y estuvo  a cargo 
del  doctor  Charles  C.  Higgins,  jefe  del  Departamento  de  Urología  de  la  Clí- 
nica’ de  Cleveland  y expresidente  de  la  Asociación  Americana  de  Urología. 
Dicho  curso  constó  de  las  siguientes  conferencias: 

Clinical  Significance  of  Hematuria 
Diagnosis  and  Treatment  of  Renal  Lithiasis 
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DR.  CHARLES  C.  HIGGINS 

Jefe  tlel  Departamento  de  Urología  de  Cleve- 
land Clinic,  quien  dictó  un  curso  sobre  uro- 
logía para  la  matrícula  de  la  Asociación 
Médica  de  Puerto  Rico. 

Diagnosis  and  Treatment  of  Carciyioma  of  the  Bladder 

The  Diagnosis  and  Treatment  of  Various  Types  of  Tumors  of  the  Kidney» 
and  Ureters 

Management  of  Urinary  Tract  Infections 

En  las  sesiones  del  miércoles  y cl  jueves,  participó  en  el  programa  además, 
el  doctor  Thomas  D.  Moore,  presidente  de  la  Asociación  Americana  de  Urolo- 
gía, quien  dictó  las  siguientes  conferencias: 

Diagnosis  and  Treatment  of  Hydronephrosis 

An  evaluation  of  the  Clinical  Importance  of  so-called  Ureteral  Strictures. 
Ureteral  Kinks  and  Hydronephrosis. 

Asociación  Puertorriqueña  de  Urología 

Durante  los  días  15  y 16  de  julio  ppdo.  celebró  su  primera  asamblea 
anual,  en  el  domicilio  de  nuestra  agrupación,  la  Asociación  Puertorriqueña 
de  Urología,  entidad  que  preside  el  doctor  Esteban  García  Cabrera.,  y de  la  cual 
es  secretario  el  doctor  Luis  A.  Sanjurjo. 

La  Asociación  Puertorriqueña  de  Urología  tuvo  como  invitados  de  honor 
en  su  asamblea  a los  siguientes  distinguidos  colegas  del  exterior: 

Dr.  Thomas  D.  Moore,  presidente  de  la  Asociación  Americana  de  Urología. 
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DR.  SEYMOUR  J.  GRAY 

Profesor  Asistente  de  Medicina,  Escue- 
la. de  Medicina  de  Harvard,  invitado  de 
honor  de  la  Asociación  Médica  del  Dis- 
trito de  San  Juan  a su  asamblea  anual. 


Dr.  Charles  C.  Higgins,  Jefe  del  Departamento  de  Urología  de  la  Clí- 
nica de  Cleveland  y expresidente  de  la  Asociación  Americana  de  Urología. 

Dr.  Harold  P.  MacDonald,  expresidente  de  la  Rama  del  Sureste  de  la 
Asociación  Americana  de  Urología. 

Dr.  Russell  B.  Carson,  urólogo  de  Fort  Lauderdale,  Florida. 

El  programa  científico  desarrollado  durante  los  dos  días  de  la  asamblea 
incluyó  las  siguientes  ponencias: 

Conservative  Renal  Suryery,  Dr.  Thomas  D.  Moore 
Presentation  of  Case,  Dr.  Pablo  G.  Curbelo 

Recent  Advancement  in  the  Treatment  of  Urinary  Infections,  Dr.  Harold 
P.  McDonald. 

Diverticula  of  the  Female  Urethra,  Dr.  Russell  B.  Carson 
Presentation  of  Case,  Dr.  Alberto  Mejia  Casals 
Cancer  of  the  Penis  - Report  of  I'l-i  cases.  Dr.  Julio  E.  Colón 
The  Training  of  a Urological  Surgeon,  Dr.  Charles  C.  Higgins 
Myositis  Ossificans  Suprapuhica,  Dr.  E.  Garcia  Cabrera 
Manson's  Schistosomiasis  with  Severe  Renal  Involvement,  Dr.  Luis  A. 
Sanjurjo 
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ASOCIACIONES  DE  DISTRITO  ' 

Asociación  Medica  del  Distrito  de  San  Juan 

Durante  I03  días  5 y 6 del  mes  en  curso,  se  celebró  en  el  domicilio  de  la 
Asociación  Médica  la  asamblea  anual  del  distrito  de  San  Juan,  que  preside 
el  doctor  Luis  A.  Sanjurjo. 

Asistió  como  invitado  de  honor  a dicho  acto  el  doctor  Seymour  J.  Gray, 
profesor  asistente  de  medicina  en  la  Escuela  de  Medicina  de  Harvard. 

El  programa  científico  desarrollado  incluyó  los  siguientes  temas: 

Acute  Pancreatitis:  Diagnosis  and  Management,  Dr.  J.  R.  González  Giust) 

Differential  Diagnosis  between  medical  and  surgical  Jaundice,  Dr.  Sey- 
mour J.  Gray 

An  Appeal  for  Medical  Help,  Col.  John  B.  Coates,  Jr. 

Clinico-pathological  conference,  Drs.  E.  Koppisch  and  Seymour  J.  Gray 

Diagnosis  and  Management  of  Spontaneous  Intracranial  Hemorrhage, 
Dr.  Luis  R.  Guzman 

The  Diagnosis  and  Management  of  upper  Gastrointestinal  Hemorrhagic 
Dr.  F.  Hernández  Morales 

ACTH  and  Cortisone,  Dr.  Seymour  J.  Gray 

Asociación  Medica  del  Distrito  de  Humacao 

Tal  como  informáramos  en  nuestra  pasada  edición,  el  domingo  23  de 
julio  se  celebró  en  Fajardo  la  asamblea  anual  de  la  Asociación  Médica  del  Dis- 
trito de  Humacao. 

Después  del  programa  científico,  que  tuvo  lugar  en  el  Hospital  de  Distrito 
de  Fajardo,  los  compañeros  del  distrito  procedieron  a elegir  la  nueva  direo- 
tiva,  resultando  electos  los  siguientes  miembros: 

Presidenta — Dra.  Carmen  Troche  de  Mejía 
Vicepresidente — Dr.  Francisco  M.  Vélez 
Secretario — Dr.  A.  Lacot  Salgado 
Tesorero — Dr.  José  Ramos  Lebrón 
Delegados — Dr.  R.  Mejía  Ruiz 
Dr.  Frank  J.  Veve 
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Progress  in  Clinical  Endocrinology.  Edited  by  Samuel  Soskin,  M.D.  Director, 
Medical  Research  Institute,  Michael  Reese  Hospital,  Chicago,  Illinois.  $10,00. 
pp-641.  New  York.  Gruñe  and  Stratton.  1950. 

Mantenerse  al  tanto  de  los  progresos  endocrinológicos  es  casi  imposible 
dado  el  número  enorme  de  experimentos,  observaciones  contradictorias,  descu- 
brimientos más  o menos  definitivos  y datos  confusos  que  exigen  una  cons- 
tante correlación  del  curso  de  las  investigaciones  endocrinológica-s  para  lograr 
conclusiones  provisionales.  Esta  es  precisamente  la  finalidad  de  este  excelente 
compendio  de  Endocrinología  que  contiene  91  artículos  escritos  Por  otios  tantos 
investigadores. 

A los  trastornos  endocrinos  de  la  Tiroides  se  dedican  nueve  artículos,  uno 
de  los  cuales.  El  uso  clínico  de  las  drogas  antitiroideas,  está  escrito  por  E.  B, 
Astwood,  y tres  a las  Paratiroides.  De  especial  importancia  son  los  once  ar- 
tículos dedicados  al  estudio  de  la  Corteza  Adrenal,  donde  se  explican  las  teo- 
rías posibles  sobre  el  mecanismo  de  acción  de  los  esteroides  de  la-  Corteza 
Adrenal  sobre  el  reumatismo,  y otras  enfermedades  crónicas  del  metabolismo. 
Se  dedica,  considerable  espacio  al  estudio  de  la  formación  de  las  anti-hormonas. 
la  regulación  electrolítica-  por  la  Corteza  Adrenal  y las  variaciones  de  los 
Corticoesteroides  y 17-Ketosteroides  en  la  orina  humana. 

Las  extrañas  reacciones  mentales  subsiguientes  a la  administración  pro- 
longada de  Cortisona  y ACTH  son  de  extraordinario  interés  para  los  Neuro- 
psiquiatras.  La  reciente  teoría  de  que  ciertos  enfermos  esquizofrénicos  sufren, 
a consecuencia  de  tensiones  emocionales,  de  una  disminución  o ausencia  de  es- 
tímulo nervioso  central  sobre  la  corteza  adrenal  y,  como  consecuencia-,  de  una 
incapacidad  de  respuesta  cortico-adrenal,  puede  abrir  un  nuevo  campo  a la 
investigación  etiológica.  de  las  reacciones  psicóticas. 

Doce  colaboradores  escriben  capítulos  independientes  sobre  el  pancreas  con 
conclusiones  interesantísimas;  se  afirma  que  la  obesidad  se  debe  a una  inges- 
tión excesiva  de  alimentos,  lo  que  es  un  problema  netamente  psiquiátrico,  ya 
que  la  razón  común  de  sobre-alimentación  se  debe  a un  mecanismo  defectuoso 
de  adaptación  a las  exigencias  del  desarrollo  emocional  del  individuo,  que 
busca  una  compensación  a su  inconciente  complejo  de  frustración  refugiándose 
en  una  conducta  infantil,  en  que  el  acto  de  comer  va  asociado  a una  sensa- 
ción agradable  de  placer,  atención,  cuidado  y afecto  derivados  del  inconciente 
deseo  de  protección  materna.  Señalan  los  autores  que  de  los  individuos  obesos 
solamente  un  5^  desarrolla  diabetes,  llamando  la  atención  al  hecho  definiti- 
vamente admitido  de  que  la  aparición  de  la  enfermedad  puede  deberse  origi- 
nalmente al  efecto  de  un  traumatismo  emocional  o conflicto  psíquico. 

Los  capítulos  séptimo  y octavo  corresponden  a las  secreciones  internas 
del  ovario  y de  los  testículos,  y constan  de  20  artículos  por  distintos  colabora- 
dores dándose  especial  importancia  a la  amenorrea  psicogénica  o “hipotalámi- 
ca”  subsecuente  a reacciones  emocionales,  que  producen  una  interrupción  de 
los  impulsos  talámicos  sobre  la  glándula  pituitaria,  en  la  producción  de  LH.  Al 
interrumpirse  esta  secreción  el  folículo  ovárico  no  puede  producir  estrógeno  y 
por  lo  tanto  la  mujer  desarrolla  amenorrea. 

El  libro  termina  con  capítulos  sobre  la  glándula  pituitaria,  el  uso  de  hor- 
monas en  las  enfermedades  no  endocrinas  y la  influencia  de  las  glándulas  en- 
docrinas sobre  el  esqueleto,  la  obesidad  y la  función  renal. 

Este  compendio  editado  por  el  Dr.  Soskin  nos  facilita  con  91  artículos 
escritos  por  especialistas  en  Endocrinología  los  más  recientes  avances  en  esta 
subyugadora  rama  de  la  Medicina. 
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Patterns  of  Panic.  By  Joost  A.  M.  Meerloo,  M.D.  Instructor  in  Psychiatry, 
Columbia  University.  $2.00.  pp-120.  New  York.  International  Universities  Press 
1950. 

El  Dr.  Meerloo,  de  vasta  experiencia  psiquiátrica,  toma  como  base  para 
describir  las  “reacciones  de  terror”  sus  experiencias  en  Europa,  durante  la  ocu- 
pación, su  huida  del  dominio  de  los  Nazis  y especialmente  sus  observaciones 
como  miembro  del  Comité  de  la  Cruz  Roja  Holandesa  y.  Jefe  del  Departamen- 
to de  Psicología  del  Ejército  de  Holanda. 

El  autor  estudia  los  mecanismos  de  las  reacciones  de  miedo  teniendo  en 
cuenta  la  filogenia  y a partir  de  los  complejos  infantiles.  En  relación  con  el 
pánico  en  la  pasada  guerra  el  autor  da  la  curiosa  información  estadística  de  que 
cada  baja  del  enemigo  costó  un  promedio  de  6500  balas  disparadas.  Como  la 
misión  de  la  Psiquiatría  Militar  es  evitar  y tratar  las  reacciones  de  pánico,  el 
autor  deduce  interesantísimas  conclusiones  para  una  mejor  coordinación  psi- 
quiátrica. 

Es  una  corta  monografía  de  interesante  lectura. 


Postgraduate  Gastroenterology.  Edited  by  Henry  L.  Bockus,  M.D.  Profes- 
sor of  Gastroenterology.  University  of  Pennsylvania.  $10.00.  pp-670.  Philadel- 
phia. W.  B.  Saunders  Company.  1950. 

En  este  volumen  el  internacionalmente  conocido  Profesor  Bockus  edita 
las  Conferencias  y discusiones  llevadas  a cabo  en  el  curso  de  gastroenterología 
que  auspiciado  por  el  American  College  of  Physicians  se  celebró,  durante  la 
segunda  semana  del  mes  de  diciembre  del  año  1948,  en  el  Departamento  de 
Gastroenterología  de  la  Universidad  de  Pennsylvania. 

Obviamente  el  propósito  de  este  libro  no  es  cubrir  el  amplio  campo  de  la 
Gastroenterología  sino  tratar  exclusivamente  de  ciertos  aspectos  y descubri- 
mientos recientes  que  son  de  especial  interés  para  los  internistas. 

Los  temas,  cuya  transcripción  taquigráfica  forma  el  texto  del  libro  de 
que  nos  ocupamos,  tratan  del  diagnóstico  de  los  trastornos  esofágicos;  de  los 
mecanismos  de  secreción  gástrica;  del  diagnóstico  temprano  del  neoplasma 
gástrico;  de  la  úlcera  péptica;  alergias  gastrointestinales;  trastornos  pan- 
creáticos; dolor  abdominal;  trastornos  del  hígado;  enteritis  y entercolitis; 
obstrucción  intestinal;  ictericia;  y enfermedades  del  colon,  incluyendo  las 
colitis  ulcerativas  y los  neoplasmas. 

Stewart  Wolf,  Assistant  Professor  of  Medicine  de  la  Universidad  de  Cor- 
nell, escribe  el  interesante  capítulo  sobre  las  observaciones  experimentales  de 
los  cambios  y trastornos  fisiológicos  del  tracto  intestinal  en  los  estados  emo- 
cionales, donde  estudia  cómo  los  conflictos  psiconeuróticos  pueden  motivar 
contracciones  espasmódicas  del  cardias.  Expone  historias  clínicas  de  múltiples 
casos  en  los  que  un  complejo  psicológico  de  frustración  provoca  entre  otros 
síntomas  el  de  la  hiperfunción  gástrica  y la  úlcera  péptica. 

El  Dr.  Weiss  contribuye  con  un  magnífico  capítulo  sobre  el  mecanismo 
psicosomático  de  los  trastornos  intestinales,  que  Bockus  mismo  calificó,  inme- 
diatamente después  de  hablar  Weiss,  de  tan  extraordinariamente  importante 
que  se  debería  de  haber  radiado  al  mundo  entero. 

Gaskill  studia  la  personalidad  de  los  enfermos  con  trastornos  orgánicos  del 
aparato  digestivo  y la  psico-patología  de  la  úlcera  péptica.  Yaskin,  se  ocupa 
de  los  trastornos  gastrointestinales  de  orden  funcional  en  las  reacciones  psi- 
copáticas. Seymour  S.  Kety  estudia  la  interrelación  del  sistema  neuro-vegeta- 
tivo  del  hipotálamo  y el  cortex  cerebral,  sobre  las  reacciones  emocionales 
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que  repercuten  sintomáticamente  en  las  funciones  anatomo-fisiológicas  del  trac- 
to gastrointestinal. 

Cuando  en  la  dinámica  de  la  producción  de  los  trastornos  gastrointesti- 
nales hay  factores  psicológicos,  en  el  tratamiento  deben  de  utilizarse  técnicas 
psiquiátricas.  Según  Yaskin  más  del  75%  de  los  enfermos  con  trastornos 
gastrointestinales  obtiene  resultados  satisfactorios  con  tratamiento  psicote- 
rápico. 

Como  todas  las  publicaciones  del  Profesor  Bockus  ésta  es  de  interés  so- 
bresaliente. 


The  Rockefeller  Foundation.  International  Health  Division.  Anual  Report. 
(Se  envía  gratuitamente  a quien  lo  solicite)  pp-222,  con  trece  ilustraciones. 
The  Rockefeller  Foundation.  New  York.  1949. 

La  institución  Rockefeller  que  se  fundó  en  1930  para  promover  el  bienestar 
de  la  raza  humana  en  todo  el  mundo,  se  ha  ocupado  especialmente  de  proble- 
mas específicos  en  el  campo  de  la  medicina,  de  las  ciencias  naturales,  sociales, 
de  las  humanidades  y de  la  salud  pública. 

El  Reporte  Anual  de  la  División  Internacional  de  Salud  Pública  da  una 
información  detallada  sobre  los  progresos  logrados  por  la  Institución  a tra- 
vés del  mundo  entero  en  relación  con  la  Malaria,  la  Fiebre  Amarilla,  y otras 
enfermedades  por  virus,  que  han  sido  los  problemas  a los  que  se  han  dedicado 
especial  atención  en  el  año  transcurrido. 

Esta  monografía  informativa  facilita  detalles  de  interés  sobre  los  diferen- 
tes trabajos  de  investigación  realizados  y termina  con  una  lista  del  dinero 
invertido  que  ha  alcanzado  en  dicho  año  la  considerable  cantidad  de  $89,000,- 
000.00. 


The  Responsiveness  of  Kindergarten  Children  to  the  Behaviour  of  Their 
Fellows.  By  Esther  Kite  Harris.  Monographs  of  the  Society  for  Research  in 
Child  Development,  Serial  No.  43,  Volume  XI,  No.  2,  1946  pp-184,  con  ilustra- 
ciones y múltiples  diagramas  explicativos.  Society  for  Research  in  Child 
Development,  National  Research  Council,  Washington.  1948. 

La  conducta  de  los  niños  en  el  “Kindergarten”  es  una  magnífica  y difícil 
fuente  de  investigación  psicológica  que  requiere  indudablemente,  una  extra- 
ordinaria competencia  en  el  investigador  que  se  proponga  sacar  observaciones 
y conclusiones  sobre  1»  conducta  de  los  niños.  Lo  que  piensa  el  niño  en  el 
“Kindergarten”,  como  reacciona  ante  sus  compañeros,  cuál  es  la  interpretación 
que  hace  del  mundo  que  le  rodea  y,  los  mecanismos  de  adaptación  al  grupo, 
son  fuentes  tan  interesantes  de  información  que  han  llevado  al  autor  a intentar 
sistematizar  estas  investigaciones  sobre  las  reacciones  emocionales  y sociales 
del  niño.  Hasta  ahora  las  conclusiones  sobre  el  desarrollo  del  niño  se  habían 
basado  sobre  métodos  empíricos  y éste  es  el  primer  intento  por  utilizar  méto- 
dos de  observación  directa  y estadísticos. 

El  estudio  de  Esther  Kite  Harris,  se  hace  en  un  grupo  de  24  niños  de 
cuatro  a cinco  años  de  edad,  en  el  “Kindergarten”  del  Institute  of  Child 
Welfare  de  la  Universidad  de  Minnesota.  El  autor  utiliza  una  serie  de  prue- 
bas ingeniosísimas  y adecuadas  a la  psicología  de  niños  de  edad  temprana, 
y las  respuestas  se  estudian  comparativamente  en  relación  con  los  informes 
sometidos  por  los  maestros  de  esos  niños  y por  sus  padres  y parientes.  El  mo- 
do de  tratar  los  problemas  psicológicos  de  los  niños  se  hace  de  un  modo  ab- 
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solutamente  original  e interesantisimo  y los  Médicos,  Trabajadores  Sociales 
y Pedagogos  interesados  en  la  Psicología  Infantil  han  de  encontrar  este  libro 
extraordinariamente  instructivo  y valioso. 


Li¡)i(Joseii.  Diseases  of  the  Cellular  Lipid  Metabolism.  By  Siegfried  J.  Thann- 
hauser,  M.I).,  PH. I).  Associate  Professor  of  Medicine,  Tufts  College  of  Medicine. 
$12.00.  pp-  600  con  223  ilustraciones,  ocho  en  colores.  New  York.  Oxford  Uni- 
versity Press.  1950. 

La  segunda  edición  de  este  interesante  capítulo  de  la  famosa  enciclopedia 
médica  Oxford  Loose-Leaf  Medicine  ha  sido  impresa  separadamente  en  un 
volumen  de  excelente  presentación,  representativo  del  cuidado  y artes  tipo- 
gráficos de  Oxford  University  Press. 

La  Medicina  que  cada  día  depende  más  para  sus  investigaciones  de  la  alta 
Física-matemática  y de  la  Bioquímica,  requiere  para  el  estudio  de  ciertos 
problemas  llevar  hasta  la  cabecera  del  enfermo  profundos  conocimientos  de 
ambas  ciencias.  Sin  embargo  como  dice  el  Profesor  Thannhauser,  la  idea  del 
Médico  - Ingeniero  - Mecánico  - Electricista  - de  la  Salud,  es  una.  concepción 
deplorable.  Las  estadísticas,  los  números  y las  cifras  obtenidas  por  métodos  fí- 
sicos y químicos  nunca  podrán  suplantar  el  Arte  Médico  de  ver,  tocar  y oír. 
Con  este  profundo  sentido  clínico  el  Dr.  Thannhauser  aborda  el  estudio  de  la 
Patogénesis  de  las  Lipidosis  sin  alterar  los  conceptos  esenciales  vertidos  en  la 
primera  edición  publicada-  en  1940. 

El  capítulo  sobre  Cirrosis  biliar  xantomatosa  e Hipeilipemia  idiopática, 
han  sido  re-escritos  en  su  totalidad  a fin  de  incorporar  los  nuevos  descubri- 
mientos. El  síndrome  Schüller-Christian,  xantomatosis  esencial  de  tipo  nor- 
mocolestirémico.  ha  sido  bautizado  por  el  autor  teniendo  en  cuenta  los  cam- 
bios hitológicos,  como  granuloma  xantomatoso  eosinofílico. 

Un  capítulo  sobre  la  enfermedad  de  Niemann-Pick  ha  sido  añadido  y los 
síndromes  de  Gargolismo  y Hurler-Pfaundler  son  discutidos  teniendo  en  cuen- 
ta los  nuevos  descubrimientos  químicos. 

La  lectura  del  libro  requiere  un  profundo  conocimiento  de  la  química 
fisiológica  de  los  lípidos  para  entender  los  nuevos  conceptos  de  la  desinte- 
gración enzimática  de  los  ácidos  grasos  y su  relación  con  el  metabolismo  de 
los  carbohidratos  y proteínas. 

Es  un  libro  magistral,  brillantemente  escrito  por  un  famoso  investigador, 
sobre  uno  de  los  aspectos  más  interesantes  de  la  medicina  moderna. 


Proctology  in  General  Practice.  By  J.  Peerman  Nesselrod,  M.D.,  F.A.C.P., 
P.A.P.S.,  Associate  in  Surgery,  Northwestern  University  Medical  School.  $6.00. 
pp-276.  Philadelphia.  W.  B.  Saunders  Company.  1950. 

La  imperiosa  necesidad  de  luchar  contra  el  cáncer  y,  especialmente  la  im- 
portancia de  establecer  diagnósticos  tempranos  cuando  hay  invasión  del  recto 
y del  colon,  ha  provocado  en  los  últimos  años  un  interés  creciente  en  la  inves- 
tigación de  los  problemas  proctológicos. 

Esta  nueva  e importantísima  especialidad  ha  de  contribuir  de  un  modo 
sobresaliente  a la  disminución  de  ciertos  padecimientos  a los  que  no  se  con- 
cedía, más  bien  por  tabú  psicológico  que  por  razón  anatómica,  la  atención 
que  merecían.  En  la  lucha  total  contra  el  cáncer  la  misión  del  proctólogo 
redunda  en  una  notable  disminución  de  las  muertes  por  lesiones  neoplásticas. 

En  este  interesantísimo  libro  Nesselrod  pone  su  vasta  experiencia  al  ser- 
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vicio  del  médico  general.  El  capítulo  sobre  los  métodos  de  diagnóstico  ha  sido 
preparado  de  un  modo  minucioso  y está  dirigido  tanto  al  médico  general 
como  al  cirujano  y al  especialista  en  proctología. 

El  manual  está  excelentemente  editado,  con  64  ilustraciones  y fotografias 
y,  el  capitulo  de  Pruritus  está  orientado  desde  un  punto  de  vista  Psico-somático, 
en  la  actual  y afortunada  tendencia  médica  moderna  de  conceder  primordial 
importancia  a los  problemas  psicológicos  y de  la  personalidad. 

A.M.A.  Intern's  Manual.  $2.25.  pp-201.  Philadelphia.  W.  B.  Saunders  Com- 
pany. 1940. 

Desde  1932  el  Consejo  de  Hospitales  y Educación  Médica  de  la  Asocia- 
ción Médica  viene  publicando  anualmente  este  libro  que  originalmente  se  ti- 
tulaba Práctica  Hospitalaria  para  Internos,  y que  tenía  el  propósito  de  facili- 
tar al  médico  interno  información  rutinaria  e imprescindible  en  su  trabajo  hos- 
pitalario. 

En  1938  el  original  libro  “Hospital  Practice  for  Interns”  fué  transforma- 
do en  el  nuevo.  A.M.A.  Intern’s  Manual.  El  libro  es  más  conciso,  más  pequeño 
y más  manuable,  siendo  sin  embargo  su  información  muy  completa,  cubriendo 
datos  relativos  al  internado,  residencias,  etc.  Su  utilidad  en  el  fin  a que  está 
dedicado  es  indiscutible. 

Bridges'  Dietetics  for  the  Clinician.  Edited  by  Harry  J.  Johnson,  M.D., 
F.A.C.P.  Chief  of  the  Nutrition  Clinic,  New  York  Postgraduate  Hospital.  $12.00. 
pp-898.  Philadelphia.  Lea  & Febiger.  1949. 

Este  extraordinario  libro  de  dietética  es  una  quinta  edición  totalmente 
revisada  y ampliada  del  libro  original  del  Dr.  Milton  Arlanden  Bridges  hecha 
por  el  Dr.  Johnson  con  la  colaboración  de  28  especialistas  en  dietética.  Todos 
los  aspectos  concernientes  a la  dieta  han  sido  examinados  detalladamente, 
especialmente  en  lo  que  se  refiere  al  aspecto  de  clasificación  y estructura  de 
alimentos,  de  los  factores  ácido-básicos,  de  las  vitaminas  en  los  diferentes  ele- 
mentos de  la  dieta,  incluyendo  una  discusión  sobre  los  fenómenos  mecánicos, 
fisiológicos  y químicos  de  la  digestión.  El  libro  consta  de  listas  completísimas 
de  dietas  y menus  especiales  en  el  tratamiento  de  determinadas  y especificas 
condiciones  patológicas,  y se  tienen  en  cuenta  los  factores  económicos,  la 
abundancia  o escasez  de  los  productos  en  las  diferentes  épocas  del  año  y,  las 
técnica-s  y gustos  culinarios. 

Esta  quinta  edición  constituye  un  libro  casi  enteramente  nuevo,  aunque 
la  forma  original  de  presentación  del  libro  del  Dr.  Bridges  ha  sido  conserva- 
da con  la  clasificación  de  las  enfermedades  que  requieren  dietas  especiales 
por  orden  alfabético.  Nuevos  capítulos  sobre  el  ácido  fólico,  las  vitaminas,  la 
valoración  química  de  las  comidas,  la  dieta  en  las  artritis  y en  los  trastornos 
reumáticos,  en  la  hipertensión  esencial,  en  las  enfermedades  del  colon,  hígado 
etc.,  etc.  son  de  especial  interés. 

Este  libro  es  considerado  como  uno  de  los  mejores  tratados  de  dietética 
recientemente  publicados. 

The  Foot  and  Ankle.  Their  Injuries,  Diseases,  Deformities  and  Disabilities. 
By  Philip  Lewin.  M.D.,  F.A.C.S.  Professor  of  Bone  and  Joint  Surgery,  and 
Acting  Head  of  Department.  Northwestern  Medical  School.  $11.00.  pp-847  con 
389  ilustraciones.  Philadelphia.  Lea  & Febiger.  1949. 

El  propósito  de  este  libro  es  guiar  al  estudiante,  a!  médico  general,  al 
cirujano  industrial  y al  Ortopédico,  en  el  diagnóstico  y tratamiento  de  las 
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enfermedades,  deformidades  y trastornos  de  los  pies  y tobillos.  I^as  lesiones 
traumáticas,  incluyendo  las  fracturas,  dislocaciones  y lesiones  de  tipo  indus- 
trial son  estudiadas  con  toda  minuciosidad. 

En  esta  segunda  edición  se  han  incorporado  todos  los  descubrimientos  de- 
rivados de  la  2''  Guerra  Mundial  en  relación  con  la  quimioterapia,  nuevas 
teorías  sobre  las  lesiones  circulatorias,  técnicas  de  cirugía  plástica,  etc.,  etc. 
El  autor  que  ha  dedicado  30  años  a su  original  especia.lidad  de  tratamiento 
de  las  lesiones  en  el  pie  y en  el  tobillo,  ha  escrito  este  libro  que  es  una  en- 
ciclopedia sobre  las  lesiones,  directas  o indirectas,  que  puedan  alterar  la  fi- 
siología del  pie.  Es  un  libro  muy  bien  organizado  y el  material  se  presenta 
de  un  modo  ordenado,  empezando  con  lai  embriología  y anatomía  y progresan- 
do hasta  las  discusiones  claras  y concisas  sobre  la  biología  y bioquímica  del 
pie  y del  tobillo.  Además  de  curioso  es  un  libro  de  gran  utilidad  práctica. 


Fractures.  By  George  Perkins,  M.C.  Assistant  Orthopedic  Surgeon,  St. 
Thomas’  Hospital.  London.  $7.50.  pp-384.  New  York.  Oxford  University  Press. 
1940. 

Este  libro  que  por  su  gran  utilidad  como  manual  de  referencia  en  los  ca- 
sos de  urgencia  está  en  constante  re-impresión,  describe  los  métodos  más  efec- 
tivos y comunmente  usados  en  los  Hospitales  Británicos.  Su  texto  es  conciso, 
práctico  y las  ilustraciones  son  especialmente  claras  y descriptivas.  Es  un  ma- 
nual que  ha  obtenido  una  extrema  popularidad  en  las  salas  de  urgencia  y no 
sólo  es  de  uso  común  en  las  salas  de  urgencia  de  Inglaterra,  sino  que  es  tam- 
bién familiar  en  las  Americanas. 

Por  su  orienta>ción  práctica,  por  la  claridad  de  sus  diagramas  y por  la 
concisión  de  sus  descripciones  se  ha  convertido  en  un  clásico  altamente  re 
comendable. 


Cunningham's  Manual  of  Practical  Anatomy.  Edited  by  J.  C.  Brash,  M.D., 
F.R.C.S.,  Professor  of  Anatomy,  University  of  Edinburgh;  and  E.  B.  Jamieson, 
M.D.,  Lecturer  on  Anatomy,  University  of  Edinburgh.  11^  edición.  3 vol.  $12.75. 
pp-1485.  654  ilustraciones.  Encuadernado  en  octava  en  material  lavable.  New 
York.  Oxford  University  Press.  1950. 

Teniendo  en  cuenta  la  presentación,  la  calidad  del  papel,  el  número  de  ilus- 
traciones, fotografías  y radiografías  y la.  encuadernación,  puede  decirse  que 
este  libro  es  la  ganga  económica  del  año. 

Este  famoso  trabajo  que  ha  alcanza-do  un  prestigio  tan  alto  entre  los 
tratados  de  anatomía  de  lengua  inglesa,  es  uno  de  los  textos  más  usados  en 
las  escuelas  de  Medicina. 

En  esta  nueva  edición  todos  los  capítulos  han  sido  revisados  y modifica- 
dos en  la  nueva  tendencia  que  está  revolucionando  la  enseñanza  clásica  de  la 
anatomía.  Un  gran  número  de  ilustraciones  han  sido  reemplazadas  y muchas 
secciones  han  sido  revisadas  por  nuevos  colaboradores. 

• De  acuerdo  con  las  tendencias  modernas  la  sección  de  demostraciones  ra- 
diográficas del  cuerpo  humano  viviente  ha  sido  muy  ampliada,  a fin  de  dar 
una  instrucción  más  vital  de  la  anatomía. 

El  Manual  de  Cunningham  continúa  gozando  por  su  maestría  de  exposición 
y poder  didáctico,  que  facilita  al  estudiante  de  medicina  el  entrenamiento  ini- 
cial en  su  profesión,  del  favor  de  los  pedagogos. 
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Handbook  of  Digestive  Diseases.  By  John  L.  Kantor,  M.D.,  F.A.C.P.  Asso- 
ciate in  Medicine,  and  Anthony  M.  Kasich,  M.D.,  F.A.C.P.  Lecturer  in  Medicine, 
Columbia  University.  $11.00.  pp-658.  St.  Louis.  C.  V.  Mosby  Company.  1949. 

La  segunda  edición  de  este  libro  originalmente  titulado  Sinopsis  de  las 
Enfermedades  Digestivas  ha.  sido  ampliada  y muchos  de  sus  capítulos  total- 
mente re-escritos;  se  han  añadido  nuevos  capítulos  y múltiples  ilustraciones. 

Sin  embargo  apesar  de  todos  los  cambios  continúa  siendo  un  manual  de 
fácil  manejo  sobre  las  enfermedades  digestivas  más  que  un  tratado  enciclo- 
pédico. Está  basado  en  el  Curso  de  Gastroenterología  que  se  da.  anualmente 
en  el  Hospital  de  Montefiore.  Como  en  la  edición  original  el  capítulo  sobre  Es- 
quistosomiasis  aparece  revisado  por  el  Dr.  Ramón  J.  Sifre  de  la  Escuela  de 
Medicina  Tropical  de  San  Juan,  Puerto  Rico. 

El  capítulo  XXVII  está  escrito  por  el  Dr.  James  A.  Brussel  en  que  se  de- 
dica considerable  espacio  al  a-specto  psiquiátrico  de  las  enfermedades  del  apa- 
rato digestivo. 

Como  se  advierte  en  el  prólogo  se  trata  de  un  manual  de  enfermedades 
del  aparato  digestivo  con  una  finalidad  didáctica  al  servicio  de  la  ense- 
ñanza de  un  curso  de  gastroenterología. 


The  Adrenal  Glands  in  Health  and  Disease.  By  Max  A.  Goldzieher,  M.D., 
Endocrinologist.  St.  Clare’s  Hospital,  New  York.  Formally  Professor  of  Patho- 
logy, Royal  Hungarian  University,  Budapest,  Hungary.  $9.00.  pp-739.  Phila- 
delphia. F.  A.  Davis  Company.  1949. 

En  1911  el  famoso  editor  J.  F.  Bergmann,  de  Wiesbaden,  publicó  una  mo- 
nografía del  autor  titulada  Las  Adrenales.  Desde  entonces  Goldzieher  ha  de- 
dicado todo  interés  y actividad  al  estudio  de  la  fisiología  y patología  de  las 
glándulas  suprarenales.  En  1929  publicó  ya  un  amplio  tratado  y por  último 
el  presente  volumen  nos  ofrece  un  compendio  enciclopédico  sobre  las  glán- 
dulas suprarenales  desde  el  punto  de  vista  histológico,  anatómico,  patológico, 
fisiológico  y funcional.  Teniendo  en  cuenta  el  creciente  interés  producido  por 
las  nuevas  investigaciones  sobre  la  acción  de  las  glándulas  y hormonas  su- 
prarenales, la  aparición  de  este  libro  es  muy  oportuna. 


Atlas  of  Roentgenographic  Positions.  By  Vinita  Merril.  Educational  Direc- 
tor Picker  X-Ray  Corporation.  $30.00.  pp-708.  Con  1,500  ilustraciones  y foto- 
grafías. 2 Volúmenes.  St.  Louis  3,  Missouri.  C.  V.  Mosby  Company.  1949. 

La  Roentgenografía  es  una  ciencia  tan  joven  que  sus  métodos  aún  no  es- 
tán bien  codificados  en  textos  que  permitan  a los  técnicos  fácil  acceso  a.  fuentes 
de  información. 

El  propósito  del  autor  ha  sido  el  de  reunir  todo  el  material  y conocimien- 
tos existentes,  haciendo  primero  una  recopilación  de  referencias  sobre  posi- 
ciones, dando  las  clásicas  y algunas  especiales  que  puedan  ser  de  utilidad  prác- 
tica, y segundo  seleccionar  toda  la  bibliografía  publicada  hasta  la  fecha  para 
facilitar  un  manual  de  referencias  a los  especialistas. 

Aunque  se  da  especial  importancia  a las  posiciones  no  se  descuidan  sin 
embargo  las  explicaciones  anatómicas  que  las  justifican,  a fin  de  que  los  téc- 
nicos logren  la  mejor  comprensión  de  las  numerosas  etapas  que  preceden  al 
acto  final  roentgenográfico  de  tirar  la  placa. 

El  autor  ha  seleccionado  y preparado  su  material  después  de  revisar  toda 
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la  literatura  publicada  en  los  liltiinos  52  años.  El  propósito  del  autor  en  estos 
dos  voliimenes  de  ele.eante  presentación,  es  instruir  sobre  los  métodos  y técni- 
cas que  permitan  proyectar  la  estructura  de  tal  modo  que  la  imagen  quede  li- 
bre de  super-imposiciones  y distorciones.  Las  reglas  a seguir  son:  Adaptar  la 
parte  anatómica  de  tal  modo  que  teniendo  en  cuenta  el  plano  que  se  desee 
quede  éste  bien  paralelo  o en  ángulo  recto  al  film,  y colocar  los  rayos  centra- 
les de  tal  modo  que  vayan  dirigidos  en  ángulo  recto  a la  estructura  anatómi- 
ca (lue  se  investiga.  Bajo  esta-s  premisas  se  explican  y detallan  minuciosamen- 
te todas  las  posibles  posiciones. 

Este  magnífico  Atlas  ha.  de  ser  de  gran  utilidad  para  los  especialistas. 


Dental  Anatomy.  The  Form  and  Function  of  the  Permanent  Teeth.  By 
Robert  C.  Zeisz,  D.D.S.,  F.A.C.D.,  F.I.C.D.,  Chairman  of  the  Division  of  Tooth 
Morphology  and  Applied  Dental  Anatomy,  University  of  California,  San  Fran- 
cisco. and  The  Form  and  Function  of  the  Deciduous  Teeth.  By  James  Nuckolls 
D.D.S.,  F.A.C.D.,  Professor  of  Operative  Dentistry.  University  of  California. 
$14.00.  pp-486,  con  427  ilustraciones.  St.  Louis.  The  C.  V.  Mosby  Company.  1949. 

Se  trata  de  un  libro  bellísimamente  editado  escrito  para  los  estudiantes  de 
odontología.  El  tratado  se  limita  a estudiar  la  anatomía,  interna  y externa  y de 
relación  de  cada  uno  de  los  dientes  permanentes  y temporales.  La  interrelación 
de  los  arcos  dentales  en  los  casos  de  oclusión  lateral,  protuberante  o central, 
se  discuten  ampliamente.  Se  incluye  un  glosario  de  términos  dentales. 

La  ordenación  perfecta  del  material  hace  de  este  libro  un  excelente  tra- 
tado de  referencia.  Otro  de  los  hechos  que  contribuye  a la  claridad  del  libro 
es  el  uso  de  múltiples  diagramas.  Indudablemente  se  trata  de  un  magnífico 
tratado  de  Anatomía  Dental. 

The  Merck  Manual.  Eighth  Edition.  $5.00.  pp-1600.  Rahway,  N.  J.  Merck 
& Co.,  Inc.  1950. 

En  la  preparación  de  este  nuevo  volumen  publicado  por  la  División  Mé- 
dica de  la  Casa  Merck,  han  intervenido  más  de  cien  clínicos  que  durante 
cuatro  años  han  colaborado  en  la  producción  de  esta  nueva  edición  que  pone 
al  día  todos  los  progresos  clínicos  y terapéuticos. 

Nuevos  capítulos  han  sido  añadidos  para  tratar  de  las  deficiencias  de 
nutrición  y lesiones  por  radiaciones,  incluyendo  las  debidas  a radiación  ató- 
mica. 

Capítulos  sobre  alergia,  antihistamínicos,  psiconeurosis,  adicción  a las  dro- 
gas, etc.,  son  incluidos  en  esta  nueva  edición  del  Manual  Merck,  que  aparece 
diez  años  después  de  publicada,  la  séptima  edición.  Se  incluyen  más  de  1175 
recetas  y la  discusión  sobre  el  uso  de  los  antibióticos,  de  la  Vitamina  Bj.,,  de 
la  Cortisona  y el  ACTH  son  claramente  resumidos.  El  Manual  está  excelente- 
mente impreso  en  papel  biblia. 

Neoplasms  of  Bones  and  Related  Conditions.  Their  Etiology,  Pathogenesis, 
Diagnosi.s  and  Treatment.  By  Bradley  L.  Coley,  M.D.  Professor  of  Clinical 
Surgery,  Cornell.  $17.50.  pp-765.  New  York.  Paul  B.  Hoeber,  Inc.  Medical  Book 
Department  of  Harper  & Brothers.  1949. 

El  autor  ha  querido  con  este  libro  publicar  una  compilación  de  los  cono- 
cimientos existentes  hasta  la  fecha  en  relación  con  los  tumores  benignos  y ma- 
lignos de  los  huesos,  incluyendo  con  fines  de  diagnóstico  diferencial,  todas 
las  enfermedades  que  afectan  al  esqueleto  y que  pueden  producir  confusión  con 
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los  auténticos  tumores  óseos.  El  Dr.  Coley  durante  25  años  de  trabajo  como 
Cirujano  Especialista  en  el  Departamento  de  Tumores  de  los  Huesos  del  Me- 
morial Hospital,  ha  reunido  una  serie  de  casos  extraordinarios  que  hacen  este 
libro  interesante  tanto  para  el  Oncólogo  como  para  el  Ortopédico,  Radiólogo, 
Cirujano  y Médico  General. 

Si  bien  el  sarcoma  óseo  es  poco  común,  su  mortalidad  es  tan  alta  que 
se  hace  necesario  tener  presente  en  la  eficaz  lucha,  contra  el  cáncer  su  posible 
existencia,  a fin  de  que  diagnósticos  tempranos  permita-n  actuar  a tiempo  en  el 
tratamiento.  Si  como  dice  el  proverbio  chino  es  mejor  un  dibujo  que  mil  pa- 
labras, éste  es  un  libro  muy  explícito  en  virtud  de  sus  numerosísimas  y exce- 
lentes ilustraciones. 

Los  avances  recientes  en  la  interpretación  de  los  cambios  de  la  consti- 
tución de  los  elementos  químicos  de  la  sangre  como  métodos  de  diagnóstico 
de  cierto  número  de  tumores,  se  estudian  cuidadosamente  por  Helen  Q.  Wood- 
ard. 


Textbook  of  Endocrinology.  Edited  by  Robert  H.  Williams,  M.D.  Professor 
of  Medicine,  University  of  Washington  Medical  School,  Seattle.  $10.00.  pp-793, 
con  numerosos  diagramas  y fotografías  en  colores.  Philadelphia  y Londres, 
W.  B.  Saunders  Company.  1950. 


El  hecho  de  haber  podido  aislar  las  hormonas  en  forma  pura  es  lo  que 
ha  facilitado  el  avance  de  la  Endocrinología  y el  estudio  de  su  influencia  so- 
bre la  fecundación,  crecimiento,  madurez  y,  actividades  metabólicas  generales. 
En  la  actualidad  se  experimenta  la  acción  de  las  hormonas  sobre  la  hiper- 
tensión, cardiopatías,  cáncer  y las  llamadas  enfermedades  del  colágeno. 

La  íntima  relación  que  guardan  las  anormalidades  endocrinas  con  los  tras- 
tornos neurológicos  y alteraciones  psico-dinámicas  de  la.  personalidad,  son  pro- 
blemas que  gracias  a las  investigaciones  neuro-psiquiátricas  están  recibiendo 
cada  día  mayor  atención.  Los  reflejos  endocrinos  se  provocan  fisiológicamen- 
te por  mecanismos  psicológicos,  neurológicos  y circulatorios.  Así  por  ejem- 
plo la-s  reacciones  gonádicas  humanas  pueden  ser  influenciadas  bien  por  puros 
factores  psicológicos,  por  trastornos  neurológicos  de  origen  intra-cerebral,  o 
por  impulsos  trasmitidos  a través  de  la  corriente  sanguínea. 

Los  mecanismos  psicogénicos  sobre  las  glándulas  endocrinas  son  muchos, 
y el  más  sencillo  de  observar  es  la  reacción  al  miedo,  en  el  que  una  exce- 
siva elaboración  de  epinefrina  incrementa  sucesivamente  el  funcionamiento  de 
la  pituitaria,  de  la  tiroides,  del  cortex  adrenal  y del  pancreas.  Un  concepto 
neuro-psiquiátrico  fundamental  es  el  de  que  las  fuerzas  psicológicas  a través 
de  estructuras  especializadas  y mecanismos  neurológicos  funcionales,  determi- 
nan la  conducta  fisiológica  del  organismo  humano  y las  características  de  la 
especie. 

La  comprobación  definitiva  de  que  los  factores  emocionales  son  de  esen- 
cial importancia  en  la  etiología  de  las  enfermedades  afianza  el  concepto  diná- 
mico de  la  estructura  de  la  personalidad  psicosomática.  Un  conflicto  neurótico 
puede  ser  la  causa  primaria  del  bocio  exoftálmico;  la  impotencia,  la  amenorrea 
y la  esterilidad  están  determinadas  en  muchos  casos  por  fenómenos  neuro- 
psicodinámicos.  En  definitiva,  para  estudiar  las  Endocrinopatías  hay  que  tener 
I en  cuenta  las  relaciones  anatomo-fisiológicas  de  las  zonas  cortico-hipotalámica- 
I hipofisaria.  Como  las  emociones  se  expresan  por  cambios  fisiológicos  viscero- 
! motares,  como  por  ejemplo  los  que  ocurren  en  el  miedo,  la  rabia  y la  ansiedad, 
hay  que  admitir  una  relación  entre  las  funciones  cerebrales  más  altas  y los 
impulsos  inconscientes  más  primitivos.  Las  investigaciones  experimentales  de 
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los  neuro-íisiólogos  han  comprobado  que  estas  relaciones  están  integradas  a 
nivel  de  la  parte  posterior  del  hipotálanio.  La  estimulación  eléctrica  de  ciertas 
áreas  hipotalámicas,  expuestas  quirúrgicamente,  según  han  demostrado  Fulton, 
Hailey,  Foerster  y Gagel,  producen  reacciones  emocionales  muy  distintas  de- 
pendiendo del  área  excitada;  todos  estos  fenómenos  provocan  cambios  endo- 
crinos. 

Desde  que  Bartholomaeim  Estachius  Sanctosex'erinatus  describiera  por  pri- 
mera vez  en  1563,  la  glándula  suprarenal  con  el  nombre  “De  Olandulis  quae 
renivun  incumbunt"  en  su  libro  “Opuscula  Anaiómica  (¡entus"  esta  glándula 
ha  estado  de  moda  en  tres  ocasiones,  primero  cuando  Koelliker  y Addison  la 
adscribieron  patología  especial,  segundo  cuando  el  gran  neurólogo  Brown- 
Séquard  publicó  sus  experimentos  de  extirpación  bilateral  de  las  glándulas  su- 
prarenales  con  la  conclusión  de  que  eran  indispensables  para  la.  vida,  y recien- 
temente, cuando  Kendall  descubrió  el  Compuesto  F “17  Hydroxy-Corticosterona”. 
Este  capítulo  con  la  descripción  de  todos  los  cuadros  clínicos  y experimentos 
sobre  el  ACTH  pone  al  día  todas  las  investigaciones  realizada.s.  Extensos  capí- 
tulos se  deben  a la  colaboración  de  John  Eager  Howard,  William  Wallace 
Scoff  and  Lawson  Wilkins,  de  los  Departamentos  de  Medicina,  Urología  y Pe- 
diatría de  Johns  Hopkins. 

Puede  decirse  que  este  tratado  de  Endocrinología  por  el  prestigio  de  sus 
colaboradores,  por  la  extención  y cuidado  de  sus  capítulos  y por  el  esfuerzo 
editorial  de  la  Casa  Saunders  constituye  el  mejor  texto  existente  de  Endocri- 
nología. 


Dr.  Luis  Ortega 


Another  Pet  Milk  Success  Story 
• ••Written  by  a Doctor 


The  Collins  Quads 
of  New  York  City, 
Bom  May  4,  1949 


The  Collins  Quadruplets  are  celebrating 
their  first  birthday.  A wise  physician 
approved  Pet  Evaporated  Milk  for  them 
from  birth,  and  like  so  many  other 
babies  on  Pet  Milk,  they’re  growing 
strong  and  sturdy. 


So  often,  of  course.  Pet  Milk  is  associated 
with  multiple-birth  cases.  Six  sets  of 
quadruplets  born  in  the  United  States 
since  1936  and  hundreds  of  sets  of 
triplets  have  been  raised  on  Pet  Milk! 
Doctors’  records  of  success  with  these 
difficult  feeding  cases  are  striking 
evidence  of  the  suitability  and  safety  of 
Pet  Milk  for  infants  everywhere! 

There’s  this  to  remember,  too!  Most  of 
these  babies  continue  to  drink  Pet  Milk 
far  beyond  bottle-feeding  days  . . . on 
through  their  growing  years! 

And  why  not?  Pet  Milk  is  milk!  The 
same  qualities  that  are  so  valuable 
in  infant  feeding  recommend  it  also 
as  good  milk  to  drink  ...  its  unfailing 
sterility,  its  easy  digestibility,  its  high 
nutritive  value,  its  economy!  So  for  safe, 
simple  infant  formula  and  as  a nutritious, 
low-cost  milk-to-drink,  suggest  Pet  Milk 
for  the  babies  and  children  in  your  care! 


Favored  for 
Infant  Formula 


PET  MILK  COMPANY,  1472-E  Arcade  Building,  St.  Louis  1,  Missouri 

Distribuidores:  B.  FERNANDEZ  & HNOS.,  SUCKS. 

P.  O.  Box  3629  - San  Juan,  P.  R. 


forte! 


‘‘Beminal”  Forte  with  Vitamin  C is 
recommended  whenever  oral  admin- 
istration of  massive  doses  of  B fac- 
tors and  vitamin  C is  desirable.  Each 
capsule  contains: 

Thiamine  HCl  (Bi)  . . . 25.0 mg? 
Riboflavin  (B2)  ...  12.5  mg? 

Nicotinamide 100.0  mg? 

Pyridoxine  HCl  (Be)  . . l.Omgl 
Calc,  pantothenate  . . . 10.0  mg? 
Vitamin  C (ascorbic  acid)  100.0  mg? 

Dosage:  One  to  three  capsules  daily 
or  as  directed  by  tbe  physician. 
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^'BeminaP’ 

for 

therapy 


Ayerst,  McKenna 


The  “Beminal”  family  comprises  five  distinctive  com* 
binations  for  the  selective  treatment  of  B deficiencies, 


1. 

2. 

3. 

4. 

5. 

Capsules  No.  817 
“Beminal”  fortified  wit 
Liver,  Capsules  No.  816 
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and  Folic  Acid,  Capsules  No.  821 
“Beminal”  Forte  Injectable  (Dried) 
No.  495 


& Harrison  Limited 


>2  E.  40th  St.,  New  York  16,  N.Y# 


Distribuidores  en  Puerto  Rico 
F.  PONT  FLORES  — San  Juan,  Puerto  Rico 


Quimioterapia  local 
rápida  y segura 


Eficaz  y sin  peligro,  los  Chicles  Sul- 
fatiazol  Juaits  vienen  demostran- 


menro  quimioreropico  o anTiDiomo 
en  el  tratamiento  local  de  infeccio- 
nes bucofaríngeas. 


En  las 
infecciones 
bucofaríngeas 


1.  EFICACIA,  los  Chicles  Sulfatiazol  Juaits  producen  una  solución 
salival  concentrada  de  sulfatiazol  que  baña  las  mucosas  infectadas. 

2.  SEGURIDAD.  La  concentración  sanguínea  que  ocasiona  el  sulfa- 
tiazol es  casi  insignificante  aun  con  dosis  máximas  o en  los  niños, 
con  lo  que  se  evitan  reacciones  tóxicas  generales. 

^ 3.  RAPIDEZ.  En  las  infecciones  bucales  y laríngeas  corrientes  debidas 

a casos  agudos  de  angina  de  Vincent,  con  el  tratamiento  de 
r Chicles  Sulfatiazol  Juaits  se  alivian  de  48  a 72  horas. 

4.  ESTABILIDAD.  Los  Chicles  Sulfatiazol  Juaits  conservan  su  poten- 
cialidad total  bajo  condiciones  ordinarias. 

5.  CONVENIENCIA.  Agradables  al  paladar,  son  fáciles  de  adminis- 
trar hasta  a los  niños.  La  dosificación  no  es  costosa. 

6.  CAMPO  CLINICO.  Indicados  en  las  infecciones  susceptibles  a la 
acción  sulfonamida  de  la  zona  bucofaríngea. 

En  paquetes  de  24  tabletas 
de  0.5  gm.  en  cintas  higiénicas, 
en  una  cajita. 

^^CLES  sulfatiazol 

Quimioterapia  local  segura 
Vhite  Laboratories,  Inc.,  Newark  7,  N.  J.,  E.  U.  A • Fabricantes  de  Productos  Farmacéuticos 


Di.slribuiflore.s:  FKAN(JS('0  N.  (!ASTA(iNF7r 
San  Juan,  Puerto  Rico 


S,  doctor! 


Así  expresa  su  agradecimíen 
la  madre  que  ha  seguido 
consejo  de  su  médico  pata  a 
mentar  a su  criatura. 

"¡Gracias,  doctor! . . . Graci 
por  haberme  recomendado 
CEREAL  INSTANTANEO  CLAPP’S. 
Me  siento  orgullosa  de  mi  ner 
tan  sano  y robusto,  y desde  qi 
usted  me  lo  indicó,  nunca  le  fal 
su  CEREAL  INSTANTANEO  CLAPP’S 


Efectivamente,  señora  . . . Muchísimas  madt 
han  podido  comprobar  los  efectos  benéficos  de  una  dieta  científicamen 
equilibrada  con  el  cereal  instantáneo  clapp’s.  La  larga  experiencia  de  sus  elab 
radores  en  la  preparación  de  productos  exclusivamente  para  niños,  los  ha  colocado  a la  vanguard 
en  la  producción  de  alimentos  básicos  para  la  dieta  infantil. 

Cuando  su  médico  le  recomienda  el  cereal  instantáneo  clapp’s,  lo  hace  tomando  en) 
cuenta  su  contenido  saludable  de  minerales  y vitaminas 
. . . y el  escrúpulo  científico  y profiláctico  que  se  pone  en 
su  elaboración.  ¡A  todos  los  niños  les  encanta  EL  cereal 
INSTANTANEO  CLAPP’s! 

EL  PRIMER  ELABORADOR  DE  ALIMENTO 
EXCLUSIVAMENTE  PARA  NIÑOS 


a refreshing, 
soothing 
(ollyrium 

FOR  OCULAR  IRRITATION 
DUE  TO  EYESTRAIN, 
DUST,  SMOKE  OR  GLARE 


Ocusol®  is  an  isotonic,  aqueous  solution  containing  boric  acid  U.S.  P.  1.1%, 
sodium  borate  U.S.P.  0.5%,  berberine  sulfate  0.01%,  distilled  extract  of 
witch  hazel  N.F.  2.6%,  camphor  U.S.P.  0.04%,  methylparaben  U.S.P.  0.05%, 
rose  oil  0.01%,  glycerin  U.S.P.  1.3%,  NaCl  U.S.P.  0.38%  and  water  94.01%. 

Ocusol  is  harmless  to  the  eyes;  it  may  he  used  as  often  as  required.  Each 
package  contains  a sanitary,  plastic  eye  cup. 


Norwich 


THE  NORWICH  PHARMACAL  COMPANY 
Norwich,  New  York,  U.  S.  A. 


Distribuidores— CESAR  CASTILLO;  INC.,  Calle  Tetuan  155,  San  Juan 


Simplifique  la  analgesia  y antipiresisf 
de  los  niños  con  ASPERGUMl 

ASPERGUM  proporciona  “analgesia  salival”,  suave  alivio  en  la  zona 
bucofaríngea.  Más  eficaz  que  los  gargarismos  y pulverizaciones,  posee 
además  un  suave  efecto  sistemático  en  los  niños. 

Alivio  sintomático  después  de  la  amigdalectomía,  amigdalitis, 
resfriados,  fiebre  y dolor  de  cabeza. 

Dosis  adecuada— 3 grs.  de  aspirina  por  tableta. 

Dosificación  agradable— a los  niñps  les  gusta  mascar  el  chicle, 
base  del  Aspergum. 

Conveniente  y de  más  eficacia  local  que  los  gargarismos  y las 
pulverizaciones.  | 

ASPERGUM  d. 

Desde  hace  más  de  veinte  años  reconfortante  ayuda  al  paciente  j 

White  Laboratories,  inc.,  Newark  7,  N.  J.,  E.U.A.  • Fabricantes  de  Productos  Farmacéutkoi, 

Distribuidores:  FRANCISCO  N.  CASTAGNET 
San  Juan,  Puerto  Rico 


Ventajas  de  la  Avena  Qnaker 
eomo  Alimento  para  los  Niños 


indiscutible  que  el  niño  debe 
recibir  suficientes  cantidades 
de  carbohidratos,  grasa,  proteínas, 
minerales  y vitaminas  si  se  persi- 
gue su  desarrollo  normal  ...  y 
el  concepto  de  agregar  alimento 
sólido  a la  leche  materna  o a las 
fórmulas  de  la  leche  de  vaca,  no 
constituye  ninguna  innovación 
hoy  día.  En  efecto,  ahora  es  una 
práctica  bastante  corriente  entre 
los  pedíatras  de  muchas  partes, 
introducir  alimento  sólido  ade- 
cuado en  la  nutrición  de  los  bebés, 
empezando  con  frecuencia  a la 
edad  de  3 meses.  Esto  se  hace  con 
el  doble  interés  de  variar  los  re- 
quisitos nutritivos  y estimular 
desde  temprano  el  desarrollo  de 
los  buenos  hábitos  dietéticos. 
Entre  las  numerosas  ventajas  de 


AVENA 

QUAKEil 

LA  MARAVILLA  ALIMENTICIA  DE  LA  NATURALEZA 


la  Avena  Quaker,  se  destaca  la 
abundancia  de  sus  elementos  ali- 
menticios vitales  requeridos  por 
el  infante. 

En  vitamina  Bj,  en  proteína,  en 
hierro  y en  energía  alimenticia, 
no  hay  ningún  otro  alimento 
dentro  de  su  clase  que  sobrepase 
a la  Avena  Quaker.  Además,  la 
Avena  Quaker  es  fácil  de  digerir  y 
deliciosa  al  paladar.  Debido  a su 
general  alcance,  economía  y cali- 
dad inalterable,  la  Avena  Quaker 
puede  ser  clasificada  como  un 
valioso  suplemento  de  la  nutri- 
ción, digna  de  la  más  alta  con- 
sideración en  la  dieta  requerida 
por  los  niños. 


SííÉj  ^ B 


A LOS  SEÑORES  MEDICOS 
DE  SAN  JUAN  Y SANTURCE 

Nos  permitimos  recordarles  que  en  caso  de  urgencia  los  señores 
médicos  que  necesiten  del  servicio  de  nuestras  farmacias  en  San  Juan 
o en  Santurce,  durante  las  altas  horas  de  la  noche,  pueden  llamar 
personalmente  a los  encargados  de  dichas  farmacias,  al  teléfono, 
como  sigue: 

Para  servicios  en  San  Juan:  2-6544 

Para  servicios  en  Santurce:  2-7002  2-6831 

Los  señores  médicos  pueden  tener  la  seguridad  de  que  serán  in- 
mediatamente atendidos  en  dichos  casos  de  necesidad. 

No  se  atenderán,  sin  embargo,  llamada-s  hechas  por  personas 
particulares  que  no  puedan  usar  el  debido  discernimiento  sobre  la 
urgencia  o necesidad  de  las  llamadas. 


FARMACIA  BLANCO,  INC. 

(San  Juan  - Santurce] 


THESODATE  (BREWER)  1 

Definición:  El  Thesodate  (Brewer)  es  la>  pastilla  original  con  RECU- 
BRIMIENTO ENTERICO  de  Acetato  Sódico  de  Teobromina. 
Indicaciones:  El  Thesodate  (Brewer)  se  indica  en  el  tratamiento  de 
la  enfermedad  de  la  arteria  coronaria,  el  edema  y la  hipertensión. 
Distribución:  El  Thesodate  (Brewer)  se  vende  en  frascos  de  100 
pastillas. 

♦Thesodate,  480  mg.  (7Vi  granos). 

Thesodate,  480  mg.  (7%  granos);  Fenobarbltal,  32  mg.  (V2  gra- 
no). 

Thesodate,  320  mg.  (5  granos);  Fenobarhital  16  mg.  (14  grano): 
Yoduro  de  Potasio  128  mg.  (2  granos). 

Dosis:  Una.  pastilla  antes  de  las  comidas  y antes  de  acostarse. 

COMPROBACION  CLINICA: 

1.  Riseman,  J.  E.  F.,  Brown,  M.  G.,  Arch.  Int.  Med.,  Vol.  60, 
pág.  100,  1937. 

2.  Brown,  M G.,  y Riseman,  J.  E.  F.,  J.  A.  M.  A.,  Vol,  109,  pág,  256, 
1937. 

3.  Levy,  R.  L.,  Bruenn,  H.  G.,  Williams,  N.  E.,  Am.  H.  Jour.,  Vol. 

19,  pág.  639,  No.  6,  June,  1940. 

* El  Thesodate,  480  mg.  se  ha  usado  muchísimo  como  diurético.  La 
dosis  que  se  recomienda  es  de  ocho  pastillas  al  día  por  dos  días  y luego 
cuatro  pastillas  diarias. 

Solicite  literatura 

BREWER  & COMPANY,  INC. 

Worcester,  Mass.,  U.S.A. 

QufmicoB  Farmacéuticos  desde  1852 


LA  TEMPORADA  DE  LAS  LASTIMADURAS  Y TORCEDURAS 


Regularmente  cuando  llega  la 
Primavera,  todo  el  mundo 
dedica  un  gran  lapso  de  tiempo 
a actividades  deportivas  u ho- 
gareñas, que  requieren  el  em- 
pleo constante  de  los  músculos, 
y durante  las  cuales  se  producen 
golpes,  contusiones  y torceduras, 
que,  aun  cuando  generalmente 
no  sean  de  cuidado,  son  moles- 
tos y desagradables. 

NUMOTIZINE 

Que  es  tan  eficaz  durante  los 
meses  de  invierno  en  los  pade- 
cimientos ligeros  de  las  vías  re- 
spiratorias, es  igualmente  de 
gran  valor  para  el  alivio  del 
dolor  e inflamación  producidos 


por  actividades  desacostum- 
bradas o por  lastimaduras. 

Aumentando  la  circulasión  local 
de  la  sangre  y ayudando  al  os- 
mosis, NUMOTIZINE  presta  una 
ayuda  efectiva  en  el  proceso  re- 
constructivo de  los  músculos. 
NUMOTIZINE,  cuando  se  aplica 
prontamente  y en  forma  liberal 
en  todos  aquellos  accidentes 
producidos  por  actividades  at- 
léticas, etc.,  tiene  valor  para 
aliviar  la  hinchazón. 

El  efecto  de  Numotizine  se  pro- 
longa lo  bastante  para  que  una 
sola  aplicación  sea  suficiente 
para  toda  la  noche.  NUMO- 
TIZINE se  suministra  en  tarros  de 
cristal  de  57,  114,  228,  425  y 
850  gramos. 


NUMOTIZINE,  INC.,  900  North  Franklin  St,  Chicago  10,  Illinois,  E.U.A. 


FRANCISCO  N.  CASTAGNET 

San  Juan»  Puerto  Rico 


COMO  RECUPERARSE 
DESPUES  DE  UNA 
ENFERMEDAD 


La  (area  de  recuperar  su  energía 
después  de  una  enfermedad  u ope- 
ración es  muy  importante.  Una  de 
las  cosas  que  puede  ayudar  es  la 
alimentación  nutritiva,  pero  suele 
suceder  que  en  esos  casos,  que  es 
cuando  más  se  necesita  la  nutri- 
ción, sienta  usted  repulsión  por 
los  alimentos. 

Los  médicos  recomiendan 
HORLICKS  porque  es  un  alimen- 
to atractivo  a la  vista  y de  agrada- 
ble sabor  que  hace  volver  el  ape- 
tito y evita  esfuerzo  al  sistema 
digestivo.  HORLICK'S  es  un  ali- 


mento que  contiene  elementos 
para  impartir  energías  y ayudar  a 
la  reconstrucción  del  cuerpo. 

Miles  de  personas  deben  un  pron- 
to restablecimiento  a la  vitalidad 
y energía  proporcionadas  por 
HORLICKS 


Reg.  No.  1254  "A"  S.S.A. 


De  venta  en 
farmacias  y 
tiendas  de 
abarrotes 
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EL  HERALDO  MEDICO 

Revista  de  divulgación  médica 
Publicada  mensualmente  por  la 

ASOCIACION  MEDICA  DE  PUERTO  RICO 

Circulación:  5,000 

Aceptamos  anuncios.  Envíe  el  suyo  a: 

ASOCIACION  MEDICA  DE  PUERTO  RICO 
Apartado  3866 
Santurce,  P.  R. 
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PATTERNED  AFTER  HUMAN  MILK 


S-M-A,  ready  to  feed,  has  the  same  percentage  of  protein,  fat,  carbohydrate, 
and  ash  as  human  milk. 

Amino  Adds— Content  of  essential  amino  acids  equals  or  exceeds  the  average 
values  for  human  milk. 

Carbohydrate  is  lactose,  favoring  correct  acidophilic  intestinal  flora. 

Fats— Index  of  unsaturated  fatty  acids  is  standardized  at  the  top  of  the  range 
found  in  human  milk. 

Vitamins  (including  vitamin  C)— S-M-A  equals  or  exceeds  human  milk  in 
content  of  all  vitamins  for  which  minimum  daily  requirements  are  established. 
Minerals— S-M-A  exceeds  values  of  human  milk  for  calcium, 
phosphorus,  and  iron.  Both  S-M-A  and  human  milk  supply  an 
average  of  20  calories  per  ounce. 

S-M-A®  builds  husky  babies 


s 


WYETH  INCORPORATED, -PHILA.  3,  PA. 


FR.ANCISCO  N.  CASTAGNET 
San  Juan,  Puerto  Rico 


SI  EL  PACIENTE  PUDIERA  PONERSE 


i 

i 


EN  EL  autoclave 


...  o si  el  lavar  mucho  con  jabón  fuera  siempre  suficiente,  poco  se 
necesitaría  el  ‘Nerthiolate’  (Timerocal,  Lilly).  El  uso  extenso,  más  que 
las  pruebas  de  laboratorio,  ha  demostrado  que  puede  depender- 
se  del  ‘Nerthiolate’  como  protección  contra  las  infecciones.  El 
‘Nerthiolate’  ha  pasado  la  prueba  crítica  de  los  años  y muchos  mé- 
dicos a quienes  solamente  satisface  lo  mejor  han  dado  su  aprobación 
a este  producto. 


Eli  Lilly  Pan-American  Corporation! 

Indianapolis  6,  Indiana,  E.U.A. 
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PRO«YNON 

(Estradiol  U.S.R  XIIIJ 

when  estrogenic  hormone  therapy  is  indicated 

Physicians  prefer  the  full  Quota  of  advantages 

conferred  by  the  true  crystalline  follicular  hormone  derivative: 

Patients  seek  and  obtain  Quick  relief  of 

distressing  symptoms; 

Pharmacists  prefer  a Quality  preparation;  and  the 
product  with  a Quantity  turnover. 

PrOGYNON  preparations  Qualify  because  of  great 
potency  and  freedom  from  unpleasant  side  reactions.  Rapid  action, 
smooth  absorption  and  prolonged  effect  make  for  true  economy- 
A wide  range  of  dosage  forms  is  available  for  any  type  of  estrogen 
treatment  required. 

INDICATIONS:  Procynon*  preparations  are  indicated  for 
the  menopause,  senile  atrophic  disorders,  juvenile  vulvovaginitis 
and  other,  conditions  due  to  ovarian  insufficiency. 

PROCYNON-B*  (Eilridiol  Benio«t«  U.S.P.  XII!  in  oil)  for 
intrtmuscuUr  injection. 

PROCYNON.DP*  (E»tr«diol  Dipropionsle  in  oil)  for  inlrtmutcuUr 
injection. 

MICROPELLETS  PROCYNON**  (ery»uUine  Estrtdiol  U.S.P.  XllI 
in  aqueou*  iuapenaion)  fot  intramuaculat  injection. 

PROGYNON  Pellet*  (cry»ielline  E*ir*diol  U.S.P.  XIII)  lor 
aubcutaneouB  implantation. 

PROCYNON.DH*  Ointment  (cryitalline  Eitradiol  U.S.P.  XIII) 
lor  inunction. 

PROGYNON-DH  Tablet*  (cryitalline  Estradiol  U.S.P.  XIII)  for 
oral  administration. 

PROCYNON  Buccal  Tablet*  (crystalline  Estradiol  U.S.P.  XIll  with 
PoLTHYOBOi.**!  lor  buccal  absorption. 

^IICROPELLETS  PROCYNON  and  POLYHYDROL 
trade-marks  of  Schenng  Corporation. 


Ditfribuidores-CESAR  CASTILLO;  INC.,  Calle  Tetuan  155,  San  Juan 


/]L  EMPLEOS  IMPORTANTES 

^deiCASEC* 

CASEINATO  DE  CALCIO 


^ Por  consistir  casi  enteramente  de  proteína 

(88%),  el  Casec  resulta  útil  para  enriquecer  la  dieta  del  niño  o 
del  adulto  con  desnutrición  por  insuficiencia  proteica.  Gracias  a 
ser  inodoro  e insaboro,  el  Casec  no  afecta  ni  el  olor  ni  el  sabor 
del  alimento. 


DIARREA.— El  Casec  posee  mérito  extraordinario  en  el  trata- 
miento dietético  de  la  diarrea,  lo  mismo  en  el  lactante  amaman- 
tado que  en  el  alimentado  artificialmente.  La  rapidez  con  que  el 
Casec  ataca  este  común  trastorno  nutritivo,  constituye  un  factor 
importante  para  evitar  la  deshidratación  y el  desgaste  proteico. 

★ COLICO.— Con  la  administración  antes  de  cada  mamada  de  15  ce. 
(3  cucharaditas)  de  una  mezcla  de  gramos  (1  cucharadita 
compacta  rasa)  de  Casec  y 40  cc.  de  agua,  se  consigue  aliyiar  casi 
inmediatamente  el  cólico  en  los  lactantes  amamantados. 

k PREMADU^Z.— En  la  alimentación  del  prematuro,  se  han  ob- 
tenido superiores  resultados  con  regímenes  enriquecidos  con  Casec, 

por  ejemplo : (1)  Clac,  (2)  Alacta-Semidescremada,  Casec  y Dextro 

Malto,  (3)  leche  de  pecho  y Casec,  etc. 

Ir  ATREPSIA.— El  Casec  ha  demostrado  también  su  utilidad  en 
casos  de  atrepsia  causados  por  vómito,  diarrea,  o hipoalimentación. 

^ ENFERMEDAD  CELIACA. — El  Casec  está  indicado  para  todo 
el  período  del  régimen  trifásico  en  el  tratamiento  de  la  enferme- 
dad celíaca. 

De  venta  en  todas  las  droguerías  y farmacias. 

Muestras  y literatura  a la  disposición  de  los  Sres.  Médicos.  ^ 


Johnson  S CO.,Evansv¡lle2l,  Ind.,  E.U.A. 


I*.  o.  liox  3081  — San  Juan,  T.  U. 


En  las 

infecciones 

tuberculosas 


El  Sulfato  de  Dihidroestreptomicina 

puede 
ahora 

complementarse 
por  via  oral  con 

Acido  Para-Aminosalicílico 


La  Diliidroestreptoniicina 
y la  Estreptomicina  son  ya 
ampliamente  reconocidas  como 
los  aííentes  (piimioterái)icos 
más  valiosos  en  las 
infecciones  tuberculosas. 


Sulfoto  de  Dihidroestreptomicina 

Complejo  de  Cloruro  Cálcico  de  Estreptomicina 

Acido  Paro-Aminosalicilico 


La  eficacia  de  estas  drogas  puede  ahora  reforzarse 
administrándolas  junto  con  Acida  Para-aininosalicílico, 
cuya  acción  químico-terapéutica  y cuya  propiedad 
de  inhibir  o retardar  el  desarrollo  de  resistencia 
bacteriana  permiten  un  tratamiento  más  prolongado 
que  cuando  se  emplean  los  antibióticos  solos. 

El  Acido  Para-aminosalicílico  es  un  agente  químico 
altamente  purificado,  adecuado  para  administrarse 
oralmente.  Se  lo  puede  prescribir  en  forma  de  cápsulas 
o en  solución  alcalina,  para  tomarse  en  dosis 
diarias  fraccionadas. 

En  los  casos  de  tuberculosis  en  que  está  indicada  la 
quimioterapia,  la  administración  combinada 
de  Sulfato  de  Dibidroestreptomicina-o  Complejo 
de  Cloruro  Cálcico  de  Estreptomicina— y Acido 
Para-aminosalicílico  parece  ser,  a la  luz  de  la  evidencia 
clínica  más  reciente,  un  procedimiento  médico 
sumamente  eficaz.  En  los  raros  pacientes  en  que  la 
Dihidroestreptomicina  o la  Estreptomicina  estén 
contraindicadas,  el  Acido  Para-aminosalicílico  puede 
resultar  altamente  eficaz. 


MERCK  (XORTII  AMERICA)  Ixc, 


161  AVENUE  OF  THE  AMERICAS 
Suceioira  <Ie  P.  U'.  R.  Export  Corporation 


N E VS  YORK  13,  N . V . . U . S . A . 


SURSIDIARIA  I)E 
EXPORTACION  DE 
MERCK  & CO.,  Inc. 
Fabricantes  de 
Productos  Químicos 
Rahway,  N.  J.,  U.  S.  A» 


Disfribuidores— CESAR  CASTILLO,  INC.,  Calle  Tetuan  155,  San  Juan 


Representantes  para  Puerto  Rico 
JOAQUIN  BELENDEZ  SOLA 


Ave.  Labra  Núm.  802 
Santurce,  P.  R. 


Apartado  1188 
San  Juan,  P.  R. 


En  cuanto  a recetarlo,  esto  lo  dejamos  en 
manos  de  los  que  saben  — es  decir  de  los 
señores  Médicos.  Lo  que  nosotros  hacemos 
es  elaborar  un  producto  de  tan  buena  cali- 
dad, que  al  necesitarse  un  alimento  especial 
de  esta  índole,  el  Doctor  gustosamente  re- 
cetará Hemo  Borden’s. 


Porque  Hemo  es  un  bebida  alimenticia  sana, 
fortificada  con  cantidades  apreciables  de 
vitaminas  y minerales.  Además  Hemo  tiene 
un  delicioso  sabor  a chocolate.  Hemo  se 
anuncia  a base  de  lo  que  realmente  es— un 
exquisito  complemento  alimenticio— tomado 
caliente  o frío. 


NOTA:  La  Tabla  que  presentamos  al  pie,  muesf'n  de  una  manera  clara  y fácil  el  contenido  vitamínico  y 
de  minerales  de  Hemo  comparado  con  los  requerimientos  mínimos  diarios  del  adulto,  de  dichos  elementos. 


HEMO  COMPARADO  CON  LAS  NECESIDADES 
MINIMAS  DIARIAS  DEL  ADULTO 


Requerimientos 
Mínimos  Diarios 
de  los  Adultos* 


1 V3  onzas  ó 38 
gramos  de  Hemo  en 
polvo  (2  porciones) 


2 porciones  de  Hemo 
en  2 vasos  de  a 8 onzas 
(240  c.c.)  de  leche 


Vitamina  A 
Vitamina  Bi 
Vitamina  82(6) 
Vitamina  D 
Niacinamida 
Hierro 
Calcio 
Fósforo 


4000  Unid.  Int. 
333  Unid.  Int. 

2 miligramos 

400  Unid.  Int. 

* * 

10  miligramos 
750  miligramos 
750  miligramos 


4000 

333 

2 

400 

1 0 mgms. 
14.7 
37Ó 
283 


*Según  han  sido  establecidos  por  el  Administrador  Federal  de  Seguri- 
dad ba¡o  la  autoridad  de  la  Ley  Federal  de  Alimentos  y Drogas  de 
¡os  Estados  Unidos. 

**lo$  requerimientos  mínimos  diarios  del  adulto  aun  no  definitiva- 
mente establecidos. 


Hemo 


ELABORADO  POR  LOS  FABRICANTES  DE  KLIM 


Envasado  en 
latas  de  I libra 
ó 453  gramos 
(24  porciones) 


H é c,h  Ó p o r 


TH  E ,B  O R;p:£  N Xd ÍÑA  K, -Ñ. 


Distribuidores  para  Puerto  Rico: 
i’í-AZA  PROVISION  COMPANY,  Fortaleza  104,  San  .Juan,  P.  R. 


La  Lámpara  de  Hendidura  de  Poser 


j ^ISEÑADA  por  B & L,  la  Lám- 
para de  Hendidura  de  Poser 
para  el  diagnóstico  diferencial 
I en  la  patología  del  ojo,  presenta 
í muchas  ventajas  en  biomicros- 
copia.  La  iluminación  brillante 
del  tipo  Koeppe  lleva  una  hendi- 
I dura  ajustable.  Un  microscopio 
gran  angular  y binocular  de  16x 
permite  abarcar  toda  la  córnea, 
i Oculares  con  puntos  ópticos  lar- 
i gos  facilitan  el  examen  rápido 
» del  campo  ancho.  Ambos  brazos 
rotan  alrededor  del  ojo  del  pa- 
j dente  como  centro.  Es,  pues, 


una  lámpara  indispensable  para 
el  oftalmólogo. 

H.  V.  GROSCH  CO. 

Calle  Comercio  402 
San  .Juan,  Puerto  Kico 

BAUSCH  & LOMB 

Optica!  Co.  - Rochester,  N.  Y.. 
E.  U.  A. 

Fundada  en  1853 


i 


RAZONE) 

■ '5  N,rRo.J,Pu„AlDf„ype  SCMIC^” 
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*^5^5  AvA/t.AeL£  TO  PHYS‘0'^^ 

for  topical  APPI-'^^^ji 


For  surface  infections.». 


'f€Afi4en<ú  iZ'm/ 

Furacin  Soluble  Dressing  has  been  commended  by  several  clinicians.*  Furacin  is  also  being  used  successfully 
to  treat  infected  edges  of  skin  grafts  and  to  prevent  infection  of  areas  remaining  uncovered  after  grafting. 
Furacin  N.N.R.,  brand  of  nitrofurazone,  is  available  as  Furacin  Soluble  Dressing  and  as  Furacin  Solution,  both 
containing  0.2  per  cent  Furacin.®  These  preparations  are  indicated  for  topical  application  in  the  prophylaxis  and 
treatment  of  infections  of  wounds,  second  and  third  degree  burns,  cutaneous  ulcers,  pyodermas  and  skin  grafts. 
Literature  on  request.  LABORATORIES,  I N N 0 R W I C H ,.  N.  i. 


•Curtis,  L. : Surg.  Clin.  N.  America  1466  (Dec.)  1947.  • Shipley,  E.  It.  and  Dodd,  M.  C. : Surg.,  Gynec.  & Obst.  54:366, 
1947.  • Snyder,  M.  L.,  Kiehn,  C.  L.  and  Christopherson,  J.  W. : Mil.  Surgeon.  97:380,  1945. 


Distribuidores— CESAR  CASTILLO,  INC.,  Calle  Tetuan  155,  San  Juan 


en  seguida 
se  nota 
en  la  curva 
de  peso../' 


Al  suplementar  la  dieta  infantil  corriente  con 
vitamina  B se  podrá  notar  un  aumento  de  peso  rápido  e 
inmediato,  reduciéndose  a veces  la  anorexia,  irritabilidad, 
espasticidad  y los  trastornos  digestivos. 

Cinco  gotas  diarias  de  Líquido  Multi-beta  White’s, 
como  suplemento  a la  dieta  infantil  corriente,  propor- 
cionan los  factores  vitamínicos  B en  cantidad  proporcio- 
nada a la  insuficiencia  media  en  dicha  dieta. 

Es  agradable  y fácil  de  tomar,  miscible  en  mezclas 
lácteas,  jugo  de  naranja  y otros  líquidos  y en  alimentos 
blandos.  Se  puede  tomar  directamente  del  cuentagotas. 
Notablemente  estable. 


1 M.F.Gaynor  y R.H.Dennet  en  Journol 
of  Pediatrics,  Abril  1934 

2 B.  R.  Hoobler  en  Journal  of  American 
Medical  Associatian,  Feb.  28,  1931 

3 M.  V.  Poole,  B.  M.  Hamil,  T.  B.Gooley 
e I.  G.  Macy  en  American  Journal  of 
Disease  in  Children,  Oct.  1937 


i White  Laboratories/  Inc.,  Newark  7,  N.  J.,  E.  U.A.  • Fabricantes  de  Productos  Farmacéuticos 


Distribuidores:  FRANCISCO  N.  CASTAGNET 
San  Juan,  Puerto  Rico 


Fuerza  Perdurable 

. . . Erigida  sobre  una  Base  Solida  | 

La  alimentación  correcta  del  bebé  es  de  inestimable  | 
importancia  en  los  primeros  meses  de  su  vida.  Es  precisa-  i 
mente  durante  este  período  cuando  se  requiere  una  base  j 
sólida  para  que  el  niño  se  desarrolle  fuerte  y saludable.  i 
DRYCO  ES  IDEAL  COMO  ALIMENTO  EN  LOS  CLIMAS  CALIDOS  I' 
La  tierna  criaturita  necesita  proteínas  en  cantidades  apre-  i 
ciables  para  llenar  las  necesidades  de  su  crecimiento  i 
muy  rápido  de  la  temprana  edad,  así  como  para  formar  d 
sus  tejidos.  DRYCO,  con  su  alto  valor  proteico  llena  • 
estos  requisitos.  Y el  contenido  reducido  de  grasa  de  t 
DRYCO  provee  una  cantidad  adecuada  de  este  elemento,  i! 
disminuyendo  la  posibilidad  de  trastornos  digestivos.  En  y 
los  climas  cálidos  o tropicales  ésta  es  una  señalada  ven-  i 
taja. 

ESPECIALMENTE  ENVASADO  PARA  RETENER  SU  FRESCURA 


JRYCO 

/'«r«  informes  detallados,  escriba  a: 

THE  BORDEN  COMPANY 
350  Madison  Avenue 
Nueva  York  17.  N.Y..  E.  U.  A. 


DRYCO  es  la  mejor  leche  fresca,  consistentemente  uni-  ■ 
forme,  fácilmente  digestible  y enriquecida  con  vitaminas.  ¡ 
Se  envasa  especialmente  en  latas  cerradas  al  vacío  para  > 
asegurar  su  frescura  original  y valor  nutritivo  en  cual-  :¡ 
quier  clima. 


Distribuidores  para  Puerto  Rico: 

PLAZA  PROVISION  COMPANY,  Fortaleza  104,  San  Juan,  P.  R. 


the  principle  is  different! 

not  an  ''antacid"-  chemical  action  usually 

means  gastric  or  systemic  disturbance. 

but  acid-adsorbent- physical  action  means 

effective  relief  without  side  effects. 


mucoprotective  acid-adsorbent 
for  peptic  ulcer  and  hyperacidity 


relieves  pain 

promotes  healing 

i 

t \ 

acts  rapidly 

avoids  side  effects 

Resmicon  does  not  buffer  or 

.t"  .'tf': 

ize  acids  chemically.  By 

physical  adsorption  Resmicon's  resin 

JT  ' 'm 

> 

ne 

inact’vctes  HCI  and  inhibits  pepsin.  Resmicon's  mucin  physically  coats  the 
4 gastric  mucosa  with  a tough,  tenacious,  protective  film.  Because  of 
Resmicon’s  exclusively  physical  action  it  is  free  from  the  side  effects  so 
common  with  "antacids.” 

Packaging:  Resmicon  is  available 
in  bottles  of  84  tablets.  Each 
tablet  contains  500  mg. 
anion-exchange  polyamine 
resin  and  1 70  mg. 
gastric  mucin. 


iMii'v 

lAIOIAIOIlIS 

•¡vision  Nutrition  Research  Laboratories,  Inc., 
Chicago  1 1 , Illinois 


Distributors:  Drug  Center,  Inc.,  Apartado  8037,  Santurce 


Ell  cualquier  clima,  bajo  las  condi- 
ciones más  variadas,  la  Leche  KLIM 
es  siempre  segura,  pura  y uniforme- 
mente nutritiva.  En  efecto,  KLIM 
ha  sido  usada  en  muchas  expedi- 
ciones al  Polo  IXoi'tc  y al  Polo  Sur 
y bajo  el  sofocante  calor  de  las 
selvas  ecuatoriales.  Y siempre  la 
frescura  uniforme,  sabor  y calidad 
inmejorables  de  esta  cremosa  leche 
en  polvo  permanecen  intactos  en  su 
lata  cerrada  al  vacío,  envasada  por 
medio  de  un  procedimiento  espe- 
cial. 

Considere  también.  Doctor,  otras 
grandes  ventajas  de  la  Leche  KLIM, 


. En  el  Polo  Norte 
en  la  Selva  Tropical 

tal  como  su  fácil  digestibilidad,  una 
de  las  razones  por  la  cual  muchos 
pedíatras  recomiendan  esta  leche 
superior  en  la  alimentación  de  los 
niños. 

Además  de  que  es  una  leche  ideal 
para  la  nutrición  de  los  niños  y para 
la  familia  en  general,  KLIM  es  un 
alimento  suave  pero  muy  vigori- 
zante para  los  ancianos  de  estóma- 
<ro  delicado.  Esta  leche  tan  saluda- 

O 

lile  también  se  recomienda  en  las 
dietas  de  convalecientes  y frecuen- 
temente en  las  de  aquellos  que  pa- 
decen de  úlceras  pépticas. 

No  hay  mejor  leche  que  KLIM. 


Kill 

LA  PREFERIDA  EN  TODO  EL  MUNDO 

Nos  complaceremos  en  suministrarle  informes  profesionales 
completos  sobre  la  Leche  KLIM.  Sólo  tiene  que  escribir  a: 

THE  BORDEN  COMPANY,  División  de  Exportación 
350  Madison  Avenue,  Nueva  York  17,  N.  Y.,  E.  U.  A. 


Distribuidores  para  Puerto  Rico: 

PLAZA  PROVISION  COMPANY,  Fortaleza  104,  San  Juan,  P.  R 


for  effective  treatment  of 


hypertension 


VERUTAL 


tablets  (RAND) 
containing 
VERATRUM  VIRIDE 


THERAPEUTIC 
SAFETY 
Mannitol 
Hexanitrate 
.V2  gr. 


CAPILLARY; 

PROTECTION 


. ^MILDr 
^SEDATION 
Phenobarbital 
V4  gr. 


irRUTAL  TABLETS  (RarKÍ)  combine'^  } 
nUR  fherapeufically  effective  ^ 

cugs  in  a NEW  FORM ULA  for  fhe 
Nafmenf  of  ESSENTIAL  HYPERTENSION.  ^ 

ECH  VERUTAL  TABLET  CONTAINS: 

Vrafrum  Viride 100  mg. 

t^mnlfol  Hexanitrate (/2  S'"* 

R^ln 10  mg. 

P^nobarbital % gr. 

PDFESSIONAL  SAMPLES  AND  LITERATURE  UPON  REQUEST 


ifvctncl 


p^€ttrm€M.ceu.tlcct.l 


DiTRIBUTOR:  A.  F.  LEGRAND-Apartado  3911,  Santurce,  P.  R.-ALBANY, 


tttc* 

NEW  YORK 


rsTANTS  exhibit  food  likes  and  dislikes  early  in  life,  and 
they  quickly  learn  to  associate  the  appearance  of  a food 
with  its  taste.  For  this  reason,  every  effort  is  made  to  retain 
the  original  tastes  of  the  foods  from  which  Libby’s  are  made; 
uniformity  of  attractive  taste  characterizes  Libby’s  Baby 
Foods.  As  a result  of  Libby’s  exclusive  process  of  homogeniza- 
tion, cellulose  cell  capsules  are  ruptured,  enhancing  the 
availability  of  nutrients  and  m.aking  for  satin-smoothness  of 
texture.  Libby’s  Baby  Foods  have  been  fed  as  early  as  the 
sixth  week  of  life,  pi'oviding  the  infant  with  many  essential 
nutrients  which  would  otherwise  be  denied  him. 


Beets  • Carrots  • Green  Beans  • Peas  • Spinach  • Squash  • Vegetable  Soup  • Mixed 
Vegetables  • Garden  Vegetables  • Liver  Soup  • Vegetables  with  Bacon  • Vegetables 
with  Beel  and  Barley  • Vegetables  with  Lamb  • Apples  and  Apricots  • Apples  and 
Prunes  • Apple  Sauce  • Apricot- Farina  • Peaches  • Peaches-Pecrs- Apricots  • Pears 
and  Pineapple  • Prunes  (with  Pineapple  Juice  and  Lemon  Juice]  • Custard  Pudding 

Libby,  M9Neill  & Libby  • Chicago  9,  Illinois 


BIOLAC  ES  UN  ALIMENTO  COMPLETO 


Ofrece  las  Ventajas  de  la  Leche  Materna 


Los  Niños  alimentados  con 
Bíolac  obtienen  todos  los  compo- 
nentes alimenticios  esenciales. 

Porque  Bíolac  es  excelente 
leche  de  vaca,  modificada  en  tal 
forma  que  proporciona  todos  los 
componentes  alimenticios  esen- 
ciales de  la  leche  materna.  Con- 
venientemente envasado  al  vacío 
en  forma  de  polvo,  sólo  hay  que 
mezclarlo  con  agua  para  preparar 
la  fórmula. 

He  aquí  razones  por  qué  los 
niños  reciben  toda  la  nutrición 
que  necesitan,  de  este  alimento 
(con  excepción  de  la  vitamina 
C)  . . . por  qué  tantos  médicos 
recetan  Bíolac: 

1 . Bíolac  es  hecho  de  leche  de 
la  má.s  alta  calidad.  Vacas  salu- 
dable.'. sometidas  a la  prueba  tu- 
berci’lina,  suplen  la  leche  que  se 
convierte  en  Bíolac.  Este  polvo 
se  conserva  sin  refrigeración. 


2.  Bíolac  es  enriquecido  y mo- 
dificado para  que  actúe  como 
la  leche  materna.  Se  le  agrega 
lactosa,  el  azúcar  natural  de  la 
leche  materna.  El  contenido  de 
grasa  se  reduce;  los  glóbulos  se 
dividen  en  partículas  de  tamaño 
similar  a los  de  la  leche  materna. 
La  proteína  es  provista  en  canti- 
dades que  compensan  las  diferen- 
cias biológicas  que  existen  entre 
la  proteína  de  la  leche  de  vaca  y 
la  de  la  leche  materna.  Se  le  agre- 
gan vitaminas  y hierro. 

3>  Bíolac  es  un  alimento  com- 
pleto. Bíolac  iguala  o supera  los 
requisitos  reconocidos  de  vitami- 
nas A,  Bi,  Bj  y D,  calcio,  fósforo, 
hierro,  proteína,  azúcar  y grasa. 
(Nótese  que  ni  la  leche  materna 
ni  la  de  vaca  suplen  cantidades 
suficientes  de  la  vitamina  C,  la 
cual  debe  agregarse  al  régimen 
por  medio  de  jugo  de  naranja  o 
de  tomate.) 


4.  Bíolac  es  tan  sano.  Como 
sólo  se  usa  un  ingrediente  para 
preparar  la  fórmula  de  Bíolac, 
casi  se  eliminan  las  posibilidades 
de  errores  al  medirlo  y mezclarlo. 
Preparada  cuidadosamente  la  fór- 
mula Bíolac  será  uniforme  día 
tras  día. 

5.  Bíolac  es  fácil  de  preparar. 

Sencillamente  mezcle  el  Bíolac 
con  agua  fría  previamente  her- 
vida, y la  fórmula  estará  lista. 
Cada  lata  trae  una  cuchara  de 
medir. 

6.  Bíolac  es  fácil  de  recetar. 

Recuerde  que  Bíolac  es  un  ali- 
mento infantil  completo.  Los  ni- 
ños lo  toman  con  mucho  agrado 
y sólo  la  adición  de  la  vitamina 
C es  necesaria,  a su  debido  tiem- 
po, para  asegurar  el  crecimiento 
normal  y la  buena  salud  de  las 
criaturas. 
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Bíolac 


THE  BORDEN  COMPANY 

350  Modison  Avenue.  New  York.  N.Y. 

Bíolac  es  leche  pura  de  vaca, 
modificada.  Sencillamente  se 
mezcla  con  aeua  pura  para 
obtener  una  formula  infantil 
equilibrada. 


Distribuidores  para  Puerto  Rico: 

PLAZA  PROVISION  COMPANY,  Fortaleza  104,  San  Juan,  P.  K. 


Latest  in  a Long  Line  of 


This  completely  new  line  of  microscopes 
continues  the  tradition  of  quality  established 
in  1 847  by  Charles  A.  Spencer,  the  first 
American  microscope  maker.  You  are 
cordially  invited  to  see  and  try  them. 

Ask  your  distributor  or 
write  Dept.  Y3. 


Agentes  Exclusivos  de 
AMERICAN  OPTICAL  COMPANY 


SPENCER 


WATER  AND 
SEWAGE 
MICROSCOPES 


PUERTO  RICO  OPTICAL  COMPANY 

SAN  JUAN,  PUERTO  RICO 


LABORATORY 
MICROSCOPES 
for  school  and 
college  use. 


CONVERTIBLE 
MICROSCOPES, 
blnocular-monoculai 
for  advanced  work. 


PATHOLOGIST'S 

MICROSCOPES 


BACTERIA  COUNT 
MICROSCOPES 
for  dairy  industries. 


MOLD  COUNT 
MICROSCOPES 
for  food  processing. 


BREWMASTER'S 

MICROSCOPES 


TEXTILE 

MICROSCOPES 


MONOCULAR 
MICROSCOPES 
for  medical, 
industrial,  educational 
laboratories. 


INCLINED 
BINOCULAR 
MICROSCOPES 
for  biological  and 
bacteriological 
laboratories. 


Southbridge,  Mass. 


r 


PRECOOKED  OATMEAL 


''it<»min-ond-minerol-«ori<"® 

copfsisis  of  oalmear.  malt  syrup,  « 

preparid  for  human  use.  sodium  I; 

and  fiouced  iron.  Pabena  furnishes  yiwm^ 
(»k  thiamine,  end  nutntionalty  >mP® 

al  •®PP®h  calcium,  and  phosP^^^'^^^.ih,  c 

It  k cooking  and  drying.  Pabena  is  * 
^•'atable,  convenient  to  prepare,  econo 

*EQUlRc$  NO  COOKING  • Adrf 

hoi  *r  told.  Sofv.  with  milk  or  <»«- 


Mead  John 

«▼ANSVI  c.t*. 


♦ 


PABENA. . . precooked  oatmeal 
specified  by  physicians 


PABENA*  is  oatmeal,  and  lias  the  rich,  fidl  oatmeal 
flavor.  Its  nutritional  cjualities  and  its  vitamin  and 
mineral  content  are  similar  to  those  ol  I’ahlum.* 

PABENA  is  \ahiahle  ferr  infants  and  children  rvho 
arc  sensitive  to  wheat,  and  is  an  ideal  first  solid  food. 


• T.  M.  ncg.  u.  S.  Pat.  Oft. 


PABENA,  like  all  Mead's  ]rrodiKts,  is  adver- 
tised only  to  the  medical  prolcssion. 


P.  0.  Box  3081  — San  Juan,  P.  K, 


Now  fortified  with 
Folic  Acid  and 
B vitamins- 


Patients  with  chronic  or  nutritional  anemias  may  be  deficient 
in  several  factors  essential  for  blood  regeneration — iron,  liver 
factors  and  B vitamins,  including  folic  acid. 


Each  daily  dose  of  Bepron  Fortified  (1  fluidounce)  supplies— 

Total  soluble  constituents  of  2 ounces 
of  whole  beef  liver 
3 grains  of  iron  (Fe)  as  saccharated 
ferrous  iron,  equivalent  to  9.6  grains 
of  dried  ferrous  sulfate 
5 mg.  of  folic  acid 
2 mg.  of  thiamine  hydrochloride 
2 mg.  of  riboflavin 
15  mg.  of  niacinamide. 

Bepron  Fortified  i.s  recommended  for  tlie  treatment 
of  chronic  or  nutritional  hypochromic  microcytic 
anemia.s,  and  for  maintenance  tlierapy  of  certain 
macrocytic  or  normocytic  anemia.s. 


Supplied  in  baffles  of 
Jó  fíuidounces. 


BEPRON*  FORTIFIED 


WYETH  INCORPORATED  • PHILADELPHIA  3, 


PA. 


Distribuidores:  FRANCISCO  N.  CASTAGNET 
San  Juan,  Puerto  Rico 
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SIMPLE 


Until  there  are  mechanical  means  for  winding- 
up  the  failing  heart  . . . consider  this: 

Nativelle  isolated  Digitaline  to  minimize 
the  disadvantages  of  whole  leaf.  He 
replaced  variable  results  with  the 
predictable  effects  of  dosage  by  weight. 

Digitaline  Nativelle  digitalizes  in  a few 
hours  and  maintaius  the  maximum  cffcieucy 
obtainable.  This  maintenance  is  positive! 

Complete  absorption  and  a uniform 
rate  of  dissipation  provide  full  digitalis 
effect  between  doses.  Elimination  of  crude 
substances  virtually  eliminates  side  effects. 

Digitaline  Nativelle 

Chief  active  principle  ef  digitalis  purpurea  (digitoxin) 


Ease  of  Adniiniilratwn 

Id  DIGITALIZATION;  1.2  mg.  in  equally  divided  doses  of  0.6  mg.  at  three-hour  intervals. 

MAINTENANCE : 0.1  or  0.2  mg.  daily  depending  upon  patient’s  response. 
•NGE-OVER:  Prescribe  0. 1 or  0.2  mg.  of  Digitaline  Nativelle  to  replace  maintenance  doses  of  0. 1 gm.  or  0.2  gm.  of  whole  leaf. 
Send  for  new  brochure  "Modern  Digilatis  Therapy”  Varick  Pharmacal  Co.  Inc.  (Divirion  of  E.  Fougcra  & Co.  Inc.)  75  Varick  Sl.,New  York. 
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+0  relieve  nausea  and  vomiting 
of  pregnancy  and  In  adoles- 
cent acne 


PYRIBEXIH 
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(Pyridoxine  HCI  Thiomine  Ctiloride) 
Each  1 cc  contains: 

Vitamin  Bl 50  mg 

Vitamin  B6 50  mg 

VIALS  OF  10  ec 


IROBLEX 


for  use  in  hypochromic  and 
tritional  anemias 

I R O B L E X 

(Iron  - Liver  - B Complex) 
Each  cc  contains: 

Thiamine  HCl  (Bl)  100. 

Riboflavin  (B2)  0.5 

Pyridoxine  HCl  (B6)  1. 

NICOTINAMIDE  50. 

IRON  CACODYLATE  10. 

LIVER  (10  U.S.P.  UNITS 

PER  CC)  0.2 

Phenol  (As  preservative)  0.5% 

VIALS  OF  10  cc 
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Formula 


NION  CORPORATION  los  angeles  38,  California 

JOAQUIN  BELENDEZ  SOLA,  INC. 

P.0,  BOX  1188,  SAN  JUAN,  PUERTO  RICO 
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ítamín  B-complex  and  ferrous  sulfate  compound 


Hyotole  is  a particularly  effective  combination 
of  readily  assimilable  iron  plus  thiamine,  riboflavin, 
pyridoxine,  calcium  pantothenate,  niacinamide, 
choline  and  folic  acid,  reinforced  with  crude  liver 
and  other  factors  of  the  vitamin  B-complex. 

Hyotole  produces  an  exceptionally  prompt  hemo- 
poietic response;  it  is  especially  indicated  in  nutri- 
tional anemias,  and  is  ideally  suited  for  the  effective 
treatment  of  hypochromic,  macrocytic  and  iron  de- 
ficiency anemias. 

Hyotole  is  pleasantly  flavored  and  quickly  effective 
in  both  children  and  adults. 

Rx.  In  4 oz.  and  16  oz.  bottles. 


SHARP  & OOHME,  Philadelphia,  U.S.A. 
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Vitamin  per  unit  of  weight,  is  the  most  effective 

anlianemic  substance  known.  SPIES  CT  AL.t  J.  A.  M.  A.  139i<121,  194» 

RUBRAMIN 

SQUIBB  vitamin  Bi2  concentrate 

now  in  plentiful  supply 

► essentially  painless,  protein-free  aqueous  solution 

► approximately  the  same  cost  as  Liver  Extract 

1 cc.  ampuls,  each  ampul  containing  15  micrograms  of 
vitamin  B12.  Boxes  of  5. 

Dosage  for  15  microgram  RUBRAMIN  is  the  same  as  that  for 
15  unit  Liver  Extract. 

IS  A TRADEMARK. OF  £.  R.  SQUIBB  & SONS 


SC;y.  Il  fíB  MANUFACTUKING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  1858 


Liver  Protein  Hydrolysate  supplying 

AMINO  ACIDS  for  ORAL  THERAPY 


Tlie  amino  acids  in  LEDINAC  Liver  Protein  Hydrolysate  Lederle 
provide  a rapidly  absorbable  supplement  which  tends  to  combat 
“protein  starvation”  in  patients  and  secure  normal  nitrogen 
balance  in  the  tissues.  Amino  acids  furnish  one  of  the  best  means 
of  providing  convalescent  patients  with  nitrogenous  foods. 


LEDINAC  Liver  Protein  Hydrolysate  Lederle  provides  in  a 
palatable,  chocolate-flavored  form,  a rapidly  absorbable  dietary 
supplement  that  does  not  tax  unduly  the  digestive  powers  of 
the  patient. 

LEDINAC  Liver  Protein  Hydroly.sate  Lederle  is  a .source  not  only 
of  modified  protein  and  amino  acids,  but  also  of  vitamins,  minerals, 
and  carbohydrates.  It  is  derived  from  mammalian  liver  — the 
richest  nutritional  storehouse  in  the  body. 


*Reg.  U.  S.  Pat.  Off. 


FORMULA 

Liver  Protein  Digest 54.0% 

Maltose 38.5% 

I Flavoring  Agents  (including 

chocolate  and  saccharin)  . . 7.5% 

Supplying:  Carbohydrate 32.5% 

Fat 3.5% 

Protein 50.0% 

Free  Amino  Nitrogen 1.0% 


including  the  amino  acids,  Arginine, 
Histidine,  Lysine,  Tryptophane,  Phenylala- 
nine, Methionine,  Threonine,  Leucine,  Iso- 
leucine, Valine,  and  Cystine. 


Each  30  Gm.  contains: 

Thiamine  Hydrochloride  (Bi)  1.00  mg. 

Riboflavin  (B2) 2.00  mg. 

Niacinamide 6.60  mg. 

Pantothenic  Acid 2.30  mg. 

Pyridoxine  Hydro- 
chloride (B^l 0.24  mg. 

Biotin 2.70  gamma 

Inositol 23.00  mg. 

Choline 120.00  mg. 

Calcium 106.00  mg. 

Phosphorus 297.00  mg. 

Iron 4.80  mg. 

Calories 103.8 


Paclca(jc(l  in  one-liulf  'pound  jars 


LEU  Mi:  It  LE  LAEtOlt  ATUItl  ES  Ul  VI  SIOIV 

AMERICAN  CVA.NA.MJD  CO.MPANY  • 30  ROCKEFELLER  PL.AZA.  NEW  YORK  SIO.  N.Y. 
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DIPHOSPHATE 

Brand  of  Chloroquine  Diphosphate 

Available  in  fablets  of  0.25  Gm,, 
tubes  of  10  and  bottles  of  100. 

Four  Dose  Treatment:  Adults,  4 
tablets,  followed  by  2 tablets  after 
6 to  8 hours,  and  2 tablets  on  each 
of  2 consecutive  days.  Total  only 
10  tablets  in  3 days. 

For  Suppression:  Adults,  only  2 
tablets  once  a week. 


New  Yokk  13,'n.  Y.  Windso»,  Ont. 


Arelen,  tredemork  re^.  U.  S & Canoda 
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So  heovy  wos  the  death 
toll  from  malaria  in  ancient 
times,  that  a Chinese 
manuscript  of  the  third 
century  B.  C.  advised 
the  traveler  preparing  for  a 
journey  to  regions  where 
chang-chi  ("malicious  air") 
prevailed  to  make 
arrangements  for  the 
remarriage  of  his  widow.' 


Malaria  still  presents  an  outstanding  medical  prob- 
lem, although  great  strides  have  been  made  in 
malaria  control  and  therapy.  Aralen  signalizes  an 
important  advance  in  the  treatment  of  malaria. 

• possesses  these  qualities: 

• highly  effective  — producing  rapid  sympto- 
matic relief 

• few  relapses  and  long  periods  between 
relapses 

• low  incidence  of  gastro-intestinal  irritation 

• no  discoloration  of  the  skin 

• well  tolerated  in  therapeutic  doses 

AUTHORITATIVELY  RECOGNIZED 

Extensive  investigations  carried  out  under  the  aus- 
pices of  the  Board  for  the  Coordination  of  Malarial 
Studies  of  the  National  Research  Council  estab- 
lished the  great  value  of  Aralen  diphosphate.’ 


1.  Beckman,  H.:  Treotment  in  Generol  Practice.  Philadelphio,  W.  B.  Sown* 
ders  Co.,  1946,  p.  103. 

2.  Loeb,  R.  F.  (Choirmon,  Boord  for  Coordination  of  Maloriol  Studies)  •* 
ot:  Activity  of  o New  Antimalariol  Agent,  Chloroquine  (SN7618)< 
J.A.M.A.,  130:1069.  Apr.  20,  1946. 
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HIPERTENSION  ARTERIAL  EN  PUERTO  RICO 

FACTORES  CLIMATOLOGICOS,  RACIALES,  DIETETICOS  Y PSICOGENOS 

RAMON  M.  SUAREZ,  M.D. 

Santurce,  P.  R. 


No  obsante  ser  la  hipertensión  arterial  la  más  importante  cau- 
sa de  muerte  entre  las  dolencias  cardíacas,  y a pesar  de  la  cuidado- 
sa investigación  de  que  ella  ha  sido  objeto,  su  naturaleza  y patoge- 
nia son  aún,  en  la  mayoría  de  los  casos,  algo  oscuras.  La  relación, 
en  términos  generales,  de  la  hipertensión  arterial  con  la  arterioescle- 
rosis,  y,  de  un  modo  particular,  con  las  cardiopatías,  continúa  siendo 
también  un  problema  de  enorme  interés  para  todos  los  internistas. 

Al  hablar  de  hipertensión  arterial  nos  estamos  refiriendo  a la 
llamada  hipertensión  esencial  en  sus  dos  formas,  la  benigna  y la 
maligna.  Cuando  se  trata  de  hipertensión  secundaria,  atribuyéndo- 
la a un  factor  patológico  conocido,  el  problema  clínico,  al  menos  su- 
perficialmente, no  es  ya  tan  difícil.  Pero  aún  así,  sólo  podremos 
explicarnos  con  absoluta  certeza  el  mecanismo  de  la  hipertensión 
cuando  en  ella  intervengan  factores  mecánicos,  tal  como  sucede  en 
la  coartación  de  la  aorta,  en  la  arterieesclerosis  de  los  grandes  va- 
sos y,  probablemente,  en  la  poliarteritis  nudosa.  En  la  mayoría  de 
los  casos  hipertensivos,  sabemos  que  la  dolencia  aparece,  en  ocasio- 
nes, acompañada  de  una  enfermedad  renal  (glomérulonefritis  aguda 
o crónica,  riñón  poliquístico,  pielonefritis  crónica,  anomalías  de  la 
vascularización  renal,  tumores  renales  y nefrosis  tóxica)  o también 
asociada  con  lesiones  cerebrales,  ya  sean  tumores  o parálisis  bulbar, 
o con  trastornos  endocrinos  como  el  síndrome  de  Cushing  o un 
feocromocitoma.  Se  sabe  asimismo  que  la  dolencia  mejora  o desa- 
parece cuando  el  factor  etiológico  queda  eliminado,  empero,  aún  así, 
siempre  ignoramos  el  factor  básico  real,  o los  factores  intrín.secos 
que  desempeñan  un  papel  determinante  en  la  producción  de  este 
síntoma,  o más  bien,  complejo  sintomático,  llamado  hipertensión. 
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probablemente  manifiesto  u oculto  también  en  todos  los  casos  dt 
hipertensión  secundaria. 

Los  nuevos  descubrimientos  realizados  en  el  estudio  de  los  es- 
teroides  no  han  logrado  aún  adelantar  en  gran  medida  la  solución 
del  problema,  pero  quizás  una  investigación  más  ceñida  de  estos 
compuestos  orgánicos  arroje  alguna  luz  que  aclare  lo  que  se  oculta 
tras  el  síndrome  hipertensivo  de  Cushing  y en  los  casos  de  feocro- 
mocitoma.  Es  dudoso,  sin  embargo,  que  esto  sirva  también  para 
explicar  la  hipertensión  esencial  o la  de  origen  renal. 

Aunque  la  importante  contribución  de  Goldblatt,  tratando  de 
explicar  la  hipertensión  como  resultado  de  la  isquemia  renal,  así 
como  los  resultados  obtenidos  por  Page,  han  sido  negados  por  otros 
investigadores ; a pesar  de  que  la  teoría  de  la  existencia  de  agentes 
humorales,  como  la  renina,  la  angiotonina,  o la  hipertensina,  ha  en- 
contrado por  igual  ardientes  defensores  y opositores,  es  evidente 
que  un  estudio  clínico  riguroso  y un  concienzudo  examen  histológi- 
co en  cada  caso  frecuentemente  revela  de  manera  objetiva  que  exis- 
ten lesiones  renales,  no  solamente  en  la  hipertensión  esencial,  sino 
también  en  la  mayoría  de  los  arterioesclerosos  con  hipertensión  sis- 
tólica.  Falta  por  averiguar,  y ello  es  uno  de  los  muchos  puntos 
en  controversia,  si  estas  lesiones  patológicas  renales  que  se  han  ob- 
servado, constituyen  la  causa  o el  resultado  de  la  hipertensión 
arterial. 

Entre  otros  factores  a los  que  se  atribuye,  directa  o indirecta- 
mente, la  etiología  de  la  hipertensión  figuran:  el  clima,  la  altura 
sobre  el  nivel  del  mar,  la  edad,  la  raza,  el  sexo,  el  medio  ambiente, 
la  herencia,  la  constitución  física  y la  clase  de  alimentación.  Nues- 
tra curiosidad  nos  ha  llevado  a estudiar  la  posible  influencia  de  al- 
gunos de  estos  factores  en  la  incidencia  de  la  hipertensión  arterial 
en  Puerto  Rico. 

Clima  y altitud.  Puerto  Rico  es  una  isla  de  pequeña  extensión 
y configuración  casi  rectangular,  con  un  área  de  3,400  millas  cua- 
dradas, situada  entre  los  paralelos  18  y 19°  de  latitud  Norte. 
Su  posición  en  relación  con  el  ecuador  es  aproximadamente 
igual  a la  de  Hawai,  Jamaica  y Santomas.  Cruza  su  terri- 
torio una  cordillera,  cuya  elevación  máxima  alcanza  4,000  pies, 
extendiéndose  oblicuamente  del  N.E.  al  S.O.,  a 25  millas  de  distan- 
cia al  Sur,  y a 20  millas  al  S.E.,  de  San  Juan.  La  altura  media  de 
esta  cadena  de  montañas  es  de  800  pies.  Los  pueblos  en  el  interior 
de  la  isla  están  situados  a una  altura  de  1,400  a 2,000  pies  sobre 
el  nivel  del  mar,  pero  la  altitud  de  San  Juan,  la  capital,  es  solamen- 
te de  100  pies. 

El  clima  isleño  es  de  costa  tropical,  algo  modificado  por  la  po- 
sición insular.  El  efecto  de  las  brisas  marinas  al  atravesar  el  te- 
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rritorio  produce  durante  la  noche  vientos  terreros  que  hacen  descen- 
der algo  la  temperatura.  Las  corrientes  de  aire  de  la  costa  a las 
montañas  del  interior  y de  éstas  al  litoral  dan  por  resultado  una  deli- 
ciosa temperatura  nocturna,  sobre  todo  durante  los  meses  de  invier- 
no. La  temperatura  media  en  todo  el  país  es  73^  F en  la  estación 
invernal  y 79°F  en  el  verano,  con  una  media  de  76.6°F. 

La  precipitación  pluvial  es  mayor  durante  el  estío  y el  otoño,  y 
menor  durante  el  invierno  y primavera,  con  una  media  anual  de 
72.62  pulgadas.  A pesar  de  que  en  la  ciudad  de  San  Juan  se  dan, 
por  término  medio,  212  días  de  lluvia  durante  el  año,  solamente  ocu- 
rren 5 días,  más  o menos,  privados  de  luz  solar.  Excepto  en  épocas 
de  grandes  lluvias,  durante  los  huracanes,  no  frecuentes  por  cier- 
to, los  aguaceros  son  breves,  de  pocos  minutos  de  duración  y tras 
ellos,  invariablemente,  luce  el  sol. 

San  Juan  goza  2,847  horas,  aproximadamente,  de  luz  solar  du- 
rante el  año,  cuya  cantidad  es  mucho  mayor  que  en  París  y Berlín, 
en  cuyas  capitales  solo  brilla  el  sol  de  200  a 500  horas  al  año,  y 
en  la  ciudad  de  Nueva  York,  800.  Además,  la  cantidad  de  radiación 
solar  ultravioleta  en  Puerto  Rico  es  elevadísima.  La  presión  baro- 
métrica en  San  Juan  es  de  29.90  pulgadas,  la  más  baja  29.83,  la  más 
alta  29.95.  La  humedad  relativa  78  por  ciento  a las  9 A.  M.,  76  por 
ciento  al  mediodía  y 80  por  ciento  a las  9 de  la  noche.  Tenemos 
por  lo  tanto  en  P.  R.  una  presión  barométrica  estable,  una  hu- 
medad atmosférica  relativamente  alta  y ausencia  ae  camoios  orus- 
cos  de  temperatura. 


Edad — En  la  composición  poblacional  de  la  isla  predominan 
las  edades  jóvenes.  El  censo  oficial  de  1940  muestra  que  el  40.6 
por  ciento  de  los  habitantes  estaba  compuesto  por  niños  menores  de 
15  años,  y que  los  sujetos  de  más  de  65  años  de  edad  formaban  sólo 
el  3.4  por  ciento  de  la  población  total. 

Este  grupo  etal,  de  más  de  65  años,  alcanza  la  proporción  de 
6.8  por  ciento  en  los  E.  U.,  o sea,  dos  veces  más  que  en  Puerto  Rico. 

Según  el  Dr.  José  L.  Janer,  Jefe  de  la  División  de  Estadísticas 
Demográficas  del  Departamento  de  Sanidad  Insular,  el  promedio 
de  vida  probable  a partir  del  nacimiento,  durante  el  período  com- 
prendido de  1939-41,  alcanzó  solamente  la  proporción  de  41.1  años 
entre  los  varones  y 47.2  entre  las  hembras;  y en  el  año  1947  ascen- 
dió a 54.88  y 58.33  años,  respectivamente  entre  uno  y otro  sexo. 

Ello  significa  que  el  índice  de  vida  probable  en  nuestra  pobla- 
ción está  aún  10  años  retrasado  con  respecto  al  de  la  población  de 
los  EE.  UU.,  donde,  según  los  cómputos  de  la  National  Office  of 
^'ital  Statistics,  los  índices  de  vida  probable  fueron  en  1947,  65.2 
años  para  los  varones  y 70.6  para  las  mujeres  de  raza  blanca. 
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Alimentación — El  papel  que  desempeña  la  dieta  ordinaria  en 
la  génesis  de  la  hipertensión  es  un  punto  muy  discutido  todavía  sin 
dilucidar. 

Los  sujetos  cuyo  sustento  alimenticio  es  una  dieta  de  arroz  y 
verduras  deberían  tener  una  presión  arterial  más  baja  que  los  que 
se  alimentan  con  productos  de  alto  contenido  proteínico;  pero  he 
aquí  el  hecho  interesante  observado  en  China,  donde  las  clases  so- 
ciales elevadas  son  muy  dadas  a los  refinados  placeres  de  la  mesa, 
muy  bien  abastecida  de  alimentos  proteínicos,  exhiben  la  misma 
presión  sanguínea  que  los  depauperados  coolies  y campesinos. 

El  efecto  de  la  privación  de  alimentos  sobre  la  dinámica  cir- 
culatoria ha  sido  estudiado  por  Brozeck  y sus  colaboradores  en 
grupo  de  sujetos  sometidos  voluntariamente  al  experimento.  Du- 
rante el  sitio  de  Leningrado,  en  la  pasada  guerra  mundial,  se  han 
recopilado  también  observaciones  sobre  este  punto.  Se  observó 
allá  que  la  inanición  produce  un  descenso  de  la  presión  arterial,  lo 
mismo  en  los  sujetos  normales  que  en  los  hipertensos;  pero  tan 
pronto  como  se  recomienza  a ingerir  la  cantidad  normal  de  ali- 
mentos prodúcense  verdaderas  “epidemias”  de  enfermedades  cardio- 
vasculares hipertensivas.  El  aumento  súbito  de  la  ración  de  alimen- 
tos ingeridos  después  de  un  período  de  hambre  demostró  ser  causa 
frecuente  de  desfallecimiento  cardíaco. 

En  los  casos  de  hipertensión  arterial  se  recomienda  una  ali- 
mentación (a)  de  bajo  contenido  proteínico;  (b)  con  escasa  canti- 
dad de  sal ; y recientemente  (c)  la  llamada  dieta  de  Kempner,  com- 
puesta de  arroz. 

Cuando  se  somete  a los  enfermos  a una  dieta  de  bajo  conte- 
nido proteínico  se  suele  insistir  en  que  no  ingieran  carnes  rojas. 
Esta  prohibición  de  las  carnes  rojas  es  una  concepción  algo  em- 
pírica, y se  funda  en  que  se  ha  creído  que  en  los  casos  de  hiper- 
tensión existe  siempre  un  estado  de  plétora  sanguínea,  y en  que 
los  enfermos  suelen  preferir  por  su  sabor  la  carne,  de  la  que  consu- 
men mayor  cantidad  de  gramos  que  de  aves  o pescado.  Pudiera 
muy  bien  ocurrir  que  la  carne  roja  poseyere  una  acción  dinámica 
específica  que  constituyese  un  factor  de  importancia  en  el  aumen- 
to de  la  tensión  arterial ; pero  también  puede  ocurrir  que  el  enfermo 
exageradamente  meticuloso,  muy  consciente  de  su  padecimiento, 
quisiese  perfeccionar  la  dieta  recomendada,  e interpretase  la  su- 
gestión de  privarse  de  carnes  rojas  suprimiendo  todas  las  pro- 
teínas de  su  alimentación,  en  cuyo  caso,  alteraría  su  equilibrio  nitro- 
genado que  pasaría  a ser  negativo,  y se  provocaría  una  anemia  y 
un  estado  de  debilidad  extrema.  La  hipoproteinemia  resultante, 
cuando  existe  un  estado  latente  de  desfallecimiento  cardíaco,  puede 
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contribuir  a una  retención  de  las  sales  de  sodio  y a que  se  establezca 
el  edema. 

Alien  y Sherrill,  en  los  EE.  UU.,  y Volhard,  en  Alemania,  han 
sido  los  que  primero  pregonaron  la  conveniencia  de  una  dieta  escasa 
en  sales  de  sodio.  Durante  estos  últimos  años,  Grollman  y Harrison 
han  abogado  asimismo  por  la  dieta  de  depresión  sódica  en  los  casos 
de  hipertensión.  Pero  los  fundamentos  de  éstos  son  puramente  teó- 
ricos. Los  niveles  del  sodio  en  el  plasma  sanguíneo  no  aparecen 
elevados  en  la  hipertensión  esencial,  pero  se  acepta  el  hecho  de 
que  la  administración  ad-libitum  de  sal  común  provoca  una  eleva- 
ción de  la  presión  arterial  y síntomas  cerebrales  en  los  enfermos 
que  sufren  un  estado  previo  de  hiperadrenocorticalismo. 

La  dieta,  tan  preconizada,  de  Kempner,  consiste,  simplemen- 
te, de  la  ingestión  exclusiva  de  arroz,  azúcar  y frutas,  complemen- 
tada con  sales  de  hierro  y vitaminas:  300  g.  de  arroz,  que  contienen 
20  g.  de  proteínas  y 5 g.  de  grasa.  A esto  se  añaden  hidratos  de 
carbono,  en  forma  de  frutas,  azúcar  y jugos  de  frutas,  hasta  com- 
pletar 2,000  calorías  en  la  ración.  Estos  productos  alimenticios 
.se  cocinan  sin  sal.  La  dieta,  por  tanto,  es  muy  pobre  en  contenido 
proteínico  y sólo  hay  en  ella  unos  150  a 200  mg.  de  sodio.  Cree 
Kempner,  y nosotros  somos  del  mismo  parecer,  que  la  proteina  del 
arroz  no  es  tan  biológicamente  inactiva  como  se  suponía  antes.  El 
hecho  es  que  con  esta  dieta  no  se  ha  observado  un  solo  caso  de  hipo- 
proteinemia  en  los  enfermos  sometidos  a ella. 

Nosotros  hemos  visto  descender  la  presión  arterial,  reducirse  el 
tamaño  del  corazón,  desaparecer  los  anomalías  electrocardiográficas 
y desvanecerse  las  hemorragias  retinianas  y los  exudados  en  casos 
de  hipertensión  maligna  que  han  sido  sometidos  a una  estricta  dieta 
de  arroz;  pero  también  hemos  observado  resultados  semejantes 
cuando  a los  enfermos  se  les  ha  administrado  una  dieta  más  liberal, 
pero,  desde  luego,  con  la  misma  restricción  en  cuanto  a la  ingestión 
de  sales  de  sodio. 

(Ultimamente  se  ha  dicho  que  administrando  con  los  alimen- 
tos ciertas  resinas,  éstas  absorberían  el  sodio  y no  habría  necesi- 
dad de  sacrificar  el  paladar  de  los  enfermos,  haciéndoles  ingerir 
una  dieta  tan  insípida  como  la  de  los  alimentos  sin  sal). 

En  el  tratamiento  y prevención  de  la  hipertensión  sanguínea, 
debe  evitarse  a todo  trance  la  obesidad  de  los  enfermos.  No  hay 
necesidad  de  prohibir  el  tabaco,  a menos  que  .se  presenten  signos 
de  angina  pectoris  o tendencia  a la  claudicación  intermitente.  Pue- 
de permitírseles  el  uso  moderado  del  café  o del  té,  y entre  los  “vicios 
menores”,  las  bebidas  alcohólicas  pueden  tener  sus  ventajas  y des- 
ventajas. Es  un  hecho  sabido  que,  por  medio  del  colesterol,  puede 
procurar.se  experimentalmente  en  los  conejos  una  arterioesclerosis, 
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la  cual  se  logra  evitar  si,  concurrentemente,  se  les  administra  al- 
cohol. Opinan  algunos  anatomopatólogos  que  la  arterieesclerosis 
suele  ser  una  dolencia  infrecuente  entre  los  alcohólicos  inveterados, 
aunque  eso  no  evita  el  que  puedan  fallecer  de  cirrosis  hepática. 
Las  dosis  pequeñas  y frecuentes  de  una  bebida  alcohólica  son  bene- 
ficiosas por  su  efecto  vasodilatador  y,  ya  se  sabe,  proporcionan 
siempre  una  sensación  real  de  bienestar,  de  goce  de  la  vida  y de 
relajación  de  la  tensión  nerviosa.  No  necesitamos  advertir  que 
con  esto  que  decimos  no  estamos  preconizando  el  uso  del  alcohol 
como  necesario  para  establecer  relaciones  sociales,  ni  como  artícu- 
lo de  primera  necesidad  en  nuestro  dietario,  sino,  simplemente, 
señalando  su  juicioso  aprovechamiento  como  agente  terapéutico, 
cuya  administración  tiene  sus  indicaciones  específicas  en  ciertos  y 
determinados  casos. 

Mas,  volviendo  al  tema  de  la  hipertensión  arterial  en  nuestro 
país,  debemos  señalar  que,  según  Sinclair’  y otros  autores,-  con 
cuya  opinión  estamos  de  acuerdo,  la  evaluación  del  déficit  ali- 
menticio en  un  grupo  poblacional  es  frecuentemente  fútil  si  sólo 
se  tiene  en  cuenta  el  régimen  dietético  ordinario.  Ahora  bien:  si 
ios  datos  así  obtenidos  concuerdan  siquiera  aproximadamente  con 
los  que  arroje  el  análisis  químico  de  los  ingredientes  de  la  ración 
alimenticia  y con  los  diferentes  productos  del  país  o im- 
portados del  exterior,  entonces  estamos  justificados  para  conceder 
mayor  importancia  a los  hechos  observados. 

En  un  estudio  reciente  de  Robert  y Stefani  se  afirma  que  44 
por  ciento  de  las  familias  en  Puerto  Rico  perciben  una  entrada  anual 
da  $500.00  como  máximo.  La  alimentación  ordinaria  de  los  que 
componen  este  grupo  consiste  mayormente  de  arroz,  habichuelas  y 
tubérculos,  ingeriendo  semanalmente  poco  más  de  un  solo  huevo 
(1.26)  y unas  onzas  de  leche  (5.4)  al  día  per  cápita.  La  grasa 
consumida,  manteca  de  cerdo  casi  siempre,  alcanza  a 10  onzas  por 
semana  (98.9%). 

En  otro  grupo  poblacional  compuesto  de  31  por  ciento  de  las 
familias  cuyas  entradas  económicas,  durante  el  año  oscilaban  de 
500  a 999  dólares,  la  ración  alimenticia  ordinaria  era,  poco  más  o 
menos,  igual  a la  anterior,  sólo  que  consumían  algo  más  de  un 
huevo  (1.88  a la  semana),  leche  (9.9  onzas  diarias)  y grasa  (12.9 
onzas  semanales)  por  persona. 

Las  familias  en  que  los  ingresos  alcanzaban  de  1,000.00  a 
1,999.00  dólares  al  año  componían  el  17  por  ciento  de  la  población 
general.  El  consumo  por  persona,  entre  los  individuos  de  este 
grupo,  resultó  ser:  2.86  huevos  a la  semana,  14  onzas  de  leche 
diarias  y 16.2  onzas  de  grasa  semanalmente.  Sólo  8 por  ciento  de 
las  familias  puertorriqueñas  perciben  entradas  monetarias  anua- 
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les  de  más  2,000.00  pesos.  Los  sujetos  comprendidos  en  este  últi- 
mo grupo  se  alimentan  con  una  ración  bastante  bien  equilibrada; 
4 huevos  semanales,  18.6  onzas  de  leche  diarias  y 17.7  onzas  de 
grasa  semanalmente.  Este  grupo  de  sujetos  se  alimenta  con  grasa 
de  la  mejor  calidad  y consume  mantequilla,  lo  cual  es  un  lujo  en  el 
dietario  de  los  individuos  de  ínfimas  entradas  económicas. 

En  cuanto  al  consumo  de  grasa  se  refiere,  este  estudio,  reali- 
zado el  año  1946,  concuerda  bastante  con  todos  los  precedentes:  el 
de  Descartes,  Díaz  y Nogueras,^  de  1941 ; con  el  de  Hanson  y Pérez,"’ 
de  1947,  realizado  por  medio  de  encuestas  personales;  con  el  estu- 
dio de  las  fuentes  de  suministro  de  artículos  alimenticios  en  Puer- 
to Rico,  realizado  por  Hill  y Nogueras'*’  en  1940;  con  la  investiga- 
ción reciente  de  Guillermo  Serra,^  así  como  también  con  los  resul- 
tados de  los  análisis  químicos,  de  los  alimentos  que  entran  en  el 
menú  cotidiano  consumido  por  los  grupos  familiares  pertenecien- 
tes a las  clases  de  baja  y mediana  categorías  económicas,  llevados 
a cabo  por  Cook,  Axtmayer  y Dalmau.®  La  grasa  alimenticia  inge- 
rida por  el  habitante  de  Puerto  Rico,  es  según  Axtmayer,  61.70  g. 
diarios,  por  término  medio,  cantidad  inferior  en  comparación  con  la 
consumida  por  el  norteamericano,  cuya  ración  diaria  es  98.79  g. 

La  cantidad  media  de  toda  clase  de  grasas,  incluyendo  los  acei- 
tes, consumida  por  cada  persona,  en  algunas  ciudades  de  los  EE. 
UU.,  es  la  siguiente: 

Birmingham:  1.10  libras  (17.6  onzas) 

Buffalo:  0.86  (13.7  onzas) 

Minneapolis  - St.  Paul:  0.79  (12.6  onzas) 

San  Francisco:  0.90  (14.4  onzas) 

Estos  datos  están  basados  en  investigaciones  de  consumo  de 
productos  alimenticios  en  esas  ciudades,  según  cómputos  de  Hazel 
Stiebling,  jefe  del  Bureau  of  Human  Nutrition  and  Home  Eco- 
nomics, del  Departamento  de  Agricultura  de  los  EE.  UU. 

Las  cifras  expuestas  demuestran  que  en  Puerto  Rico,  solamen- 
te las  familias  de  ínfimos  recursos  monetarios,  estudiadas  por 
Robert  y Stefani,  consumen  menos  grasas  y aceites  que  las  de  Min- 
neapolis y St.  Paul.  La  única  diferencia  consiste  en  que  en  estas 
ciudades  norteamericanas  los  sujetos  ingieren  más  mantequilla  que 
cualquier  otra  clase  de  grasa  o aceites  y las  clases  desheredadas 
en  Puerto  Rico  por  rareza  prueban  la  mantequilla. 

Aunque  durante  los  últimos  años  ha  mejorado  algo  el  estado 
de  nutrición  de  nuestras  gentes,  el  consumo  de  carne  entre  nues- 
tros conciudadanos  más  pobres  está  muy  por  debajo  de  la  norma 
generalmente  establecida  en  otros  países  como  la  Argentina  y los 
EE.  UU.  En  la  Argentina  el  consumo  per  capita  anual  de  carne  es, 
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aproximadamente,  107  K;  en  los  EE.  UU.,  66  K;  en  Puerto  Rico, 
¡riólo  llega  a 25  K. 

Esta  ración  alimenticia  no  alcanza  ni  con  mucho  la  recomen- 
dada en  nutrición  por  el  Council  of  Food  and  Nutrition  del  National 
Research  Council,  pues  no  solamente  es  escasa  en  proteínas  y ca- 
lorías, sino  también  en  grasas,  en  la  mayoría  de  sus  elementos  mi- 
nerales y en  vitaminas.  La  ración  alimenticia  ordinaria  de  la  clase 
proletaria  puertorriqueña  solamente  sobrepasa  el  patrón  alimen- 
ticio requerido,  en  la  cantidad  de  hidratos  de  carbono  que  contiene. 

Colesterol, — Según  puede  verse  en  la  tabla  I,  la  gente  de  nues- 
tro país  continúa  aferrada  a su  tradición  alimenticia  secular,  de- 
mostrando sus  preferencias  por  el  arroz,  las  habichuelas  y por  los 
tubérculos  farináceos.  Según  esto,  podríamos  afirmar  que  el  régi- 
men alimenticio  corriente,  entre  las  clases  puertorriqueñas  de  in- 
ferior nivel  económico,  es  la  misma  “dieta  de  arroz”,  aunque  modi- 
ficada, recomendada  por  Kempner  para  los  hipertensos,  si  no  fuera 
porque  en  ella  no  está  restringido  el  uso  de  la  sal  común.  Puede 
observarse  asimismo  que  en  la  dieta  puertorriqueña  entran  las 
grasas  en  escasa  cantidad,  y además,  rara  vez,  a no  ser  entre  una 
minoría  de  nuestros  conciudadanos,  la  comida  se  acompaña  de  cier- 
tos productos  como  los  huevos,  hígado,  sesos,  riñones,  mantequilla, 
nueces,  crema  de  leche  y sabrosos  aliños  como  la  salsa  mayonesa, 
todos  los  cuales  son  ricos  en  colesterol. 

Todavía  no  se  han  realizado  en  Puerto  Rico  estudios  precisos 
para  determinar  el  colesterol  y sus  ésteres  en  la  sangre,  entre  las 
gentes  de  escasos  recursos  económicos.  Sabemos,  no  obstante,  que 
entre  un  pequeño  grupo  de  sujetos  pertenecientes  a la  clase  más 
acomodada,  el  índice  colesterínico  da  una  cifra  mínima  de  150  mg 
X 100  C.C.,  con  una  máxima  que  alcanza  a 312  y una  media  de  239 
X 100  cc.  En  los  casos  de  anemia  uncinariásica,  estudiados  por  nos- 
otros en  el  año  1933,  la  mínima  de  colesterol  en  la  sangre  fué  98.7 
rng.,  la  máxima,  133.4  mg.  y,  la  media,  130.0  mg.  x 100  cc.  En  los 
enfermos  de  esprú,  durante  relapsos  de  la  enfermedad,  la  cifra 
más  baja  fué  110  mg.,  la  máxima,  176  mg.,  con  un  promedio  de 
143.4  mg.  X 100  cc.  de  sangre.  Podríamos,  pues,  formular  una  re- 
gla general  diciendo  que,  en  los  sujetos  saludables,  la  cifra  de  co- 
lesterol existente  en  su  sangre  está  dentro  de  los  límites  normales 
o algo  más  baja. 

Estadísticas  de  mortalidad: — Los  datos  estadísticos  oficiales 
demuestran  que,  en  el  año  1915,  las  enfermedades  del  corazón  ocu- 
paban el  sétimo  lugar  entre  las  causas  más  importantes  de  muerte 
en  Puerto  Rico.  El  año  1942,  la  cifra  de  cardiopatías  mortales  ha- 
bía ascendido  ya  al  cuarto  puesto  (véase  Tab.  II)  y,  en  el  1949,  al 
tercero.  Este  último  ascenso  en  la  escala,  se  debe,  al  parecer,  no 
tanto  al  aumento  real  en  el  número  de  las  cardiopatías  fatales,  sino, 
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más  bien,  al  notable  descenso  de  la  mortalidad  por  tuberculosis  y 
por  diarrea  y enteritis. 

Los  datos  sobre  mortalidad  extraídos  del  Negociado  en  Esta- 
dísticas Demográficas  de  Puerto  Rico  y del  material  de  autopsias 
practicadas  en  nuestro  país  no  nos  han  servido  de  gran  ayuda  pa- 
ra deducir  la  incidencia  de  la  hipertensión  arterial.  Las  estadísti- 
cas sobre  mortalidad,  hasta  el  día  de  hoy,  se  refieren  exclusiva- 
mente a las  muertes  ocasionadas  por  cardiopatías  vasculares  o re- 
nales y en  modo  alguno  a la  hipertensión  per  se.  Los  diagnósticos 
anatomopatológicos,  en  los  casos  en  que  existe  una  elevada  presión 
arterial  anormal,  corresponden  generalmente  a las  dolencias  si- 
guientes: hipertrofia  del  ventrículo  izquierdo,  nefroesclerosis  ar- 
teriolar, hemorragia  cerebral,  oclusión  coronaria  o desfallecimien- 
to congestivo  cardíaco,  pero  nunca  mencionan  si  existió  o no,  en 
tales  casos,  hipertensión,  pues  ésta  es  una  manifestación  fun- 
cional estrictamente  clínica  y,  por  consiguiente,  sólo  la  explora- 
ción clínica  cuidadosa  y metódica  de  los  enfermos  pueden  servir- 
nos de  ayuda  para  afirmar  con  certeza  y seguridad  su  incidencia 
global  y su  importancia. 

Aunque  las  observaciones  que  hemos  realizado  en  unión  de 
Rodríguez  Molina,**  y las  llevadas  a cabo  por  otros  internistas  pa- 
lecen  indicar  que  en  los  habitantes  del  trópico,  existe  un  leve  des- 
censo de  la  presión  sistólica  (de  10  mm.  aprox.),  nosotros  hemos 
considerado  anormal  una  presión  sistólica  persistente  de  150  y una 
diastólica  de  90  mm. 

Material  clínico  observado.  Hemos  basado  nuestras  obser- 
vaciones en  las  historias  clínicas  correspondientes  a un  grupo  de 
13,656  enfermos  hospitalizados  como  casos  médicos,  en  los  que  en- 
contramos 927  hipertensos,  o sea,  una  proporción  de  6.79  por  cien- 
to. Estos  datos  se  obtuvieron  en  ocho  hospitales  de  la  isla  en  los 
que  se  conservan  cuidadosamente  los  historiales  clínicos.  (Tabla 
III).  La  proporción  mayor  de  casos  hipertensivos  (13.2  por  ciento) 
.se  dió  en  el  Hospital  Presbiteriano,  siguiéndole  en  cuantía  la  Clínica 
Mimiya,  en  donde  la  cifra  proporcional  fué  10.2  por  ciento  durante 
los  años  1948  y 49.  En  estas  dos  instituciones  hospitalarias  se 
admite  un  buen  número  de  enfermos  pudientes  y muchos  son  en- 
viados a ellas  por  padecer  trastornos  cardiovasculares.  Los  hospi- 
tales de  las  centrales  Aguirre  y Lafayette  están  dedicadas  princi- 
palmente a la  atención  de  jornaleros  agrícolas,  dedicados  mayor- 
mente al  cultivo  de  la  caña  de  azúcar,  y algunos  pocos  enfermos 
pudientes.  El  porcentaje  de  casos  de  hipertensión,  en  los  servicios 
médicos  de  ambos  hospitales,  alcanzó  8.0  en  Lafayette  y 10.4  en 
Aguirre.  En  el  Hospital  de  San  Patricio,  perteneciente  a la  Adminis- 
tración de  Veteranos  de  Puerto  Rico,  se  registró  un  porcentaje,  en- 
tre los  casos  admitidos  en  las  salas  de  medicina,  de  4.1  en  el  año 


RAMON  M.  ííUARKT: 


r,;>8 


1948  y de  7.4  en  1949.  Los  Hospitales  de  Distrito  de  Ponce,  Baya- 
món  y Arecibo,  todos  ellos  instituciones  gubernamentales  de  bene- 
ficencia, donde  sólo  se  admiten  enfermos  indigentes,  dieron  las  ci- 
fras más  bajas  de  incidencia  en  la  hipertensión  arterial : la  inferior 
en  el  hospital  de  Arecibo  (3.07^),  siguiendo  en  ascendencia 
Bayamón  (4.37)  y Ponce  (67).  Como  se  ve,  la  hipertensión,  al 
igual  que  en  todas  partes,  parece  ser  menos  frecuente  en  las  clases 
pobres,  pero  aún  en  ellas,  no  es  raro  encontrar  algún  caso  en  Puer- 
to Rico. 

Nosotros  hemos  estudiado  una  serie  de  3,081  casos  cardiovas- 
culares, todos  ellos  sujetos  naturales  del  pais,  en  que  estaban  com- 
prendidas todas  las  edades,  desde  3 meses  hasta  83  años.  Perte- 
necía el  90  por  ciento  de  estos  sujetos  a la  raza  blanca  y 10  por 
ciento  a la  negra ; 69  por  ciento  al  sexo  masculino  y 31  por  ciento 
al  femenino.  En  cuanto  a la  posición  económica,  téngase  en  cuen- 
ta que  35  por  ciento  de  este  grupo  de  enfermos  ocupaba  cuartos 
privados  en  el  hospital,  y 65  por  ciento  eran  enfermos  de  sala,  en 
su  mayoría  obreros  del  campo  y veteranos  de  ambas  guerras  mun- 
diales. Como  se  ve,  era  un  grupo  heterogéneo  de  sujetos,  en  que  es- 
taban representados  todos  los  estratos  sociales,  económicos  y ra- 
ciales de  nuestra  población  insular. 

En  este  conglomerado  de  3,081  casos  cardiovasculares,  obser- 
vamos hipertensión  arterial  en  957,  o sea,  en  31.6  por  ciento.  La 
edad  en  ninguno  de  éstos  era  menos  de  diez  años.  Unicamente  en 
0.3  por  ciento  la  edad  estaba  comprendida  dentro  de  la  segunda  dé- 
cada; 3 por  ciento,  en  la  tercera,  o sea,  hasta  los  30  años  de  edad; 
5.2  por  ciento,  dentro  de  la  cuarta;  10  por  ciento  dentro  de  la  quin- 
ta; 42  por  ciento,  dentro  de  la  sexta;  36  por  ciento,  dentro  de  la 
sétima,  y sólo  3.5  por  ciento  estaba  incluida  en  la  octava,  o sea, 
sujetos  cuya  edad  fluctuaba  de  los  70  a los  80  años. 

Dentro  de  las  primeras  cuatro  décadas  de  la  vida,  padeciendo 
de  hipertensión,  había  2 casos  de  riñón  poliquístico,  3 de  coarcta- 
ción aórtica,  1 con  síndrome  de  Cushing,  otro  con  feocromocitoma, 
6 casos  de  glomérulonefritis,  2 de  pielonefritis  unilateral  y otros  2 
de  hidronefrosis.  A excepción  de  24  casos  de  glomérulonefritis  cró- 
nica, el  resto  está  compuesto  por  el  trastorno  circulatorio  hiperten- 
sivo  al  que  distinguimos  con  el  calificativo  de  “esencial”. 

La  incidencia  de  la  hipertensión  arterial  como  factor  etiológi- 
co  en  las  cardiopatías  ha  sido  estudiada  por  Chávez^”  en  México, 
quien  ha  calculado  su  proporción  en  ese  país  en  sólo  13.6  por  ciento. 
En  la  República  Argentina,  según  Cossío"  el  porcentaje  es  de  23.7 
por  ciento,  y en  los  estados  de  Nueva  Inglaterra,  de  acuerdo  con 
White, la  proporción  se  eleva  hasta  28.0  por  ciento.  En  nuestro 
grupo  de  enfermos  en  Puerto  Rico,  como  ya  hemos  dicho,  la  hiper- 
tensión se  manifestó  en  31,6  por  ciento  de  casos.  Pardee/®  en  el 
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estado  de  Nueva  York,  dice  haber  observado  un  32.0  por  ciento, 
Porter,^^  en  Virginia,  36  por  ciento,  y el  difunto  Dr.  Musser,^^  57.6 
por  ciento  en  los  enfermos  del  Louisiana  Charity  Hospital  de  Nue- 
va Orleans. 

Entre  nuestros  957  casos  de  hipertensión  arterial,  hemos  en- 
contrado 25  en  que  la  hipertensión  era  de  carácter  maligno,  io  que 
da  un  promedio  de  2.7  por  ciento,  porcentaje  inferior,  poco  más  de 
la  mitad  del  observado  por  Perera’*'  en  la  ciudad  de  Nueva  York 
(5%). 

Raza  y medio  ambiente:  Se  dice  que  la  hipertensión  esencial 
es  un  padecimiento  del  cual  están  exentas  las  tribus  negras  de  Afri- 
ca, pero  he  aqui  que  esos  mismos  individuos  de  raza  negra,  trasla- 
dados del  continente  negro  a América  durante  la  esclavitud,  o más 
bien,  sus  descendientes,  al  cabo  de  200  años,  son  los  que  han  hecho 
elevar  el  índice  de  incidencia  de  la  hipertensión  arterial  en  los 
estados  de  Virginia  y Louisiana. 

Según  opinión  del  ilustre  cardiólogo  mexicano  Dr.  Chávez,^“ 
en  la  producción  de  la  hipertensión  arterial  esencial,  de  la  angina 
de  pecho  y de  la  oclusión  coronaria,  parece  influir  de  manera  im- 
portante el  factor  racial  que  actúa  por  medio  de  un  mecanismo  ner- 
vioso. Dice  Chávez: 

“Desde  siglos  atrás  el  indio  mexicano  ha  vivido  una  vida  tran- 
quila y despreocupada.  Su  trabajo  manual  es  en  ocasiones  exte- 
nuante, pero  el  indio  no  sufre  de  ansiedad  e inquietud.  Profesa  una 
filosofía  de  la  vida  conformista,  si  no  fatalista.  Posee  un  sistema 
nervioso  bien  equilibrado  que  le  proteje  contra  el  impacto  ordina- 
rio de  la  vida.  Lo  que  nosotros  llamamos  vida  civilizada  no  reza 
con  él,  y cuando  le  alcanza  no  produce  el  menor  trauma  en  su 
mente.” 

Una  filosofía  de  la  vida,  igualmente  fatalista,  de  aceptación 
resignada  de  los  males  de  este  mundo,  era  cosa  bastante  prevale- 
ciente entre  nuestros  conciudadanos  campesinos  de  las  generacio- 
nes pasadas,  y esto  puede,  quizás,  explicar  en  gran  parte  que,  aún 
hoy  día,  exista  entre  ellos  una  proporción  más  baja  de  angina  de 
pecho  y enfermedad  coronaria.  Pero  las  circunstancias  ambientales 
han  variado  mucho  en  los  tiempos  presentes  y el  panorama  con  que 
se  confrontan  las  generaciones  actuales  es  muy  distinto  al  de  hace 
unos  cuantos  años:  Nuestros  obreros  de  hoy  están  “unionados”  en 
sindicatos;  ya  nuestros  “jíbaros”  no  duermen  la  siesta  mecidos  en 
la  vieja  “hamaca  de  cabuya”,  la  guitarra,  el  “tiple”,  el  caballito  de 
suave  paso,  la  calesa,  tardía  en  la  ruta,  pero  segura,  son  cosas  del 
pasado  que  han  desaparecido  virtualmente  del  paisaje  isleño,  reem- 
plazadas por  el  automóvil  veloz,  por  el  avión  gigantesco  y de  segu- 
ridad siempre  incierta,  por  una  vida  afanada  y preocupada,  que  se 
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basa  en  la  competencia,  y al  final  de  la  cual  se  cosecha,  como  premio 
un  estado  de  ansiedad,  cuando  no  la  frustración  y el  desaliento.  Pro- 
bablemente los  psicólogos  están  en  lo  cierto  cuando  afirman  que 
“tensión  y represión  producen  hipertensión.” 

Comentario  y resumen:  En  un  grupo  de  13,656  enfermos  de 
hospital  atendidos  en  los  servicios  médicos,  929  (o  sea,  6.79 7^’)  su- 
frían de  distintas  manifestaciones  de  hipertensión  arterial.  En  una 
serie  de  3,081  enfermos  cardiovasculares  observados  en  Puerto  Ri- 
co, 957  (o  sea,  31.67  ) presentaban  síntomas  evidentes  de  hiper- 
tensión cardiovascular.  Esta  última  cifra  es  más  elevada  que  las 
que  representan  los  porcentajes  observados  por  los  investigadores 
de  esta  misma  dolencia  en  la  República  Argentina,  en  México  y en 
Nueva  Inglaterra,  pero  inferior  a las  de  Nueva  York,  Virginia  y 
Louisiana. 

La  hipertensión  maligna  no  es  en  nuestros  casos  tan  frecuente 
(2.7%)  como  lo  que  ha  observado  Perera  en  Nueva  York  (5%). 

Según  se  desprende  de  los  datos  analizados  en  este  estudio 
nuestro,  el  clima  no  es  evidentemente  un  factor  decisivo  influyen- 
te en  la  producción  de  la  dolencia,  y la  dieta,  aunque  puede  des- 
empeñar un  papel  secundario,  está  muy  lejos  de  ser  el  factor  más 
importante  en  la  génesis  de  la  hipertensión  esencial. 

FIG.  1 
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TABLE  I.  Food  Supply  of  P.  R.  Including  Amounis  Locally  Produced  and 
Net  Imports  as  Bought  by  Consumers 


Pounds  per  Capita 


Rice 

Beans 

Starchy  Vegetables 

Meat  and  Meat  Products 
Milk  and  Milk  Products 
Fats  (Lard) 

Oils 

Eggs 

(Hill 

1940  1944-45 

& Noguera)  (Guillermo  Si 

144.6  120.6 

29.2  35.8 

283.7  327.1 

33.4  51.2 

84.0  182.3 

20.0  16.9 

2.4 

4.4  4.1 

1945-46 

erra ) 

159.0 

26.3 

443.3 

58.2 

231.9 

16.0 

4.3 

5.5 

TABLE  11. 

MORTALITY  STATISTICS 

Deaths 

per  ; 

100,000  population 

Causes 

Causes 

lili!) 

Diarrhea  and  Enteritis 

331.4 

Tuberculosis 

145.2 

Tuberculosis 

244.5 

Diarrhea  and  Enteritis 

137.4 

Pneumonias 

141.5 

Heart  Disease 

100.0 

Heart  Disease 

111.9 

Pneumonias 

93.1 

Malaria 

99.4 

Cancer 

59.7 

Nephritis 

98.7 

Nephritis 

33.7 

Cancer 

54.8 

Accidents 

30.5 

TABLE  III.  HYPERTENSION  IN  HOSPITAL  POPULATION 


Institution 

Years 

Medical 

Service 

Hypertension 

% 

Presbyterian 

1948 

491 

66 

13.2 

1949 

759 

99 

13.0 

Mimiya 

1948 

458 

47 

10.2 

1949 

1,083 

111 

10.2 

Central  Aguirre 

1948 

192 

20 

10.4 

1949 

225 

19 

8.4 

Central  Lafayette 

1948 

985 

86 

8.7 

1949 

912 

73 

8.0 

San  Patricio 

1948 

1,386 

57 

4.1 

1949 

1,552 

116 

7.4 

Ponca  District 

1949 

345 

21 

6.0 

Bayamón  District 

1947-49 

3,878 

170 

4.3 

Arecibo  District 

1949 

1,390 

42 

3.0 

Total 

13,656 

927 

6.79 
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MANAGEMENT  OF  HEAD  INJURIES 


NATHAN  RIFKINSON,  M.D. 


San  Juan,  P.  R. 

The  number  of  people  who  receive  serious  injuries  to  the 
head  in  this  Island  is  unusually  high.  There  is  rarely  a day  that 
passes  during  which  one  does  not  see  several  cases  of  head  trauma 
lying  about  the  surgical  wards  of  the  several  district  hospitals, 
and  this  is  most  likely  duplicated  many  times  in  the  various  mu- 
nicipal and  private  hospitals  throughout  the  Island.  Not  only  is 
it  a major  cause  of  incapacitation  but  it  is  also  a major  cause  of 
death  in  Puerto  Rico. 

Aside  from  the  large  number  of  serious  head  injuries  caused 
by  the  unusual  number  of  automobile  accidents  in  Puerto  Rico, 
there  are  in  addition  a very  large  number  of  compound  skull  frac- 
tures resulting  from  the  use  of  the  machete  as  a weapon.  These 
latter  wounds  practically  always  penetrate  the  depths  of  the  skull 
and  lacerate  the  brain,  and  are  most  common  during  the  season  of 
the  “zafra”  when  workingmen  carry  the  machete  with  them  to 
and  from  work  almost  daily.  The  latter  fact  makes  head  injuries 
a problem  of  greater  magnitude  in  Puerto  Rico  than  it  does  in 
most  parts  of  the  United  States,  where  a knife  over  several  inches 
long  is  regarded  as  a lethal  weapon  and  cannot  be  carried  on  one’s 
person.  Because  of  these  many  penetrating  head  wounds,  the  in- 
cidence of  post-traumatic  epilepsy  is  quite  high. 

Because  the  number  of  craniocerebral  injuries  is  so  great  on 
the  Island,  it  becomes  more  of  a problem  for  the  general  surgeon, 
the  general  practitioner,  and  the  pediatrician,  than  it  does  for  the 
neurologist  or  the  neuro-surgeon,  since  it  would  be  a practical  im- 
possibility for  the  latter  to  see  all  the  cases  of  head  trauma.  Nor 
is  there  any  need  for  them  to  see  all  the  cases,  for  ordinary  intel- 
ligent handling  of  these  patients  will  result  in  the  recovery  of  the 
majority,  since  a large  percentage  of  these  cases  are  non-surgical. 

Of  greatest  importance  in  the  treatment  of  patients  with  head 
trauma  by  the  non-specialist  is  to  know  when  there  is  a need  for 
the  help  of  the  neurologist  or  the  neurosurgeon.  Contrary  to  a 
generally  accepted  belief  it  is  not  necessary  for  the  non-specialist 
to  have  a concise  knowledge  of  neurology  or  neuro-anatomy  to  be 
able  to  adequately  treat  patients  with  head  injuries.  A gross  know- 
ledge of  the  anatomy  of  the  skull  and  its  contents  and  a gross  know- 
ledge of  the  brain  physiology  and  pathology  is  all  that  is  necessary 
for  the  understanding  of  what  is  happening  inside  the  skull  of 
patients  with  head  injury. 
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The  pathology  of  head  injuries  is  best  discussed  in  the  man- 
ner used  by  most  authors,  by  considering  injuries  to  the  head 
from  the  outside  inwardly. 

Although  the  scalp  is  extremely  resistant  to  infection  because 
of  its  vascularity,  serious  infections  have  resulted  because  of  in- 
adequate shaving  of  the  hair  about  a scalp  wound  and  because  of 
incomplete  debridement  before  suture.  It  is  the  general  opinion  of 
most  surgeons  in  Puerto  Rico  that  in  their  experience,  wound  in- 
fections are  much  lower  here  than  that  usually  seen  in  the  United 
States.  This  they  attribute  to  climatic  conditions  which  are  un- 
favorable to  certain  bacterial  growths.  In  general  my  experience 
has  been  the  same.  Because  of  this  general  belief,  however,  there 
probably  is  a tendency  to  “skip”  over  scalp  wounds,  as  evidenced 
by  the  large  number  of  inadequately  treated  scalp  wounds  seen  in 
our  hospitals. 

In  the  past  two  years  I have  seen  seven  very  badly  infected 
scalp  wounds  as  a result  of  inadequate  primary  treatment.  Three 
of  these  necessitated  long  periods  of  treatment  because  of  exten- 
sive subgaleal  suppuration,  two  cases  developed  osteomyelitis  which 
i.ecessitated  removal  of  extensive  portions  of  the  skull,  one  patient 
who  came  in  with  a crushed  suppurating  scalp  wound  developed 
tetanus,  in  spite  of  a previous  prophylactic  dose  of  1500  u.  of  tetanus 
anti-toxin,  and  one  patient  with  a small  external  suppurating  scalp 
wound  died  of  an  occipital  lobe  abscess  which  ruptured  into  the 
lateral  ventricle.  Therefore,  in  spite  of  our  relative  freedom  from 
wound  infections,  care  in  adequately  treating  simple  scalp  wounds 
is  important  and  will  often  avoid  serious  sequellae. 

Falls,  especially  in  younger  children,  will  at  times  result  in 
accumulation  of  blood  under  the  galea.  These  subgaleal  hematomas 
are  best  left  alone  no  matter  how  large,  for  they  almost  always  are 
absorbed  spontaneously.  Aspiration  should  be  attempted  only  when 
the  scalp  is  under  such  tension  that  there  is  danger  of  necrosis  due 
to  lack  of  proper  blood  supply  and  then  only  under  strict  asepsis. 

Many  head  injuries  are  associated  with  fractures  of  the  skull 
but  are  not  serious,  while  others  with  no  skull  fractures  may 
result  in  a patient’s  death;  seriousness  of  the  injury  of  course  de- 
pends not  on  the  skull  fracture,  but  on  the  extent  of  injury  to  the 
structures  within  the  skull.  We  have  all  seen  extensive  skull  frac- 
tures, especially  in  children  who  have  fallen  out  of  windows  or  out 
of  speeding  cars,  where  skull  fragments  were  separated  as  much 
as  an  inch  or  more  with  no  evidence  of  brain  damage;  these  chil- 
dren, except  for  some  slight  irritability,  go  on  to  very  rapid  re- 
covery in  a matter  of  a few  days.  On  the  other  hand  a fall  from  a 
chair  or  a bed  may  result  in  quick  death. 

Linear  fractures  usually  require  no  treatment  except  for  a 
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few  days  rest  in  bed.  However,  those  that  cross  the  temporal 
region  require  more  careful  observance,  since  the  underlying  mid- 
dle meningeal  artery  may  have  been  injured.  Practically  all  de- 
pressed skull  fractures  should  be  elevated  whether  compounded 
or  not  and  should  be  done  as  early  as  practicable. 

These  depressed  fractures  can  usually  be  repaired  by  a com- 
petent general  surgeon  and  many  have  been  done  on  this  Island 
with  exceptional  skill.  It  must  be  remembered,  however,  that  often 
times  the  dura  and  the  brain  beneath  these  fractures  have  been 
lacerated  and  inadequate  brain  debridement  and  dural  repairs  may 
result  in  excessive  cerebral-dural  scar,  resulting  in  a greater  ten- 
dency to  the  development  of  post-traumatic  convulsions.  It  is 
usually  not  possible  to  tell  from  a plain  X-ray  film  whether  or 
not  a depressed  skull  fracture  has  tom  the  dura  or  the  brain. 
Probing  a scalp  wound  with  an  instrument  to  search  for  a depres- 
sed skull  fracture  is  dangerous  unless  the  scalp  wound  has  been 
properly  debrided  previously,  since  infection  can  be  carried  intra- 
cranially. 

Fractures  of  the  base  of  the  skull  are  always  to  be  considered 
serious  because  of  the  possibility  of  tearing  some  large  basilar  blood 
vessel  which  may  result  in  diffuse  subarachnoid  bleeding  and  be- 
cause the  brain  stem  may  easily  be  injured. 

Periorbital  ecchymosis,  bleeding  from  the  nose  or  a cerebro- 
spinal fluid  leak  from  the  nose  would  indicate  a fracture  of  the 
frontal  cranial  fossa;  bleeding  or  cerebro-spinal  fluid  leaks  from 
the  ear  would  tend  to  indicate  a middle  cranial  fossa  fracture,  while 
ecchymosis  and  tenderness  behind  the  mastoid  region  indicates  the 
posterior  fossa  as  the  probable  site  of  fracture.  All  cases  of  basilar 
skull  fracture  must  be  treated  conservatively  and  must  be  watched 
more  carefully  because  of  the  vital  structures  involved. 

No  matter  how  insignificant  a head  injury  may  seem,  bleeding 
inside  the  skull  may  occur.  This  may  be  immediately  evident  on 
examination  or  develop  later  on. 

Tears  of  the  middle  meningeal  artery  will  cause  bleeding  be- 
tumeen the  skull  and  the  dura.  Being  arterial  bleeding  the  blood  will 
accumulate  rather  rapidly  and  force  the  dura  away  from  the  skull, 
in  the  process  tearing  other  blood  vessels  going  to  the  skull  which 
add  to  the  bleeding.  The  brain  will  rapidly  become  compressed  and 
symptoms  of  weakness  of  the  opposite  extremities  with  increased 
reflexes  will  often  result  and  frequently  the  pupil  on  the  same 
side  as  the  clot  will  become  dilated  and  become  poorly  reactive  to 
light.  However,  at  times  no  localizing  signs  of  any  sort  except  in- 
creasing stupor  may  show'  itself  and  the  surgeon  must  then  do 
bilateral  cranial  explorations.  This  extradural  bleeding  which  re- 
sults in  the  extradural  hematoma  may  take  place  w'ithin  a few 
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hours  after  the  injury,  and  frequently  becomes  manifest  within 
the  same  day.  However,  at  times,  when  bleeding  is  slower  it  may 
take  several  days  before  clinical  signs  make  its  presence  known. 

The  so-called  “lucid  interval”  which  is  taught  to  all  medical 
students  as  a sure  sign  of  extradural  hematoma  is  not  always 
present,  since  many  extradural  clots  may  form  with  no  lucid 
interval  history  intervening.  This  type  of  bleeding  constitutes  a 
surgical  emergency  and  must  be  quickly  recognized,  for  even  with 
early  treatment  a small  percentage  of  patients  do  not  recover.  This 
nay  be  due  to  the  fact  that  the  clot  had  accumulated  with 
such  rapidity  that  adequate  physiological  readjustment  of  the 
brain  to  the  relatively  rapid  compression  was  not  possible,  whereas 
in  the  slower-forming  subdural  hematomas  adequate  readjustment 
usually  does  take  place. 

Bleeding  between  the  dura  and  the  arachnoid  produces  a sub- 
dural hematoma  and  is  usually  caused  by  the  tearing  of  a cerebral 
vein  as  it  passes  through  the  subdural  space  to  empty  into  the 
sagittal  sinus.  In  head  trauma,  not  necessarily  severe,  the  sudden 
movement  of  the  brain  may  be  enough  to  put  sufficient  tension  on 
one  or  more  of  these  suspending  veins  and  tear  them.  Being  venous 
bleeding  the  blood  accumulation  in  the  subdural  space  is  usually 
slow  and  may  take  days  or  weeks  or  longer  before  symptoms  show 
themselves. 

The  brain  in  the  meantime  is  slowly  adjusting  itself  to  its 
crowded  surroundings  so  that  no  symptoms  may  result  until  the 
clot  is  large  enough  to  produce  a ventricular  shift  and  some  ob- 
struction to  the  free  flow  of  the  cerebrospinal  fluid.  Then  evidence 
of  increased  intracranial  pressure  becomes  prominent.  Enlarge- 
ment of  the  pupil  on  the  side  of  the  hemorrhage  usually  occurs 
when  the  hemorrhage  is  rapid  due  to  the  tear  of  a number  of  veins 
as  in  brain  laceration,  but  is  usually  not  present  in  the  more  slowly 
developing  subdural  hematomas. 

A torn  vessel  at  the  base  of  the  brain  is  the  most  usual  cause 
of  subarachnoid  hemorrhage.  This  may  be  severe  enough  to  cause 
early  death,  or  as  frequently  does  occur,  the  bleeding  ceases  spon- 
taneously and  the  blood  is  absorbed  from  the  subarachnoid  space 
with  no  more  treatment  usually  necessary  than  “watchful  waiting”. 
Spinal  taps  are  usually  not  necessary  unless  there  is  excessive  signs 
of  meningeal  irritation  and  removal  of  20  to  40  cc.  of  cerebro-spinal 
fluid  daily  then  may  relieve  much  of  the  symptoms  and  aid  re- 
covery. 

Accumulation  of  blood  intra-cerebrally  results  in  the  forma- 
tion of  a subcortical  clot.  Deep  bleeding  from  severe  injury  to  the 
brain  or  bleeding  in  a subcortical  area  of  contusion  may  result  in 
subcortical  clot  formation.  In  the  latter  instance  as  a result  of 
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localized  venous  thrombosis  in  the  contused  area,  necrosis  of  the 
bloodless  tissue  may  cause  destruction  of  surrounding  small  vessels 
which  may  then  bleed  into  the  contused  tissue.  This  blood  clot 
with  its  surrounding  area  of  edema,  if  large  enough,  acts  like  a 
tumor.  Treatment  by  aspiration  once  the  site  of  the  lesion  is 
localized,  usually  results  in  prompt  cure. 

It  has  been  more  or  less  arbitrarily  and  loosely  accepted  that 
a patient  unconscious  from  1 second  to  two  hours  after  a head  in- 
jury has  had  a brain  concussion,  that  is,  a non-permanent  intei’- 
ruption  of  physiologic  function.  If  he  remains  unconscious  longer 
then  he  is  said  to  have  probably  suffered  a brain  contusion  or  a 
laceration.  However,  there  are  many  patients  with  brain  lacera- 
tions and  contusions  who  have  had  periods  of  unconsciousness  last- 
ing only  a few  minutes.  Contusions  and  lacerations  of  the  brain  of 
course  form  the  more  serious  injuries,  although  frequent  brain 
concussions  may  result  in  generalized  pinpoint  glioses,  probably 
the  result  of  widespread  capillary  hemorrhages. 

To  treat  patients  with  head  injuries  rationally  the  physician 
must  be  able  to  evaluate  certain  gross  neurological  findings.  This 
does  not  necessitate  a knowledge  of  any  special  neurological  tricks. 
It  is  based  on  the  comparison  of  certain  of  the  patient’s  physical 
findings  when  first  examined  with  the  changes  in  these  same  phy- 
sical findings  as  may  occur  later  on  during  the  period  of  obser- 
vation. 

Although  prognosis  in  head  injuries  must  always  be  guarded, 
much  can  be  prognosticated  correctly  by  the  correct  interpretation 
of  the  physical  findings  and  the  subsequent  changes  in  these 
findings. 

Thus  a person  who  is  deeply  unconscious  after  a head  injury 
has  probably  sustained  a more  serious  brain  injury  than  the  pa- 
tient who  is  more  reactive.  The  seriousness  of  the  injury  usually 
is  directly  proportionate  to  the  depth  of  unconsciousness.  A patient 
who  is  unconscious  on  admission  and  then  gradually  becomes  more 
alert  is  in  all  probability  getting  better,  while  conversely,  a patient 
who  answers  questions  when  first  seen  and  is  relatively  alert  who 
then  gradually  becomes  more  drowsy  over  a period  of  hours  or 
days  is  one  to  be  viewed  with  alarm,  since  in  all  probability  the 
increased  drowsiness  is  a result  of  accumulating  hemorrhage. 

An  unconscious  patient  with  a rapid  labored  respiration  and 
rapid  pulse  immediately  after  a head  injury  has  probably  sustain- 
ed severe  brain  damage  or  brain  stem  injury  and  the  prognosis  is 
very  grave.  If  at  first  the  respirations  and  pulse  are  more  or  less 
within  normal  range,  but  become  more  rapid  in  the  following  days 
with  a rise  in  temperature,  the  patient  may  be  accumulating  se- 
cretions, or  may  be  developing  a pneumonia. 
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Head  injuries  generally  cause  no  marked  change  in  pulse  or 
Hood  pressure,  at  times  a slight  slowing  of  the  former.  If  in  an 
unconscious  patient  the  blood  pressure  starts  to  rise  and  the  pulse 
to  fall  the  intracranial  pressure  is  probably  rising.  The  same  is  true 
if  the  temperature  rises  and  the  pulse  falls.  It  is  here  of  importance 
to  instruct  the  nurse  to  make  hourly  records  on  the  chart  for  the 
temperature,  pulse  and  blood  pressure.  It  is  best  that  these  record- 
ings be  graphed  at  each  interval,  for  a divergence  upward  of  the 
temperature  line  and  a divergence  downward  of  the  pulse  line 
will  more  readily  call  the  nurses’  attention  to  danger  than  by  the 
mere  recording  of  numbers  which  may  make  very  little  impression 
on  a nurse  during  a long  night  watch. 

Constricted  pupils  soon  after  injury  is  a bad  prognostic  sign 
since  it  indicates  midbrain  or  brain  stem  damage.  Bilaterally  dila- 
ted, poorly  reacting  pupils  are  also  of  grave  prognostic  significance 
indicating  severe  brain  injury.  Gradual  constriction  of  the  pupils, 
rot  present  immediately  after  injury,  suggests  temporal  lobe  her- 
niation thru  the  incisura  with  midbrain  compression  as  a result 
of  supra  tentorial  pressure.  Here  heroic  measures  must  be  under- 
taken and  the  tentorium  incised  to  relieve  the  strangulation  of  the 
midbrain.  Gradual  dilatation  of  both  pupils  in  an  unconscious 
patient  indicates  the  terminal  stages  of  any  type  of  intracranial 
pathology.  A patient  with  a dilated  pupil  on  one  side  immediately 
after  an  injury  probably  has  suffered  a brain  laceration  or  a brain 
ontusion  on  the  same  side,  while  if  one  pupil  gradually  enlarges 
in  a patient  who  on  admission  first  showed  equal  pupils,  the  chances 
are  that  he  is  developing  an  extradural  clot  or  a rapidly  forming 
subdural  clot  on  the  same  side. 

Paralysis  of  any  extremity  or  the  presence  of  an  ophthalmo- 
plegia immediately  after  an  injury  speaks  poorly  for  future  com- 
plete recovery  since  in  all  probability  a laceration  of  the  brain 
or  a tear  of  an  ocular  nerve  had  occurred.  If,  however,  the  para- 
lysis of  an  extremity  or  of  eye  movements  develops  slowly,  then 
the  cause  is  probably  due  to  formation  of  a clot  on  the  contra- 
lateral hemisphere  and  if  the  intracranial  pressure  is  sufficiently 
raised  a 6th  nerve  weakness  may  occur  due  to  pressure  of  the  nerve 
against  the  base  of  the  skull.  Or  paralysis  of  eye  movements  may 
be  the  result  of  intraocular  bleeding.  In  these  instances  hope  for  re- 
covery is  good  since  removal  of  the  cerebral  clot  will  relieve  the 
intracranial  pressure  and  absorption  of  orbital  blood  will  clear 
the  ophthalmoplegia. 

Brain  injuries,  unless  massive,  usually  do  not  cause  convul- 
sions. Any  patient  with  a history  of  a convulsion  following  head 
injury  must  be  investigated  from  the  standpoint  of  epilepsy.  How- 
ever, any  type  of  intracranial  bleeding  may  cause  a generalized 
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seizure.  Jacksonian  seizures  occurring  some  time  after  injury  points 
to  an  accumulation  of  blood  on  the  opposite  cortex.  Injuries  to  the 
midbrain  or  brain  stem  may  cause  decerebrate  convulsions  which 
are  of  grave  significance. 

Patients  with  stiff  necks  immediately  after  head  injuries  may 
have  fracture  or  dislocation  of  the  cervical  vertebrae  and  care 
should  be  taken  in  handling  these  patients  not  to  produce  paralysis 
or  even  death  by  cervical  cord  injury. 

A stiff  neck  developing  later  on  in  a patient  with  a head  in- 
jury would  indicate  either  residual  subarachnoid  bleeding  or  the 
possibility  of  a developing  meningitis. 

Frequently  patients  with  head  injury  are  irrational  and  at 
limes  maniacal.  This  is  usually  attributed  to  injury  of  the  anterior 
rortions  of  the  frontal  and  temporal  lobes.  However,  this  may  also 
occur  in  extensive  intracranial  bleeding.  Patients  with  chronic  sub- 
dural hematomas  may  show  personality  changes  and  many  have 
been  mistakenly  committed  to  mental  institutions. 

Headache  may  follow  recovery  from  head  trauma  and  may  be 
present  for  many  months  after  the  initial  injury,  especially  in  neu- 
rctic  and  elderly  people.  These  patients  are  extremely  difficult  to 
treat,  the  headache  seemingly  persists  in  spite  of  all  treatment. 
Recent  experience  seems  to  indicate  that  getting  patients  out  of 
bed  early  has  a tendency  to  decrease  the  development  of  post-trau- 
matic headaches.  However,  patients  who  have  continuous  head- 
aches of  even  moderate  severity  associated  with  a slow  pulse  (60 
or  less)  should  be  suspected  of  having  a subdural  hematoma.  This 
fact  impressed  itself  on  me  by  two  recent  cases,  one  in  the  Areci- 
bo  District  Hospital,  and  the  other  at  the  Bayamón  District  Hos- 
pital. Both  men  had  received  head  injuries.  They  were  alert  and 
without  any  localizing  neurological  signs.  They  both  complained 
of  generalized  headache  and  the  pulse  rate  was  just  below  60  per 
minute.  On  the  seventh  day  the  patient  at  Arecibo  became  very 
drowsy  and  a large  subdural  hematoma  was  evacuated  from  the 
right  side.  The  patient  at  Bayamón  suddendly  became  unconscious 
on  the  10th  day  and  at  operation  a left-sided  subdural  clot  was  also 
removed.  It  is  interesting  that  in  both  these  patients  there  were 
thin  membranes  about  the  clot  indicating  not  too  recent  bleeding. 
Neither  had  shown  any  neurological  findings  which  had  pointed  to 
clot  formation. 

Papilledema  does  not  usually  occur  early  in  head  injuries, 
except  in  massive  brain  lacerations  when  hemorrhages  may  leak 
along  the  optic  sheaths  and  then  can  be  seen  on  funduscopic  exa- 
mination. Papilledema  developing  later  in  the  course  of  head  in- 
juries, may  be  due  to  localized  clots  causing  increased  intracranial 
pressure.  However,  bilateral  choked  discs  after  head  injury  may 
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be  due  to  some  temporary  deficiency  of  cerebro-spinal  fluid  absorp- 
tion and  may  last  for  months  with  no  other  neurological  signs, 
finally  subsiding.  I have  seen  three  such  cases  recently,  all  in  young 
men  in  their  early  twenties,  who  sustained  moderately  severe  head 
injuries  with  periods  of  unconsciousness  lasting  from  1 to  3 hours. 

Treatment  of  patients  with  head  trauma  will  obviously  vary 
with  the  course  of  the  patient’s  condition.  If  it  is  found  that  sur- 
gical intervention  is  advisable  this  should  be  done  as  quickly  as  is 
leasonably  possible  by  a competent  surgeon.  If  non-surgical  treat- 
ment is  decided  upon  then  the  clinical  course  will  guide  the  phy- 
sician. For  all  unconscious  patients  constant  oxygen  is  of  great 
value  in  preventing  hypoxemia  of  the  brain. 

Although  there  is  some  difference  of  opinion  as  to  the  amount 
of  fluid  a patient  with  head  injury  should  have,  it  is  best  in  this 
c'irr.ate  to  prevent  too  much  fluid  loss.  For  the  average  man  1500- 
2000  cc  of  fluids  daily,  even  if  unconscious,  should  be  maintained. 
Dehydration  therapy  should  be  used  only  when  signs  of  increased 
inti  acranial  pressure  intervene,  and  under  those  circumstances 
the  patient  most  probably  would  need  surgical  intervention.  The 
concept  that  head  trauma  always  causes  generalized  brain  edema, 
has  not  been  proven.  Numerous  spinal  manometric  readings  by 
many  investigators  on  unconscious  patients  with  head  trauma  un- 
complicated by  clot  show  normal  readings  in  most  instances.  It 
would  seem  that  as  little  disturbance  of  the  basic  physiology  of  the 
train  as  possible  would  allow  quicker  readjustment.  Severe  dehy- 
dration of  the  patient  not  only  puts  a stress  on  the  general  body 
ce  lular  structures  but  also  on  the  more  sensitive  brain  tissues. 
Tube  feeding  is  of  value  because  adequate  caloric  intake  can  easily 
be  maintained,  the  usual  precautions  being  taken  as  that  with 
ether  unconscious  patients. 

The  restlessness  which  the  patient  with  head  trauma  displays 
is  at  times  difficult  to  control.  Morphine  should  not  be  used  because 
rot  only  is  it  a general  depressant,  but  it  constricts  the  pupils  and 
thus  precludes  the  use  of  a valuable  sign.  Paraldehyde  in  adequate 
doses  is  considered  safe,  as  well  as  a mixture  of  chloral  hydrate 
grains  XX  and  sodium  bromide  grains  XL  given  as  a retention  ene- 
ma. The  latter  mixture  can  be  repeated  in  an  hour  or  two  if  inef- 
fective the  first  time.  It  can  also  be  used  to  help  control  repeated 
convulsive  seizures.  Some  patients  are  quieted  by  large  doses  of 
sodium  luminal  while  others  are  not.  It  is  of  course  not  wise  to 
completely  depress  the  patient  continuously  since  evaluation  of  the 
state  of  consciousness  would  then  be  difficult.  A very  restless 
patient  should  be  restrained  very  loosely,  for  if  securely  bound  to 
the  bed,  excessive  straining  might  cause  increase  of  intracranial 
bleeding. 


MA^AGEME^^T  OF  HEAD  INJURIES 


ru,t 


Immediately  after  an  injury  slight  elevation  of  the  head  of 
the  bed  will  tend  to  decrease  intracranial  venous  pressure  and 
help  stop  bleeding.  Later  if  pulmonary  secretions  become  excessive 
then  the  foot  of  the  bed  is  raised  15-20°  to  aid  in  postural  drainage 
of  the  lungs. 

Concentrated  glucose  or  sucrose  (50 9^  ) should  not  be  given 
routinely  as  dehydrating  measures  unless  evidence  of  increased  in- 
tracranial pressure  becomes  apparent  and  the  patient  is  being  pre- 
pared for  surgery.  10%  glucose  in  water  or  saline  has  little  or  no 
effect  on  the  brain  as  a dehydrating  solution. 

Spinal  puncture  in  head  injuries  are  routine  in  many  places. 
Actually  there  is  very  little  to  be  learned  from  spinal  puncture 
in  acute  head  trauma  that  cannot  be  foretold  in  a careful  routine 
examination.  Any  patient  with  head  trauma  who  is  unconscious 
may  have  blood  in  the  spinal  fluid.  Even  if  the  tap  is  very  bloody 
no  further  treatment  is  indicated  at  this  stage  for  even  large 
amounts  of  blood  are  spontaneously  absorbed  from  the  subai'ach- 
noid  space.  If  there  is  a supratentorial  clot  which  causes  increased 
intracranial  pressure  then  a spinal  puncture  is  dangerous  because 
it  may  cause  herniation  of  the  medial  edges  of  the  temporal  lobes 
through  the  incisura  against  the  midbrain.  A spinal  tap  done  in 
the  presence  of  a cerebrospinal  fluid  leak  through  the  nose  or 
through  the  ear  may  cause  a sufficient  negative  pressure  to  draw 
infection  intracranially  through  the  skull  cracks  and  dural  tears. 

When  there  is  a question  of  complicating  meningitis  then  a 
tap  is  of  value.  Also  when  suspected  subarachnoid  bleeding  causes 
marked  meningeal  symptoms,  then  withdrawal  of  20  to  40  cc  of 
fluid  daily  m.ay  help  the  patient  recover  sooner.  But  promiscuous 
use  of  the  spinal  puncture  in  all  cases  of  head  injury  is  not  only 
unnecessary,  but  it  may  also  be  dangerous. 

As  a general  rule  any  patient  who  was  unconscious  for  any 
period  of  time  as  a result  of  a head  injury  should  be  guarded  care- 
fully for  at  last  the  first  24  hours  and  should  be  awakened  every 
hour  or  two  to  guard  against  intervening  coma  going  unrecognized. 

SUMMARY 

Findings  immediately  after  head  injury  which  usually  indicate 
a bad  prognosis  as  to  recovery: 

1.  Rapid,  labored,  irregular  respirations. 

2.  Rapid  pulse  with  high  blood  pressure. 

3.  High  temperature. 

4.  Decerebrate  rigidity  or  decerebrate  convulsions. 

5.  Pinpoint  pupils  if  no  morphine  had  been  administered. 

6.  Dilated  poorly  reacting  or  non-reacting  pupils. 

7.  Fast,  weak  pulse  with  very  low  blood  pressure. 


NATHAN  HIFKJNSÍON 


r,iJ 


Signs  indicating  probable  necessity  for  surgical  intervention: 

1.  Increasing  stupor. 

2.  Jacksonian  convulsions,  sometimes  generalized  convulsions. 

3.  Increasing  weakness  of  extremities  of  one  side  with  increase 
in  deep  reflexes. 

4.  Gradual  dilatation  of  one  pupil. 

5.  Gradual  rise  in  blood  pressure  and  drop  in  pulse. 

6.  Gradual  rise  in  temperature  and  drop  in  pulse. 

7.  Depressed  skull  fracture. 

Signs  indicating  probable  death  of  patient: 

1.  Gradually  dilating  pupils  that  become  non-reactive. 

2.  Persistent  pinpoint  pupils  with  decerebrate  spasms. 

3.  Labored  respiration  with  rapid  pulse  persisting  in  spite 
of  postural  drainage  along  with  increasing  high  temper- 
ature. 

4.  Gradual  change  to  a rapid  pulse  and  a drop  in  blood  pres- 
sure indicating  medullary  failure. 

5.  Increasing  stupor  of  patient  in  spite  of  supposedly  ade- 
quate treatment. 

Signs  indicating  probable  poor  functional  recovery: 

1.  Paralysis  of  extremity  or  eye  movements  immediately  after 
injury. 

2.  Pinpoint  pupils  immediately  after  injury,  which  indicate 
midbrain  or  brain  stem  damage,  may  be  followed  by  decere- 
brate rigid  state  later. 

Signs  indicating  probable  good  functional  recovery: 

Slowly  developing  localized  paralysis  of  the  extremities  or 
eyes. 

Contraindications  to  spinal  tap: 

1.  Bleeding  or  cerebrospinal  fluid  leak  from  the  nose,  mouth 
or  ears. 

2.  When  there  is  evidence  of  a subdural,  extradural,  or  a sub- 
cortical clot  resulting  in  increase  in  intracranial  pressure. 

Indications  for  spinal  tap: 

1.  Gradual  development  of  cervical  rigidity  with  evidence  of 
meningeal  irritation  to  determine  cause. 

2.  In  cases  where  subarachnoid  bleeding  causes  marked  menin- 
geal reaction,  for  therapeutic  withdrawal  of  cerebrospinal 
fluid. 
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TREATMENT 


1.  No  morphine. 

2.  Do  not  restrain  restless  patient  tightly. 

3.  Paraldehyde,  chloral  and  bromide  mixture,  barbiturates,  for 
restlessness. 

4.  Adequate  fluids,  at  least  1500-2000  cc  daily. 

5.  Head  slightly  raised  immediately  after  injury,  in  case  of 
later  pulmonary  complications  foot  of  bed  raised  15-20^  for 
postural  drainage. 

6.  Oxygen  by  tent  or  nasal  catheter  for  unconscious  patient. 

7.  Awaken  conscious  patient  every  hour  or  two  to  avoid  mis- 
sing intervening  coma,  for  first  24  hours  after  injury. 

In  prognosticating  it  is  best  remembered  that  any  head  in- 
jury may  result  in  the  later  development  of  post-traumatic  convul- 
sions. The  more  severe  the  injury  to  the  brain  the  greater  the  like- 
lihood of  convulsions. 

Good  management  of  the  patient  with  a head  injury  will  de- 
pend on  the  proper  evaluation  of  the  changing  signs  noted  by  re- 
peated examinations  and  by  the  proper  application  of  selective 
therapy. 


BIBLIOGRAPHY 

1.  Bancroft  and  Pilcher:  Surgical  treatment.  The  Nervous  System.  J.  B.  Lip- 

pincot  Co.  1946. 

2.  Brock,  S.:  Injuries  of  the  Skull,  Brain  and  Spinal  Cord.  2nd.  Ed.  Balti- 

more, Williams  and  Wilkins  Company. 

3.  Foerster,  0.,  and  Penfield  W. : The  Structural  basis  of  traumatic  epilepsy 

and  results  of  radical  operation.  Brain  53-99,  1930. 

4.  German,  W.  J.:  Epileptogenic  Cortical  Scars.  Results  of  Surgical  removal. 

Arch.  Neur.  and  Psych.  41-73,  1939. 

Gurdjian,  John  E.  VV^ehster,  and  H.  R.  Lissner:  The  Mechanism  of  Skull 
Fracture.  J.  of  Neurosurg.  Mar.  1950  p.  106. 

5.  Holhurn,  A.  H.  S.:  The  Mechanics  of  trauma  with  special  reference  to 

herniation  of  cerebral  tissue.  Journ.  Neurosurg.  1:  190-200,  1944. 

6.  Ingraham.  F.  D.  and  H.  L.  Heyl:  Subdural  hematoma  in  infancy  and 

childhood.  J.  A.  M.  A.  112:  198-204,  1939. 

7.  Masserman,  J.  H.:  Effects  of  intravenous  administration  of  hypertonic 

solutions  of  dextrose.  J.  A.  M.  A.  102-2084,  1934. 

8.  McKenzie,  K.  C. : Extradural  Hemorrhage,  Brit.  Jour.  Surg.  26:346-365, 

1938. 

9.  Penfield.  W.:  The  Mechanisms  of  Cicatricial  Contraction  in  the  Brain. 

Brain  50,  499,  1927. 

10.  Raney.  Aidan  A.,  Raney,  R.  B..  Hunter,  C.  R.:  Chronic  Post-traumatic 
Headache  and  the  syndrome  of  Cervical  disc  lesion  following  Head  Trauma. 
Journ,  of  Neurosurg.  Nov.  1949.  p.  458, 


ESTUDIO  SOBRE  ALGUNOS  CASOS  DE  ANEURISMA 
DE  LA  AORTA* 


PEDRO  A.  MOLANO,  M.D. 

Rio  Piedras,  P.  R. 

INTRODUCCION 

Hemos  de  presentar  ante  la  consideración  de  ustedes  un  es- 
tudio sobre  algunos  casos  de  aneurisma  de  la  aorta  encontrados  en 
el  Hospital  de  Distrito  de  Fajardo.  Varios  de  estos  casos  han  es- 
tado bajo  nuestra  observación  y estudio  directo,  otros  han  sido  es- 
tudiados al  través  de  la  información  recogida  del  record  clínico  de 
los  pacientes. 

intentamos  presentar  un  corto  resumen  del  historial  del  ca- 
so, enfatizando  los  puntos  pertinentes  a nuestro  tema,  las  placas 
radiográficas  que  hemos  tomado  y breves  comentarios  a manera 
de  resumen  y conclusiones  del  estudio. 

Aunque  el  número  de  casos  estudiados  es  muy  exiguo  para 
llegar  a conclusiones  definitivas  sobre  el  tema,  encontramos  que 
éstas  están  dentro  de  lo  encontrado  por  Kampmeir-  en  su  estudio 
de  633  casos. 


PRESENTACION  DE  CASOS 

J.  R.  S.  No.  43439.  Edad  53  años  - varón  - admitido  por  pri- 
mera vez  en  10  14,49,  quejándose  de  ronquera  por  7 meses,  dolor 
en  el  precordio  radiando  hacia  arriba  en  el  pecho.  Admitió  haber 
sufrido  de  enfermedades  venéreas  desde  que  tenía  12  años.  El  exa- 
men físico  reveló:  P.  A.  Brazo  Izquierdo  70  66,  B.  Derecho  84/70; 
el  pulso  no  se  sentía  en  la  muñeca  izquierda.  Matidez  sobre  el  ter- 
cer interespacio  izquierdo.  No  había  signos  de  decompensación  car- 
díaca. No  había  soplos  notables  ni  palpitaciones  visibles.  La  radio- 
grafía del  pecho  señaló  un  aneurisma  del  cayado  de  la  aorta.  La 
prueba  serológica  para  sífilis  fué  positiva.  El  electrocardiograma 
señaló  baja  amplitud  del  complejo  Q R S,  SR  hondo,  inversión  de  la 
onda  P4,  dando  una  impresión  de  daños  en  el  miocardio.  Ha  estado 
bajo  tratamiento  de  sostenimiento  y Organidin  gtts.  X tres  veces  al 
día. 

Diagnóstico  final:  Aneurisma  del  cayado  de  la  aorta,  tipo  sa- 
cular, origen  luético. 

N.R.R.  No.  28232.  Edad  50  años  - hembra  - admitida  por  pri- 
mera vez  en  8i5¡46  con  dolor  en  la  extremidad  inferior  encontrán- 

* Presentado  durante  la  asamblea  anual  de  la  Asociación  Médica  del  Dis- 
trito de  Humacao,  celebrada  en  Fajardo  el  día  23  de  julio  de  1950. 


ANEÜRI8MA  DE  LA  AORTA 


5),ñ 


cose  al  examen  radiográfico  un  proceso  pneumónico  en  el  lóbulo 
inferior  derecho  y dilatación  de  la  aorta.  Para  esa  época  informó 
haber  tenido  serología  positiva  para  sífilis  en  1938  y haber  tenido 
un  año  de  tratamiento  antiluético  con  bismuto  y arsénico.  No  ha- 
bía evidencia  de  hipertrofia  cardíaca  ni  de  soplos.  La  serología  pa- 
ra esa  época  fué  repetidas  veces  negativa. 

En  10  19/49  fué  nuevamente  admitida  con  una  variedad  de 
síntomas  entre  ellos,  gases  en  el  pecho,  tos,  disnea  y ronquera.  La 
tos  había  estado  presente  por  dos  meses.  Ocasionalmente  sentía  do- 
lor en  le  precordio.  El  examen  físico  demostró  P.  A.  Brazo  izquier- 
do 210  lio.  Brazo  derecho  190/110.  No  había  soplos  cardíacos. 
P.M.I.  difuso.  Presentaba  una  lesión  en  la  vulva  que  aunque  clíni- 
camente parecía  una  lesión  sifilítica  dió  un  campo  oscuro  negati- 
vo para  espiroquetas.  La  serología  fué  negativa.  El  estudio  radio- 
gráfico demostró  un  aneurisma  del  cayado  de  la  aorta.  Recibió 
ürganidin  gtts.  X tres  veces  al  día. 

En  2 28  50  fué  admitida  con  un  cuadro  de  hemorragia  cere- 
bral. La  paciente  estuvo  inconsciente  falleciendo  1 hora  después  de 
admitirse  - 6 horas  después  del  principio  del  accidente  cerebro- 
vascular.  El  informe  de  autopsia  confirmó  el  diagnóstico  clínico 
de  aneurisma  del  cayado  de  la  aorta  de  forma  sacular,  encontrán- 
dose un  trombo  mural  bastante  grande  adherido  a la  pared  del 
aneurisma.  Diagnóstico  final:  Aneurisma  del  cayado  de  la  aorta  ti- 
po sacular,  origen  luético. 


1.  R.  V.  No.  33300.  Edad  47  años,  varón.  Admitido  por  prime- 
la  vez  en  8/27  47  quejándose  de  disnea  de  esfuerzo  por  dos  meses. 
Admitió  que  para  1930  había  tenido  la  infección,  y para  1943  se 
le  había  informado  tener  una  prueba  serológica  positiva  para  sífilis 
y qu3  fué  tratado  con  bismuto  y arsenicales  por  espacio  de  un  año. 
Examen  físico  en  aquella  época  demostró  hipertrofia  del  corazón, 
soplo  sistólico  en  todo  el  precordio  acompañado  de  soplo  diastólico 
en  el  tercer  interespacio  izquierdo.  La  prueba  serológica  en  8 30  47 
fué  negativa.  El  examen  radiográfico  demostró  una  hipertrofia 
cardíaca  considerable  y un  aneurisma  del  cayado  de  la  aorta  con 
desviación  de  la  tráquea  hacia  la  derecha. 

En  2 18/48  fué  admitido  nuevamente:  PA  (I)  120/90  - sin 
síntomas  cardíacos.  Había  seguido  tratamiento  antiluético  en  U.S.P., 
la  prueba  serológica  fué  negativa. 

En  9/22/48  no  había  evidencia  de  decompensación  cardiaca  - 
ni  quejas.  Estaba  bajo  tratamiento  de  Organidin  gtts.  X tres  veces 
al  día. 

En  12/14  49.  La  prueba  serológica  fué  negativa.  Había  reci- 
bido penicilina.  El  examen  reveló  un  sop’o  continuo  en  el  precordio. 
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Se  notaban  palpitaciones  en  el  precordio.  PA  (I)  117  80  60  (D) 
117  30-20.  Pulso  72. 

En  mayo  26/50  el  EKG  no  evidenciaba  mayores  cambios  en  el 
miocardio.  Diagnóstico  final:  Aneurisma  del  cayado  de  la  aorta 
lipo  sacular  origen  luético. 

E.C.E.  No.  17890.  Edad  60  años  - varón.  Admitido  en  10  8 43 
con  quejas  de  dolor  en  el  pecho  - anterior  y posterior.  Informó  no 
haber  sufrido  de  enfermedades  venéreas  ni  haber  recibido  trata- 
miento antiluético.  Dijo  que  su  enfermedad  empezó  3 meses 
antes  de  la  admisión.  Su  dolor  en  el  momento  de  admisión  era  casi 
constante  sufriendo  más  durante  la  noche.  No  tenía  disnea.  Tosía 
frecuentemente.  No  admitió  palpitaciones.  El  examen  físico  reveló 
la  siguiente  información:  P.A.  (B.D.)  130  80  (B.I.)  129/80.  Los 
sonidos  respiratorios  disminuidos  en  ambos  campos  pulmonares.  El 
corazón  no  estaba  grande,  la  rapidez  y el  ritmo  regulares.  No  te- 
nía soplos.  Examen  fluoroscópico  y radiográfico  revelaron  un  aneu- 
risma de  la  aorta  torácica  descendente.  No  se  informó  la  prueba 
ser  ológica  para  sífilis  ni  el  EKG.  Fué  sometido  a sedantes  y ioduro 
de  potasio  gtts.  V tres  veces  al  día.  Dado  de  alta  mejorado. 

Diagnóstico  final:  Aneurisma  de  la  aorta  descendente  - origen 
desconocido. 

P.R.L.  No.  43810.  Edad  44  años  - varón.  Admitido  por  pri- 
mera vez  10/6  49.  Con  dolor  en  el  pecho  izquierdo,  cortedad  en  la 
respiración,  palpitaciones  y fiebres  nocturnas.  Informó  se  sentía 
bien  hasta  julio  4 '49,  (tres  meses  atrás)  cuando  sintió  fuerte  do- 
lor en  el  precordio.  Había  perdido  peso,  tenía  poco  apetito.  No  ha- 
lda tos  ni  expectoración.  Admitió  haber  tenido  la  prueba  serológica 
para  sífilis  positiva  por  muchos  años  habiendo  sido  tratado  con 
Salvarsan  en  1928.  El  examen  físico  demostró:  P.A.  (B.D.)  100  60 
(B.I.)  lio  60.  Pulso  130.  Palpitación  visible  en  el  precordio  iz- 
quierdo - soplo  sistólico  en  el  ápice  con  trasmisión  hacia  el  cuello. 
No  había  hallazgos  importantes  en  el  abdomen  ni  en  las  extremi- 
dades. La  prueba  serológica  para  sífilis  fué  positiva.  El  EKG  no 
demosti'ó  daños  en  el  miocardio.  Este  paciente  fué  digitalizado, 
respondiendo  favorablemente.  Luego  fué  puesto  en  Organidin  gtts. 
X t.i.d.  El  examen  radiográfico  demostró  una  efusión  pleural  y un 
aneurisma  de  la  parte  descendente  de  la  aorta  torácica. 

Diagnóstico  final:  Aneurisma  de  la  aorta  descendente  - tipo 
sacular  origen  luético. 

D.E.R.  No.  4838.  Edad  55  años  - hembra.  Admitida  en  5 2,  48 
con  quejas  de  dolor  en  el  epigastrio  .y  vómitos  por  espacio  de  10 
días.  No  sabía  si  su  prueba  serológica  para  sífilis  había  sido  posi- 
tiva en  alguna  ocasión.  Los  vómitos  no  eran  sanguinolentos.  El 
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examen  físico  reveló  una  P.A.  de  (B.D.)  106/70  (B.I.)  136/96. 
Corazón  normal.  En  el  abdomen  se  palpaba  una  masa  de 
tamaño  3”  x 2”  x 2”  con  su  diámetro  mayor  en  el  eje  longitudinal; 
de  tipo  pulsátil,  firme  pero  con  un  poco  de  movilidad.  Se  notaba 
un  ruido  sistólico.  El  estudio  radiológico  no  reveló  evidencia  de 
aneurisma.  Las  pruebas  serológicas  para  sífilis  fueron  negativas. 
Fué  sometida  a una  operación  exploratoria  encontrándose  un  aneu- 
risma abdominal  extendiéndose  hacia  las  dos  ilíacas  comunes.  En 
1/31/45  fué  admitida  nuevamente  con  quejas  de  dolor  en  el  epi- 
gastrio y pérdida  del  conocimiento  por  espacio  de  4 horas.  Examen 
en  esta  ocasión  reveló  P.A.  (B.D.)  118  90,  (B.I.)  122/80.  La  masa 
en  el  abdomen  se  encontró  mayor.  Fué  sometida  a tratamiento  se- 
dante y a ioduro  de  potasio  gtts.  XV  t.i.d.  Fué  dada  de  alta  en 
2/7 '45  mejorada.  Diagnóstico  final:  aneurisma  de  la  aorta  abdo- 
minal - tipo  fusiforme. 

H.V.C.  No.  18578.  Edad  45  años  - varón.  Admitido  en  12  23/43 
con  quejas  de  edema  generalizado,  disnea  y distensión  abdominal. 
Admitió  la  presencia  de  un  chancro  sifilítico  8 años  antes  de  ser 
admitido  y haber  recibido  tratamiento  antiluético  por  6 meses  con- 
sistiendo de  arsenicales.  Admitió  haberse  iniciado  la  enfermedad 
un  año  antes  con  disnea  de  esfuerzo  y edema  de  las  extremidades 
inferiores  empeorando  la  situación  gradualmente.  El  examen  físico 
reveló  un  P.M.I.  en  el  sexto  interespacio  una  pulgada  lateral  a la 
línea  medio  clavicular  - taquicardia  - soplo  sistólico  en  el  ápice,  es- 
tertores húmedos  en  las  bases  pulmonares.  Ascites  y edema  en  las 
extremidades  inferiores  - P.A.  160  120.  La  prueba  serológica  para 
sífilis  fué  positiva.  Fué  sometido  a tratamiento  de  digitalis  — sedan- 
tes— vasodilatadores  y diuréticos  y dieta  libre  de  sal,  notándose 
mejoría  en  el  estado  del  paciente.  En  1 25/44  el  paciente  sintió  un 
dolor  agudo  en  la  región  epigástrica  con  pulso  rápido  y débil;  co- 
rriendo un  curso  tormentoso  y falleciendo  12  horas  después.  La 
autopsia  reveló  un  aneurisma  disectante  de  la  aorta.  Diagnóstico 
final : Desfallecimiento  cardíaco.  Enfermedad  luética  del  corazón. 
Aneurisma  di.sectante  de  la  aorta. 

COMENTARIOS.  RESUMEN  Y CONCLUSIONES 

De  los  casos  presentados  3 de  ellos  eran  del  cayado  de  la  aorta, 
2 de  la  aorta  torácica  de.scendente,  y 2 de  la  aorta  abdominal.  Esto 
concuerda  con  lo  informado  por  Kampmeir  que  encontró  214  en  la 
aorta  ascendente,  205  en  la  aorta  transversa,  147  en  la  parte  des- 
cendente del  cayado  y solamente  30  en  la  aorta  torácica  descenden- 
te. Esto  es,  que  el  por  ciento  más  alto  es  en  el  cayado  de  la  aorta. 
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Cinco  de  los  caros  eran  varones,  lo  cual  concuerda  con  otros 
estudios  en  los  cuales  la  incidencia  es  mayor  en  los  hombres:  ha- 
biendo una  proporción  de  5:1. 

La  edad  varió  de=:de  44  a 60  años  y el  tiempo  desde  la  infec- 
ción hasta  ser  admitidos  por  síntomas  varió  de  8 a 41  años.  Kamp- 
mier-  encontró  sus  casos  en  la  segunda  y tercera  década  después 
de  la  infección  sifilítica.  Cole’  los  encontró  15  a 25  años  después  de 
la  infección. 

En  4 casos  se  confirmó,  historial  sifilítico.  Se  ha  reconocido 
Cjue  el  aneurisma  aórtico  es  generalmente  una  complicación  de  una 
aortitis  luética.  La  etiología  de  los  aneurismas  aórticos  puede  ser 
luética,  ateromatosa  en  las  personas  de  edad  o micótica,  debiéndose 
en  todos  los  casos  a un  debilitamiento  de  la  pared  de  la  arteria. 

Los  síntomas  más  corrientes  de  aneurisma  de  la  aorta  depen- 
diendo de  la  posición  del  defecto  son  dolor,  disnea  y tos.  Alrededor 
de  esto  se  dividen  los  aneurismas  en  aneurismas  de  signos  y aneu- 
rismas de  síntomas,  de  acuerdo  con  Broadbent.  Los  primeros  se 
llaman  así  cuando  aparecen  antes  de  la  porción  transversa  y dan 
lugar  a signos  y los  segundos  cuando  aparecen  en  la  porción  trans- 
versa o en  la  porción  descendente  y presentan  síntomas  regular- 
mente por  presión  en  órganos  adyacentes.  Nuestros  casos,  presen- 
taron síntomas  de  dolor  en  el  precordio,  respiración  corta,  ron- 
quera, palpitaciones  visibles,  disnea  de  esfuerzo.  En  los  casos  en 
que  se  obtuvo  electrocardiogramas  éstos  no  demostraron  evidencia 
de  grandes  cambios  en  el  miocardio.  Si  se  encontraran  éstos  es  de 
suponerse  que  fueron  ccexistentes  y no  causados  por  la  presencia 
de  aneurismas. 

En  ninguno  de  los  casos  se  encontró  evidencia  de  insuficiencia 
aórtica  lo  cual  está  de  acuerdo  con  lo  que  dice  Hugh  J.  Morgan’*  que 
los  aneurismas  raramente  so  desarrollan  en  pacientes  con  aortitis 
luética  complicada  con  la  presencia  de  insuficiencia  aórtica. 

En  4 casos  se  notó  diferencia  en  la  presión  arterial  del  brazo 
derecho  y del  brazo  izquierdo.  Si  el  aneurisma  hace  presión  sobre 
la  arteria  innominada  la  presión  de  la  derecha  es  más  baja  que  la 
de  la  izquierda.  En  un  caso  la  presión  de  la  izquierda  era  más 
baja,  podría  esto  explicarse  también  por  la  posición  del  aneurisma. 

En  el  caso  de  aneurisma  abdominal  la  presión  arterial  de  la 
pierna  casi  igualó  la  del  brazo,  dato  notado  también  por  Kampmier  ’ 
en  su  estudio  de  73  casos  de  aneurisma  de  la  aorta  abdominal. 

El  tiempo  promedio  desde  el  principio  de  síntomas  hasta  la 
muerte  fué  de  7 - 8 meses  en  la  serie  de  Kampmier.-  No  podemos 
estimar  el  tiempo  en  que  estos  pacientes  nuestros  han  tenido  sínto- 
mas relativos  a su  aneurisma  pero  sí  podemos  asegurar  que  en  to- 
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dos  los  casos  el  tiempo  de  los  síntomas  sobrepasa  el  promedio  en- 
contrado en  el  estudio  mencionado. 

En  todos  los  casos  se  ha  administrado  ioduro  de  potasio  en 
dosis  de  10  a 15  gotas  t.i.d.  de  acuerdo  con  la  recomendación  de  Mor- 
gan.■*  Solamente  en  un  caso  hubo  una  reacción  alérgica  y hubo  de 
descontinuarse.  Se  cree  que  los  ioduros  tienen  un  efecto  beneficio- 
so en  el  dolor  del  aneurisma. 

En  ninguno  de  los  casos  se  usaron  arsenicales  ni  penicilina  por 
temerse  una  reacción  de  Herxheimer:  aunque  últimamente  se  están 
usando  altas  dosis  de  penicilina  en  los  casos  de  sífilis  cardiovascu- 
lar a despecho  del  miedo  a esta  reacción. 

Es  evidente  que  ninguno  de  nuestros  casos  tuvo  un  tratamien-\ 
to  efectivo  para  su  infección  luética  de  acuerdo  con  sus  propios 
historiales.  De  acuerdo  con  Cole^  si  el  tratamiento  antiluético  es 
adecuado  y regular  en  los  primeros  estados  de  la  infección  ningu- 
no de  los  casos  debe  desarrollar  patología  cardiovascular. 

RESUMEN  Y CONCLUSIONES 

1.  Se  han  presentado  7 casos  de  aneurisma  de  la  aorta,  diag- 
nóstico confirmado  por  cuadro  clínico  y estudio  fiuoroscópico  y 
radiográfico  en  la  mayor  parte  y por  autopsia  en  dos  casos. 

2.  Se  han  comparado  los  hallazgos  (a  pesar  del  exiguo  nú- 
mero) con  otros  estudios  similares  encontrándose  similaridad  en 
los  resultados. 

3.  Se  ha  encontrado  que  esta  patología  es  más  frecuente  en 
hombres  que  en  mujeres  y en  las  décadas  cuarta  y sexta. 

4.  Parece  justificarse  asignar  la  etiología  principal  de  aneu- 
risma aórtico  a infección  luética  de  varios  años  de  duración  y que 
ha  sido  inadecuadamente  tratada. 

5.  Se  han  notado  ciertos  signos  y síntomas  que  pueden  ayu- 
dar en  el  diagnóstico  clínico. 

6.  Se  ha  comentado  sobre  el  uso  de  los  ioduros  en  el  alivio 
del  dolor  de  aneurisma  y la  abstención  del  uso  de  arsenicales  y pe- 
nicilina ante  el  temor  de  excitar  una  reacción  de  exacerbación  de 
síntomas. 
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The  common  causes  of  obstructive  jaundice  are:  pressure 
from  without  upon  the  common  duct,  such  as  enlarged  glands, 
tumors  or  carcinoma  of  the  head  of  the  pancreas;  occlusion  from 
within  the  duct,  like  in  choledocholithiasis,  carcinoma  of  ampulla, 
cholangitis;  constriction  bands;  strictures  of  the  duct;  adhesions 
and  congenital  atresia  of  bile  ducts.  Carcinoma  of  the  head  of  the 
pancreas,  stones  in  the  common  duct  and  stricture  of  the  duct  are 
the  commonest  causes  of  obstruction  of  the  common  duct. 

The  present  report  deals  with  a case  of  obstructive  jaundice 
in  which  the  obstruction  was  caused  by  a rare  and  rather  never 
described  condition. 


BRIEF  CASE  HISTORY 

E.  M.,  patient  at  the  Cayey  T.  B.  Hospital  was  referred  to  us 
because  of  pain  in  the  rt.  hypochondriac  region,  nausea,  vomiting, 
“gas  pain”  since  1943.  These  disturbances  usually  followed  ingestion 
of  fatty  foods,  and  would  be  relieved  temporarily  by  diet. 

Since  October,  1948,  the  patient’s  pain  began  to  be  very  fre- 
quent and  jaundice  started  to  develop.  From  then  on,  only  emesis 
wou’d  relieve  the  pain.  At  the  time,  this  patient  was  under  treat- 
ment for  pulmonary  tuberculosis,  from  which  condition  he  was  con- 
sidered “arrested”  following  serial  X-rays,  sputum  analysis  and 
gastric  washings. 

At  the  time  we  saw  the  patient  for  the  first  time,  he  was 
suffering  with  right  upper  quadrant  pain  and  vomiting  and  had  a 
yellowish  tinge  of  sclerae,  skin  and  mucous  membranes.  He  looked 
poorly  nourished.  B.P.  120  80.  The  physical  examination  revealed 
normal  head  and  neck,  normal  lung  and  heart  findings,  and  a palp- 
able mass  under  right  subcostal  margin,  which  we  believed  was  the 
gallbladder;  no  other  positive  findings  were  obtained,  except  for  a 
history  of  clay-colored  stools  for  the  past  week. 

Laboratory  examinations  at  this  time  revealed:  icteric  index 
75  on  7/12  48,  bile  pigment  positive  in  urine,  no  bile  or  urobili- 
rogen  in  stools,  prompt  direct  van  den  Bergh,  total  serum  proteins 
G Gms.,  R.B.C.  3,450,000,  W.B.C.  4,260,  differential  66%  polys  and 
34%  lymph;  coag.  time  3 min.  40  sec.;  bleeding  time  8 sec.;  Kahn 
and  Kline  neg.,  — no  other  liver  tests  were  done  because  of  the 
lack  of  facilities  to  do  them  at  the  time  of  arrival  of  this  patient. 
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Clinical  evidence  was  so  strong  in  favor  of  an  obstruction  of 
the  common  duct  that  surgical  intervention  was  decided  upon. 

Patient  was  explored  on  7/28/48  and  a large,  dilated  gall- 
bladder with  dilated  cystic  duct  found.  There  were  stones  in  the 
gallbladder.  The  common  duct  was  dilated  and  it  was  opened.  A 
large  stone  was  found  close  to  the  ampulla  of  Vater  and  dislodged 
from  the  duct,  after  which  the  ampulla  was  dilated  to  7 mm.  with 
Beck  dilators.  Common  duct  was  irrigated  with  saline  and  thorough- 
ly explored  for  more  stones  and  a T tube  was  implanted.  Then  chole- 
cystectomy was  performed ; gallbladder  contained  pure  pigment 
stones.  The  post  operative  diagnosis  was  cholecystitis  with  chole- 
lithiasis, and  choledocholithiasis.  The  patient  made  an  uneventful 
recovery.  The  T tube  was  removed  at  the  25th.  post  operative  day, 
the  icterus  subsided  and  at  the  end  of  2 months  had  completely 
disappeared  and  the  patient  discharged.  He  continued  feeling  well 
for  7 months  during  which  time  he  was  seen  at  regular  intervals 
and  only  complained  of  occasional  pain  in  Right  Upper  Quadrant. 
On  April  10,  1949  the  patient  returned  to  the  hospital  with  severe 
pain  in  Rt.  Upper  Quadrant,  nausea,  vomiting  and  icteric  tinge  of 
both  sclerae.  At  this  time  the  icteric  index  was  75,  flat  plate  of 
abdomen  was  negative  for  biliary  calculi,  he  had  acholic  stools 
and  presented  again  all  the  signs  and  symptoms  of  obstructive 
jaundice.  We  believe  that  the  patient  had  developed  stricture  of 
the  common  duct  or  was  suffering  with  recurrent  choledocholi- 
thiasis. 

On  4-13-49  the  patient  was  explored  with  the  following  find- 
ings: Stomach  and  duodenum  densely  adherent  to  undersurface  of 
the  liver.  Omentum  attached  to  region  of  gallbladder  bed.  The 
common  duct  was  covered  by  omentum  and  adhesions  and  was 
found  to  be  dilated.  There  was  no  stricture  of  the  ampulla  of  Vater 
due  to  fibrous  ring.  Adhesions  were  all  severed,  and  after  patient 
dissection  the  under-surface  of  liver,  stomach  and  duodenum  were 
treed.  The  common  duct  was  localized  after  freeing  it  from  omen- 
tum and  adhesions  and  was  opened.  The  ampulla  was  easily  dilated 
with  Beck  dilators  up  to  7 mm.  No  stones  in  duct.  A hemorrhagic 
clot  was  found  and  evacuated  from  proximal  third  of  common 
duct,  after  which  bile  drained  from  liver.  T tube  was  inserted  into 
the  duct.  The  latter  was  closed  loosely  over  the  T tube.  Rubber 
drain  left  in  duct  area  and  5 gm.  of  sulfa  powder  instilled  into  gall- 
bladder region.  A small  post  operative  ventral  hernia  was  repaired. 
Peritoneum  was  closed  with  chromic  0 and  fascia  with  interrupted 
chromic  I.  Skin  closed  with  interrupted  silk.  Blood  given  during 
operation  (500  cc). 

The  patient  made  an  uneventful  recovery  and  was  afebrile  and 
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feeling  very  well  for  5 days  post-operatively.  On  the  5th.  post- 
operative day  he  suddenly  developed  chills  and  fever,  nausea  and 
bile  stopped  flowing  through  the  T tube.  The  latter  was  irrigated 
with  normal  saline  and  many  blood  clots  were  removed  by  aspira- 
tion through  the  tube.  Bile  started  draining  again  and  patient  left 
well  once  more.  Fever  disappeared.  At  this  time,  he  also  suddenly 
developed  slight  melena  and  hematemesis  which  persisted  for  24 
hours. 

After  this  episode  patient  started  on  his  way  to  recovery,  the 
jaundice  began  to  subside  and  he  felt  fairly  good.  Bile  continued 
to  flow  through  the  T tube  and  the  patient  was  discharged  from 
the  hospital  2 months  after  operation,  and  instructed  to  continue 
with  T tube  until  the  next  visit  to  the  hospital.  Unluckily,  or  luckily, 
he  pulled  the  T tube  off  while  at  home,  and  was  seen  again  by  us 
4 months  after  operation,  at  which  time  he  was  feeling  fairly  well 
except  for  occasional  bouts  of  pain  in  rt.  upper  quadrant.  He  devel- 
oped a post-operative  hernia,  but  due  to  his  poor  general  condi- 
tion this  was  left  untouched  for  the  time  being.  Patient  continued 
well  until  1/30  50  at  which  time  he  began  complaining  again 
of  more  frequent  pains  on  Rt.  Upper  quadrant  and  of  “gas 
pains”.  He  was  admitted  to  Bayamón  District  Hospital  for  further 
observation  and  studies.  At  this  time  he  had  very  slight  icteric 
tinge  of  sclerae.  He  was  given  glucose  infusions  and  high  carbo- 
hydrate low  fat  diet,  vitamin  K,  methionine  and  all  vitamins  in 
therapeutic  dosage.  Laboratory  studies  at  this  time  showed  bile 
present  in  the  feces,  negative  cephalin  flocculation,  R.B.C.  4,360,- 
COO,  W.B.C.  6,800  and  Hb.  88%;  differential  white  count  showed 
70%  polys  and  30  lymphocytes;  urinalysis  showed  no  bile  or  uro- 
bilinogen in  the  urine;  prothrombin  time  was  93%  of  normal; 
icteric  index  was  18  units. 

Patient  felt  well  after  medical  management  and  having  devel- 
('ped  a post-operative  hernia  we  believed  that  some  of  his  symp- 
toms were  caused  by  the  hernia.  Herniorrhaphy  was  decided  upon 
and  performed  on  2 21/50  by  another  surgeon.  He  made  an  un- 
eventful recovery,  except  for  a small  stitch  abscess  which  was 
drained  and  on  3 '6  50  he  was  discharged  from  the  hospital,  feel- 
ing well  and  having  no  complaints.  There  was  no  recurrence  of  the 
hernia. 

Patient  was  seen  again  on  5/10/50  and  was  feeling  pretty 
well,  except  for  occasional  upper  abdominal  pain  after  ingestion  of 
fatty  foods.  This  patient  was  seen  again  2 weeks  ago  and  he  has 
had  no  recurrence  of  his  symptoms. 

This  case  has  been  interesting  because  of  the  fact  that  he 
had  a severe  obstructive  jaundice  due  to  hemorrhage  into  the 
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common  duct.  We  believe  that  he  has  intermittent  attacks  of  bleed- 
ing into  the  common  duct  which  cause  his  irregular  bouts  of  up- 
per abdominal  distress  and  nausea,  at  times  the  bleeding  being  of 
£uch  duration  and  magnitude  that  slight  jaundice  is  produced;  as 
scon  as  the  blood  or  clot  is  expelled  into  the  duodenum  the  condi- 
tion subsides  and  the  patient  feels  well  again.  We  must  not  forget 
ihat  he  had  an  episode  of  hematemesis  and  melena  at  one  time, 
concomittant  with  an  episode  of  obstructive  jaundice.  During  his 
last  hospital  stay  the  prothrombin  time  and  other  liver  function 
tests  were  normal,  so  that  a definite  etiology  of  his  bleeding  epi- 
sodes has  not  been  discovered.  The  blood  studies  also  have  been  nor- 
mal and  we  believe  that  some  obscure  liver  deficiency  has  to  be  look- 
ed for.  In  the  future  we  intend  to  take  serial  liver  biopsy  on  this 
patient  and  perform  more  thorough  laboratory  studies  on  him,  now 
that  the  Bayamón  District  Hospital  is  up  to  date  in  this  department. 

Looking  back  at  this  case  we  cannot  ascertain  whether  the  last 
choledochostomy  was  really  necessary  to  evacuate  the  clots  in  the 
common  duct  or  if  nature  itself  would  have  cleared  them,  as  it  had 
done  in  subsequent  episodes  of  lesser  intensity  which  this  patient 
has  suffered. 
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I.  Objeto 

Los  siguientes  hechos  son  de  conocimiento  de  todos  nosotros 
en  relación  con  el  diagnóstico  de  una  enfermedad  tropical: 

1.  Que  dicho  diagnóstico  es  fundamentalmente  un  diagnós- 
tico de  laboratorio. 

2.  Que  la  mayoría  de  las  drogas  a usar  en  un  tratamiento 
son  tóxicas,  y el  curso  del  tratamiento,  las  más  de  las 
veces,  prolongado. 

3.  Que  tales  hechos  por  consecuencia  deben  exigir  el  mejor 
diagnóstico,  asegurado  sólo  por  la  mejor  impresión  clínica, 
confirmada  ésta  por  el  mejor  estudio  del  laboratorio. 

4.  Que  ante  tales  consideraciones  no  puede  tener  esta  con- 
ferencia otro  propósito  que  el  de  discutir  procedimientos 
de  laboratorio  simplificados  y fáciles  de  llevar  a cabo  en 
laboratorios  de  rutina,  para  el  mejor  reconocimiento  de 
nuestras  más  comunes  enfermedades  tropicales,  y al  am- 
paro de  los  últimos  adelantos  de  la  ciencia  médica. 

II.  Discusión 

(a)  Schistosomiasis: 

Una  historia  de  posible  contagio,  síntomas  intestinales  y hepá- 
ticos, y una  marcada  eosinofilia  sugieren  la  enfermedad,  y deberá 
procederse  al  examen  rutinario  de  excreta,  para  los  que  padecen 
como  es  el  caso  en  Puerto  Rico,  del  tipo  mansoni,  con  ovas  de  es- 
pinas laterales.  En  el  schistosoma  japonicum  las  ovas  no  tienen 
espinas.  En  el  schistosoma  hematobia,  cuyas  ovas  tienen  espinas 
posteriores,  sabemos  debe  examinarse  también  la  orina. 

Si  el  diagnóstico  se  dilata,  deberá  hacerse  un  examen  diario 
de  excreta  por  diez  días  consecutivos.  Acaso  dos  exámenes  sema- 
nales resulte  más  conveniente,  ya  que  las  ovas  descargan  intermi- 
tentemente. 

Si  hay  moco  sanguinolento  este  material  asegura  una  muestra 
más  eficiente. 

Aunque  las  ovas  pueden  encontrarse  en  un  frotis  directo,  el 
método  por  concentración  deberá  usarse  rutinariamente,  “The  Acid- 
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ether  Method”  ha  sido  el  favorito,  aunque  últimamente  el  “Water 
Concentration  Method”  de  Brawdy  & Most  es  el  preferido. 

Si  varios  exámenes  de  excreta  son  negativos,  deberá  pasarse  el 
proctoscopio  y tomar  una  biopsia.  Un  fragmento  de  mucosa  es  re- 
movido a un  nivel  de  10  cm.  próximo  al  ano.  En  breve  tiempo  el 
material  tratado  con  hidróxido  de  potasa,  se  centrifuga,  y el  sedi- 
mento se  examina  para  la  investigación  de  ovas. 

Recientemente,  Ottolino  ha  demostrado,  que  si  el  fragmento 
de  mucosa  se  sumerje  en  agua  destilada  por  breves  minutos,  el  te- 
jido se  infla  y se  pone  transparente  aplicado  entonces  sobre  la  la- 
minilla con  el  cubre  objeto,  y observado  con  el  low  power,  objetivo 
de  poca  o moderada  manifestación,  del  microscopio,  si  las  miraci- 
dias  están  aun  vivas,  aparecerán  activamente  movibles  dentro 
del  cascarón  (eggshell). 

(b)  Filariasis 

En  nuestra  isla  se  adquiere  esta  enfermedad  a través  de  una 
residencia  prolongada  en  las  áreas  endémicas.  Su  sintomatología 
clásica:  elefantiasis,  disturbios  inguinales  y escrútales,  quiluria  y 
ataques  de  linfangitis  o erisipeloideos,  son  manifestaciones  tardías 
de  la  enfermedad  y se  observan  en  aquellos  de  exposición  prolon- 
gada e infestaciones  repetidas. 

El  diagnóstico  se  hace  encontrando  la  microfilaria  en  la  sangre. 
El  método  más  simple  es  preparando  una  gota  gruesa  de  la  sangre 
como  si  se  fuera  a buscar  malaria  y se  examina  con  el  low  power. 
Si  el  paciente  ha  adquirido  la  enfermedad  en  el  Pacífico  (filaría 
malayi)  la  muestra  se  puede  tomar  en  cualquier  hora.  Si  la  infes- 
tación ha  sido  adquirida  en  Puerto  Rico  (filaría  Bancrofti),  o si 
hubiera  duda  al  respecto,  un  frotis  de  noche  es  deseable. 

Al  paciente  podría  instruirse  a tomar  la  muestra  por  la  noche 
para  ser  teñida  al  siguiente  día.  Es  importante  que  después  de  he- 
cha el  ‘ thick-film”  o gota  gruesa,  se  deje  secar  sin  mover  la  la- 
minilla, evitando  así  que  el  material  se  desintegre. 

Puede  emplearse  rayos  X,  con  el  uso  de  la  técnica  indicada  al 
efecto,  para  demostrar  carificaciones  en  las  regiones  escrútales  e 
inguinales.  Biopsias  de  nódulos  linfáticos  prominentes  pueden  esta- 
blecer el  diagnóstico,  mostrando  el  parásito  adulto,  aunque  a veces 
este  procedimiento  podría  bien  causar  una  elefantiasis  de  la  región, 
por  lo  que  no  se  está  recomendando  mucho  su  uso.  Las  técnicas  se- 
rológicas  tienen  valor  limitado. 

(c)  Malaria 

El  único  método  de  hacer  un  diagnóstico  definitivo  de  malaria 
es  encontrando  el  parásito  en  la  sangre.  Se  aconseja  hacer  una  gota 
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gruesa  que  podría  ser  examinada  en  tres  minutos  después  de  te- 
ñida. El  examen  en  gotas  finas  requiere  de  1/2  a 3/4  de  hora.  El 
mejor  tiempo  para  prepararlo  es  justamente  antes  de  un  ataque, 
no  durante  ni  después  de  dicho  ataque.  Cuarenta  y cinco  horas  des- 
])ué3  de  iniciarse.  El  último  escalofrío  es  el  preciso  momento  para 
examinar  la  sangre.  El  método  de  Giemsa  de  teñir  se  prefiere  so- 
bre el  de  Wrights. 

El  descubrimiento  del  Plasmodium  Vivax  (malaria  benigna 
terciana)  del  Plasmodium  Falciparum  (tipo  maligna  terciana)  o 
del  Plasmodium  malaria  cuartana,  más  rara)  aparecen  en  las  go- 
tas gruesas  o finas  que  se  identifican  y diferencian  por  sus  carac- 
terísticas típicas. 

(d)  Parasitismo  intestinal  - Nematodes  y Protozoa 

Los  más  importantes  nematodes  a considerar  aquí  en  Puerto 
Rico  son  ascaris  lumbricoides,  uncinariasis  o Necator  Americanus 
o Ankylostoma  duodenale,  trichiuris  trichiuria,  enterobius  vermicu- 
lares, strongyloides  stercolaris  y Giardia  gamblia,  éste  un  protozoa. 

El  diagnóstico  de  ascariasis,  uncinariasis  y de  trichiuris  tri- 
chiuria se  hace  encontrando  la  ova  característica  en  la  excreta,  que 
muchas  veces  se  encuentra  en  el  examen  inicial  de  un  frotis  fecal, 
pero  no  así  en  algunas  ocasiones  en  que  los  métodos  de  concentra- 
ción deberán  hacerse.  Hay  muchos  de  estos  métodos,  pero  los  más 
usados  o mejores  son  “the  zinc  flotation  method”  y el  salino  con  una 
gravedad  específica  de  1.198. 

Para  strongyloides  se  aconseja  examinar  la  excreta  lo  más 
fresca  posible,  ya  que  la  larva  pierde  su  mobilidad  rápidamente. 
Esta  ova  puede  confundirse  con  células  vegetales. 

El  diagnóstico  de  los  enterobius  o pinworms  ha  recibido  con- 
siderable atención  en  los  últimos  años.  Estas  ovas  rara  vez  se  en- 
cuentran en  la  excreta,  por  ser  depositadas  de  noche  por  la  hem- 
bra en  la  región  perianal.  El  mejor  método  de  hacer  un  diagnósti- 
co es  a través  del  “Scotch  Tape  Method”  que  consiste  en  emplear 
un  tubo  de  ensayo  pequeño  que  tiene  adherido  en  el  extremo  un 
pedazo  de  celofán  adhesivo  (scotch  tape)  y el  cual  se  frota  alrede- 
dor del  ano  antes  del  paciente  bañarse.  El  celofán  es  examinado  pa- 
ra la  detección  de  ovas  típicas. 

La  Giardia  Lamblia,  un  protozoa,  presenta  una  infección  per- 
sistente, sus  quistes  apareciendo  a veces  por  años  en  la  excreta. 

(e)  Teniasis  (cestodes) 

Tenia  sodium  del  cerdo  - Tenia  saginata  (beef)  y diphijiloboth- 
rium  latrum  (fish)  se  diagnostican  encontrando  las  ovas  en  la  ex- 
creta o examinando  los  segmentos  del  parásito. 
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(f)  Amebiasis 

Sabemos  que  alrededor  del  10  al  15%  de  la  gente  en  todo  el 
mundo  padece  de  Entamoeba  por  lo  que  no  podríamos  designarla 
exclusivamente  como  una  entidad  tropical.  Así  también  conviene 
pensar  sobre  la  forma  dudosa  en  que  significa  su  sintomatología, 
debiendo  considerarse  además  de  los  síntomas  desintéricos  corrien- 
tes, los  de  estreñimiento,  dolores  abdómfnales,  dispepsia,  etc.  a los 
efectos  de  su  diagnóstico. 

La  búsqueda  del  parásito  comprende  dos  fases,  que  pueden 
encontrarse  en  la  misma  muestra  de  excreta:  estudio  de  los  bio- 
phozoites,  que  requiere  excreta  líquida  y fresca,  y el  examen  de  los 
quistes  que  exigen  el  uso  de  métodos  de  concentración  a saber:  el 
“Zinc  Sulfite  Centrifugal  flotation  technique”  y el  “Brine  flotation 
Method”  que  se  describen  en  libros  al  efecto  publicados. 

La  diferenciación  entre  endameba  histolítica  y la  no  patógena 
endameba  coli,  podría  dificultarse  y exigir  estudios  cuidadosos  de 
especialistas  expertos. 

íg)  Triquinosis 

Infección  no  corriente  aquí,  pero  que  sí  puede  ocurrir  por  la 
inegstión  muy  en  boga  ya  entre  nosotros  de  los  hamburgers  cru- 
dos. Dolores  musculares,  fiebre,  diarrea,  y edemas  periorbitales 
son  síntomas  importantes.  También  la  presencia  de  alta  eosinofilia. 
El  parásito  se  encuentra  a través  de  una  biopsia  muscular.  Estu- 
dios serológicos  se  llevaron  a cabo  en  los  grandes  laboratorios  de 
Salud  Pública. 

(h)  Leishmaniosis  Cutánea  y visceral 

De  poca  incidencia  aquí.  Los  parásitos  en  el  tipo  cutáneo  se 
pueden  demostrar  en  un  laboratorio  de  rutina,  formando  un  frotis 
de  un  extremo  de  la  úlcera  extendiéndole  en  una  laminilla  fina- 
mente y tiñéndolo  con  Giemsa  o Wright’s. 

La  Leishmaniosis  visceral  o Kalazar  exige  que  el  paciente  se 
hospitalice,  ya  que  el  diagnóstico  requiere  estudios  de  laboratorios 
y biopsias  difíciles  de  realizar  con  métodos  de  rutina. 

III.  Resumen 

a.  El  diagnóstico  de  nuestras  enfermedades  tropicales  más 
comunes  es  fundamentalmente  un  diagnóstico  de  laboratorio  que 
bien  puede  realizarse  en  laboratorios  de  rutina,  en  el  Consultorio 
Médico. 
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b.  Que  siendo  la  mayoría  de  las  drogas  a usar  en  su  trata- 
miento tóxicas,  y el  curso  del  tratamiento  las  más  de  las  veces  pro- 
longado, exige  dicho  diagnóstico  la  mejor  impresión  clínica  confir- 
mada por  el  laboratorio. 

c.  Que  las  enfermedades  discutidas  en  esta  conferencia  por 
ser  las  más  frecuentes  e importantes  en  Puerto  Rico  han  sido  las 
siguientes:  Schistosomiasis,  Filariasis,  Malaria,  Parasitismo  Intes- 
tinal, Amebiasis,  Triquinosis  y Leishmaniosis  cutánea  y visceral, 
Ralazar,  éstas  dos  últimas  poco  frecuentes  aquí. 

d.  Que  las  técnicas  más  usadas  y descritas  en  libros  conoci- 
dos por  los  interesados  han  sido:  Gota  gruesa  y fina,  prefiriéndo- 
se el  método  de  teñir  de  Giemsa  a otros,  aunque  usando  también 
Wright’s  en  malaria  y bilharzia  — Zinc  Sulphate  Centrifugal 
Flotation  Technic”  y el  “Brine  Flotation  Method”  en  amebiasis. 
El  “Acid-Ether  Method”  y “Modified  Water  Centrifugal  Sedi- 
mentation Method”  en  Schistosomiasis. 
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EDITORIAL 


No  ha  dejado  de  ser  una  sorpresa  inexplicable  algunos  de  los 
cambios  efectuados  en  las  reglas  de  la  Ley  de  Personal  con  rela- 
ción a los  servicios  médicos.  Decimos  sorpresa,  porque  a pesar  de 
haberse  solicitado  los  puntos  de  vista  de  los  médicos,  estos  no  fue- 
ron tomados  en  consideración,  dando  la  impresión  de  que  el  lla- 
marlos a vista  pública  fué  una  mera  formalidad;  y porque  al  poner 
en  vigor  una  de  las  disposiciones  ya  decididas  de  antemano,  se  ha 
lesionado  de  manera  ruda,  el  espíritu  y la  filosofía  de  un  sistema 
de  servicio  civil  que  ha  existido  y ha  progresado  lentamente  por 
muchos  años.  El  paso  tomado  ha  sido  una  marcha  atrás,  que  para 
las  personas  adversamente  afectadas,  implica  comenzar  de  nue- 
vo donde  empezaron  en  su  juventud,  cuando  gozaban  del  entusias- 
mo y energías  de  sus  años  mozos.  Un  castigo  al  inexorable  e ine- 
vitable acontecimiento  de  envejecer.  “Por  tus  años”,  les  han  dicho, 
“tendrás  que  volver  atrás  e iniciar  la  ascensión  de  la  cuesta  de  la 
vida,  con  el  faldo  de  tus  debilidades  físicas,  y competir  en  iguales 
condiciones  con  la  vigorosa  juventud  que  se  apresta  a subir  por  la 
falda  de  sus  aspiraciones.”  Leve  inclinación  para  los  noveles  lle- 
nos de  optimismo,  es  la  subida ; pero  para  los  cansados  y agotados, 
viene  a ser  empinada  y difícil  roca. 

La  explicación  que  se  ha  dado  para  excusar  la  medida  nos  ha 
parecido  sencillamente  sencilla.  “No  se  está  clasificando  al  indivi- 
duo, sino  la  plaza”,  como  si  una  mente  despierta  no  pudiese  clasi- 
ficar una  plaza  sin  perjudicar  al  individuo  o peor  que  esto,  sin 
burlar  los  fines  altruistas  de  un  sistema  de  servicio  civil  que  ha 
tenido,  entre  otras,  por  meta,  la  eliminación  de  prejuicios  contra  el 
individuo.  Francamente,  se  ha  usado  una  expresión  que  describe 
gráficamente  las  intenciones  que  tuvieron  para  establecer  la  reor- 
ganización. Se  ha  dicho  que  se  intenta  re-mozar  el  sistema.  Re- 
mozar, substituyendo  por  jóvenes.  Estaría  esto  bien  si  al  llevarse 
a cabo  la  substitución,  el  substituido  quedase  protegido  en  su  tran- 
quilidad espiritual  y económica.  Pero  la  única  protección  que  se 
gana  en  un  sistema  de  servicio  civil  es  aquella  que  se  deriva  de  los 
méritos  adquiridos  por  los  años  y por  la  bondad  de  los  servicios 
prestados.  Cuando  a uno  que  ha  servido  muchos  años  se  le  equi- 
para al  recién  llegado,  se  le  está  ofreciendo  una  gran  risotada  al 
sistema  de  servicio  civil.  Posiblemente,  no  ha  habido  la  intención 
de  perjudicar  a nadie  individualmente,  pero  sí  hubo  la  determina- 
ción de  no  atender  razones,  y esto  da  motivo  hasta  para  que  se 
dude  de  las  buenas  intenciones  generales  de  la  llamada  reorgani- 
zación. 

Otra  injustificable  decisión  fué  la  que  concierne  a las  prohibi- 
ciones que  implican  la  aceptación  de  una  plazla  de  tiempo  completo. 
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De  la  excepción  se  ha  querido  hacer  la  regla.  Es  natural  que  en 
aquellos  cargos,  altamente  retribuidos  y que  conllevan  funciones 
serias,  directrices  y administrativas,  sus  incumbentes  se  abstengan 
de  la  práctica  fuera  de  las  horas  oficiales.  Así  es  porque  los  que 
ocupan  estos  cargos  son  especialistas  en  labores  de  salud  pública, 
que  no  interesan  practicar,  mas  bien  que  por  razones  morales.  El 
empleado  inmoral  lo  será  lo  mismo  en  un  cargo  alto  que  en  uno 
liajo,  y persistirá  siéndolo  a pesar  de  cuantas  prohibiciones  se  le 
haga.  Por  eso  es  inmoral,  porque  violenta  toda  regla.  ¿Qué  de  ma- 
lo hay  en  que  el  Oficial  médico  dedique  algunas  horas  al  día  a la 
práctica  privada  de  la  medicina? 

Se  ha  dicho  que  razones  de  moral,  de  salud  y de  autoridad. 

La  de  moral,  como  dijimos,  queda  descartada,  porque  la  moral 
no  reside  en  el  cargo  sino  en  el  individuo  que  lo  ejerce,  y una  vez 
quiera  manifestarse,  no  hay  prohibiciones  que  lo  impidan.  El  re- 
medio está  en  no  tolerarlo. 

En  cuanto  a las  de  salud,  no  es  discutible  que  la  vida  seden- 
taria, tranquila  y satisfecha  sea  de  mejor  provecho  que  una  de  ac- 
tividad y producción ; la  mensura  debe  ser  del  libre  albedrío  de  quien 
quiera  someterse  al  régimen,  cuando  menos  donde  creemos  respi- 
rar una  atmósfera  democrática.  ¿Qué  sería  del  país  si  se  dejase  en 
manos  de  los  apacibles?  ¿A  cuántos  de  nuestros  más  destacados 
dirigentes,  de  aplicarse  esta  regla  en  forma  general,  no  hubiéramos 
tenido  que  restringir  hace  tiempo?  ¿Quiénes  los  iban  a substituir, 
los  apacibles? 

De  los  médicos,  no  se  puede  decir  que  pertenecen  a la  clase 
de  los  tranquilos  y reposados.  Su  entrenamiento  y responsabilida- 
des les  infunde  una  natural  actividad  y deseo  de  producir  y en  ello 
hallan  la  salud. 

Se  dice  que  pierden  autoridad  los  oficiales  que  practican  pri- 
vadamente, porque  no  se  atreverían  a actuar  en  determinados  ca- 
sos. Así  es  en  el  de  poco  carácter,  pero  no  porque  es  Oficial  médico, 
sino  por  su  debilidad  de  carácter,  cosa  que  tampoco  debe  tolerarse. 

Sabemos  que  hay  autoridades  que  afirman  y sostienen  aparen- 
temente con  buenas  razones,  que  a un  Oficial  médico  de  salud,  no 
se  le  debe  permitir  el  ejercicio  privado  de  la  medicina;  pero  esas 
afirmaciones  rotundas  no  tienen  otra  razón  que  tratar  de  sostener 
la  vieja  idea  de  que  todavía  el  Oficial  de  Salud  Pública  debe  seguir 
.siendo  el  policía  sanitario,  el  implacable  velador  y denunciador  de 
las  violaciones  a las  reglas  sanitarias.  Si  esas  fueran  sus  únicas 
funciones  y se  quisiere  restringir  a hacer  cumplir  el  reglamento  sa- 
nitario, quizás  podría  admitirse  este  razonamiento,  pero  resulta 
que  el  Oficial  médico  de  hoy  es  un  señor  médico  igual  que  los  de- 
más, al  menos  la  mayoría  de  ellos,  los  que  no  se  han  especializado 
profundamente  en  estadísticas  y en  problemas  de  salud  pública 


EDITORIAL 


5l¡2 

g'lobales,  y por  lo  tanto,  ven  en  los  {)roblemas  de  salud,  uno,  tanto 
de  la  comunidad  como  del  individiu)  con  quien  tiene  que  alternar, 
discutir  y tratar  de  resolverlo.  Tratar  de  resolver  ese  problema  de 
salud  ejerciendo  solamente  sus  funciones  policiacas,  sólo  le  trae 
inconvenientes,  desazones  y fracasos.  El  Oficial  de  salud  actual, 
es  más  médico  que  policía  y sólo  ejerce  sus  funciones  como  tal  po- 
licía, cuando  su  juicio  de  médico,  no  de  guardián,  le  indican  que 
debe  actuar  con  la  necesaria  firmeza.  El  Oficial  médico  ha  de  con- 
' ivir  con  el  pueblo,  enterarse  de  sus  preocupaciones,  de  sus  nece- 
sidades y de  los  miodios  con  que  cuenta  para  resolverlos,  y para  dio 
debe  practicar  la  medicina.  El  médico  a quien  se  restiinge  a un 
horario  fijo  terminará  por  ser  un  médico  de  escritorio,  que  se  -em- 
botará en  el  cumplimiento  de  una  perenne  rutina  diaria.  Habiá 
excepciones:  los  que  se  revelen  al  encajonamiento  oficial. 

No  está  demás  nombrar  una  experiencia  reciente;  el  brote  de 
rabia  que  últimamente  ha  aparecido  en  la  Isla.  Este  brote  de  tan 
peligrosa  enfermedad,  fué  descubierto,  entendemos,  por  dos  com- 
petentes oficiales  médicos  de  salud.  La  historia  de  este  brote  de 
hidrofobia  es  muy  ilustrativa.  Los  médicos  hacen  las  diligencias 
imopias  del  caso,  pero  las  pruebas  que  se  hacen  dan  un  resultado 
negativo.  Los  médicos,  sin  embargo,  no  están  conformes  con  este 
resultado  y repiten  las  pruebas;  y mientras  tanto  someten  a las 
personas  mordidas  al  tratamiento  indicado;  se  les  inmuniza  mien- 
tras se  espera  el  resultado  de  la  segunda  prueba.  Esta  fué  positiva. 
De  haberse  conformado  los  médicos  con  el  resultado  primero,  las 
personas  mordidas  hubiesen  perecido  de  rabia.  ¿Quién  las  salvó? 
La  experiencia  de  médicos  versados;  hombres  curtidos  no  sólo  en 
los  problemas  de  salud,  sino  también  en  los  de  la  práctica  privada. 
Su  agudeza  profesional,  adquirida  con  el  contacto  general  que  da  la 
práctica  privada,  los  hizo  ver  más  ligero  que  el  mismo  laboratorio. 
El  laboratorio  ayudó  a confirmar  su  diagnóstico  clínico. 

Ese  tipo  de  Oficial  médico  es  el  que  se  debe  estimular;  hom- 
bres que  cumplan  sus  deberes  oficiales  y que  tengan  a orgullo  su- 
perarse por  encima  de  esos  deberes.  Restringiéndoles  su  libertad 
profesional,  podrán  descansar,  podrán  vigilar  mejor  las  menuden- 
cias reglamentarias,  pero  nunca  se  les  hará  mejores  oficiales  de 
salud. 

Es  sabido  que  en  algunos  estados  de  la  Unión  Americana,  se 
les  permite  a los  médicos  con  cargos  en  el  gobierno  ejercer  ciertas 
horas  privadamente.  No  vemos  razón  alguna  para  que  en  nuestro 
país,  donde  se  afirma  hay  necesidad  de  más  servicios  médicos  y 
donde  seguramente  se  agudizará  esta  falta  con  la  llamada  de  mé- 
dicos al  servicio  militar,  se  tenga  que  hacer  prohibiciones  tan  drás- 
ticas, Es  aconsejable  la  revisión  de  tales  prohibiciones. 
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CARTA  MENSUAL  DEL  PRESIDENTE 

Vamos  a transcribir  a continuación  algunos  de  I03  asuntos  tratados  por  el 
presidente  de  la  Asociación  Médica,  doctor  A.  Oliveras-Guerra,  en  su  carta 
mensual  dirigida  a la  matrícula  el  día  31  de  agosto  ppdo. : 

Llamada  de  Médicos  a Servicio  Militar 

Nuestra  carta,  especial  a los  médicos  sobre  este  asunto,  fué  prontamente 
seguida  por  una  llamada  a los  médicos  en  la  Reserva.  Diez  compañeros  han 
acudido  ya  a prestar  servicios  en  las  fuerzas  arma-das,  y al  igual  que  en  las 
guerras  anteriores,  estamos  seguros  que  sabrán  cumplir  con  sus  obligaciones 
profesionales,  y les  deseamos  a todos  la  mejor  de  la  suerte. 

Deseamos  aprovechar  esta-  oportunidad  para  traer  a conocimiento  de  la 
matrícula  de  la  Asociación  Médica  la  carta  que  nos  ha  enviado  el  Coronel 
Coates  en  relación  con  la  nueva  llamada-  al  Ejército: 

“Dear  Dr.  Oliveras-Guerra: 

“As  you  no  doubt  know,  induction  has  already  started  here  in  Puerto 
Rico,  and  selectees  are  being  processed  through  the  Induction  Station 
setup  at  Port  Buchanan.  The  Physical  Examining  Section  is  one  of  the 
most  important  parts  of  the  induction  processing. 

“In  the  course  of  processing  men  through  the  Physical  Examining  Section, 
we  are  receiving  certificates  from  civilian  doctors  in  Puerto  Rico  who  are 
alledgedly  familiar  with  physical  defects  and  medical  conditions  which 
may  disqualify  many  men  for  service  in  the  Armed  Forces.  In  order 
that  the  Physical  Examining  Board  may  carefully  evaluate  these  certi- 
ficates, as  well  as  the  physical  condition  of  the  selectee,  I would  ap- 
preciate a list  of  all  doctors  who  are  members  and  in  good  standing  in 
the  Puerto  Rico  Medical  Association  be  sent  to  me  at  your  earliest 
convenience.  I would  also  very  much  appreciate  it,  if  the  occasion  arises, 
if  you  will  familiarize  all  the  doctors  of  the  Association  with  the  problem 
and  ask  them  to  lend  us  their  assistance  in  giving  medica-l  certificates 
or  letters  to  bonified  cases  only. 

“Your  cooperation  in  this  matter  will  aid  the  Medical  Examining  Board 
in  selecting  only  those  who  are  physically  fit  tor  duty  with  the  Armed 
Forces. 

Very  truly  yours, 

(Sgnd.)  John  B.  Coates,  Jr. 

’ Colonel,  M.C. 

Commanding 


Ampliación  del  Edificio 

Próximamente  daremos  comienzo  al  nuevo  plan  de  mejoras  al  edificio  de 
de  nuestra  Asociación,  el  cual  consiste,  según  los  planos  preparados  a solicitud 
del  Comité  de  Edificio,  que  preside  el  doctor  Mario  Juliá,  en  cubrir  las  terra- 
zr-3,  habilitando  así  tres  salones  adicionales  que  podrán  dedicarse  para  fines 
variados. 
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El  mejor  presupuesto  sometido  a la  eonsideración  de  la  Junta  de  Directores 
arroja  un  cálculo  de  eproximr.damente  $12,000  para  la  nueva  obra. 

Aquellos  compañeros  que  no  pudieron  contribuir  para  la  construcción  del 
edificio  o para  las  distintas  ampliaciones  y mejoras  de  que  ha  sido  objeto  en 
loi  últimos  años,  tienen  ahora  una  excelente  oportunidad  para  demostrar  sus 
buenos  propósitos  hacia  nuestra  colectividad.  Cordialmente  invitamos  a todos 
los  miemhros  de  la  matrícula  a enviarnos  sus  donativos  para  ampliar  las  fa- 
cilidades de  nuestro  domicilio  social. 

Servicios  (le  Disnensario  (le  la  Cruz  A.zul 

La  Cruz  Azul  de  Puerto  Rico,  como  una  ampliación  a los  servicios  de  hos- 
pitaLzación,  ha  decidido  ofrecer  a sus  socios  un  servicio  médico  ele  dispensario. 
Para  el  huen  éxito  ele  este  nuevo  plan  cuenta  con  la  cooperación  ele  la  clase 
mc.licD,  y oportunamente  enviará  información  a los  médicos  sobre  la  instru- 
mentación ele  estos  servicios. 

Se  ros  ha  informado  que  para  poder  prestar  los  servicios  de  dispensario, 
los  médicos  se  verán  precisados  a agruparse,  de  modo  que  los  grupos  estén 
en  condiciones  de  poder  ofrecer  todos  los  servicios. 

En  Puerto  Rico  son  pocas  las  agrupaciones  de  médicos  que  están  actual- 
mente así  organizados,  y sería  conveniente  para  aquellos  que  estén  interesados 
en  prestar  servicios  de  dispensario  a la  Cruz  Azul,  que  se  agrupen  con  tales 
fines.  No  sería,  entendemos,  necesario  que  estos  médicos  se  organicen  en  una 
oficina  o en  el  mismo  local.  Se  pueden  organizar  de  modo  que  se  dividan  el 
t;  abajo  de  acuerdo  con  la  especialidad  que  cada  uno  practique.  Esto  es,  podrá 
hacer  cierto  trabajo  en  una  oficina,  y luego  referirse  el  enfermo  a otro  mé- 
dico para  ser  tratado  o investigado  en  su  especialidad.  Es  necesario,  sin  em- 
bargo, que  la  Cruz  Azul  sepa  de  esta-3  agrupaciones  y que  las  mismas  reúnan 
los  requisitos  por  ésta  establecidos.  Cualquier  médico  o grupo  de  médicos  in- 
teresados, puede  solicitar  información  adicional  de  la  Cruz  Azul. 

Scf/iíro  contra  Malpractice 

Deseamos  traer  a consideración  de  nuestra-  matrícula  la  siguiente  oferta 
de  seguro  contra  ‘malpractice’  hecha  a nuestra  Asociación  por  conducto  del 
comité  que  entiende  en  estos  asuntos,  y el  cual  preside  el  doctor  Héctor  A. 
Bladuell.  Hasta  la  fecha  ésta  es  la  proposición  más  ventajosa  recibida  por  el 
Comité: 

‘ We  are  pleased  to  advice  that  we  have  been  successful  in  obtaining  the 
following  rates  for  Malpractice  insurance  based  on  the  basic  limits  of 
$5,000/15,000: 


For  doctors,  general  practitioners,  including  Minor  Surgery $25.00 

For  surgeons,  specializing  in  Major  Surgery 31.25 

For  radiologists  - 50.00 


The  Basic  Limits  may  be  increased.  For  example,  to  increase  the  Limits 
to  $20,000/40,000,  a 45%  additional  premium  would  be  required.  • 

If  any  of  your  colleagues  are  interested  in  obtaining  this  insurance,  we 
suggest  that  they  ccmmunicate  with  us. 


Very  truly  yours, 

John  Bradley,  Inc. 
P.  O.  Box  4812 
San  Juan  24,  P.  R. 
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Recordatorio 

Deseamos  traer  a conocimiento  de  nuestros  compañeros  varios  asuntos  que 
consideramos  de  interés  general,  y los  cuales  deben  anotar  en  sus  records 
para  la  acción  correspondiente: 

1.  La  fecha  para  someter  al  Tribunal  Examinador  de  Médicos  su  licencia 
de  médico  para  nuevo  registro  vence  el  día  10  de  octubre  próximo.  Si 
lo  desea,  puede  enviar  su  licencia  a nuestro  Secretario  Ejecutivo,  quien 
se  ocupará  de  gestionar  su  inscripción. 

2.  Los  miembros  y fellows  de  la.  Asociación  Médica  Americana  deben  sa- 
tisfacer una  cuota  de  $25.00.  Extienda  su  cheque  o giro  postal  a favor 
de  la  American  Medical  Association  y envíelo  por  conducto  de  nuestra 
Asociación. 

3.  El  pÉ'óximo  curso  postgraduado  estará  a cargo  del  doctor  John  B.  Stan- 
bury  del  Massachusetts  General  Hospital,  y se  celebrará  durante  la 
semana  de  octubre  16. 

NOTICIAS  DEL  EXTERIOR 


Madrid 


Durante  todo  el  mes  de  noviembre  próximo  se  llevará  a efecto  en  el 
Hospital  Provincial  de  Madrid  el  Tercer  Curso  Médico  Quirúrgico  de  Patología 
del  Aparato  Digestivo,  bajo  la  dirección  de  los  doctores  C.  Jiménez  Díaz,  C. 
González  Bueno  y H.  G.  Mogena,  todos  de  la  Facultad  de  Medicina  de  Madrid. 

Las  conferencias  teóricas  tendrán  lugar  a las  4:30  de  la  tarde  en  el  Aula 
de  los  Servicios,  y serán  dictadas  de  conformidad  con  el  siguiente  programa: 


Nov.  2 Patología  no  cancerosa  del  esófago.  Su  diagnóstico  y trata- 
miento, Dr.  E.  Alonso  Ferrer 

Nov.  2 Cáncer  del  esófago:  el  problema  diagnóstico  y terapéutico, 
Dr.  .1.  Puig  Leal 

Nov.  3 Alteraciones  funcionales  e inflamatorias  del  estómago,  Dr.  E. 
Roda  Pérez 

Nov.  4 Etiopatogenia  de  la  úlcera  gastroduodenal:  asociaciones  y an- 
tagonismos, Dr.  E.  López  García 

Nov.  6 Actuales  posibilidades  para  un  diagnóstico  precoz  del  cáncer 
gástrico,  Dr.  A.  Romero  Alcázar. 

Nov.  7 Las  repercusiones  generales  de  las  enfermedades  del  estómago, 
Dr.  J.  C.  Oya  Salgueiro 

Nov.  8 Fisiopatologia  y sistemática  de  las  diarreas,  Dr.  C.  Marina  Fiol 

Nov.  9 Enteritis  y esteatorreas,  Dr.  J.  M.  Romero  Orbegozo 

Nov.  10  Tuberculosis  intestinal  y peritoneal.  Diagnóstico  y tratamiento, 
Dr.  L.  Lorent  í'ernández 

Nov.  II  Las  formas  clínicas  y las  indicaciones  terapéuticas  en  la  apen- 
dicitis  aguda,  Dr.  V.  Gilsanz  García 

La  patología  de  la  fosa  iliaca  derecha,  Dr.  P.  de  la  Barreda 
Espinosa 

Nov.  13  Rases  fisiopatológicas  para  el  tratamiento  de  las  estenosis  y 
oclusiones  del  intestino,  Dr.  H.  G.  Mogena 

Nov.  14  Colitis  ulcerosas,  Dr.  P.  de  la  Viesca  García 

Cáncer  del  colon  y rectosigmoideo.  Su  diagnóstico.  Resultados 
del  tratamiento  quirúrgico,  Dr,  M.  Hidalgo  Huerta. 
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Nov.  15 

Nov.  16 
Nov.  17 

Nov.  18 

Nov.  20 

Nov.  21 

Nov.  22 

Nov.  23 

Nov.  24 

Nov.  25 
Nov.  27 
Nov.  28 
Nov.  29 


Colcristopatids:  sv  evolución,  bases  de  su  diaf/nóstico  e indica- 
ciones de  su  tratamiento.  Dr.  J.  M.  Palacios  Mateos 
Diannóstieo  diferencial  de  las  ictericias,  Dr.  F.  Lahoz  Navarro 
Hepatitis  anuda:  patoí/enia,  diapnóstieo  y tratamiento,  Dr.  A. 
Merchante  Iglesias. 

Los  factores  etiopatoycnicos  y formas  clínicas  de  las  cirrosis 
hepáticas,  Dr.  .1.  Perianes  Carro. 

Realidades  y horizontes  del  tratamiento  de  las  cirrosis  hepá- 
ticas, Dr.  J.  Parra  Lázaro 

Formas  anictcricas  de  las  heputopatias.  Cuadros  clinicos  y su 
diaf/nóstico,  Dr.  E.  Losada  Trulock 

Rases  clinicas  y de  la  erploración  funcional  para  el  diagnósti- 
co de  las  enfermedades  pancreáticas,  Dr.  J.  L.  Rodríguez  Miñón. 
Las  esplenomegalias  en  los  síndromes  digestiros,  Dr.  M.  Fer- 
nández Criado  Pérez 

Cuadros  clínicos  derivados  de  malformaciones  y anormalida- 
des de  posición,  congenitas  o adquiridas,  del  aparato  digestivo, 
Dr.  D.  Centenera  Fondón 

El  problema  de  la  alergia  general  en  la  enfermedad  digestiva, 
Dr.  J.  M.  Segovia  de  Arana 

Aparato  digestivo  y estructura  de  la  personalidad,  Dr.  ,1.  Rof 
Carballo 

Abdomen  agudo:  su  diagnóstico  diferencial  e indicaciones  te- 
rapéuticas, Dr.  C.  González  Bueno 

La  acción  patogénica  de  la  enfermedad  intestinal.  Revisión 
de  la  doctrina  de  la  autointoxicación,  Dr.  C.  Jiménez  Díaz 


Además  de  este  curso  se  celebrarán  seminarios  clínicos,  durante  los  cuales 
presentarán  enfermos  para  tratar  de  los  principales  problemas  diagnósticos, 
clínicos  y terapéuticos  de  la-3  enfermedades  del  Aparato  digestivo;  Lecciones 
prácticas  de  exploración  radiológica,  a cargo  de  los  doctores  C.  Albert  Aceituno, 
J.  Fernández  Pleyán,  L.  Lara  Roldán  y A.  Pérez  Gómez;  Lecciones  prácticas 
de  endoscopia,  por  los  doctores  M.  Asín  Gravín,  L.  Gándara  Mazpule  y P.  de  la 
Viesca  García;  y Lecciones  prácticas  de  Laboratorio  Clínico. 

Indicaciones  Generales:  Este  Curso  comenzará  el  día  2 de  noviembre  del 
año  en  curso,  terminando  el  30  del  mismo  mes.  Local:  Hospital  Provincial  de 
Madrid  (Santa  Isabel,  52).  Aula  de  los  Servicios  de  los  Profs.  C.  Jiménez  Díaz 
y C.  González  Bueno.  Los  señores  cursillistas  tendrán  reservada  en  la  misma 
una.  butaca,  tanto  para  las  lecciones  teóricas  como  para  las  conferencias.  Para 
las  prácticas  de  seminario,  sólo  será  permitida  la  entrada  a los  señores  cur- 
sillistas. Número  de  Cursillistas:  Cuarenta,  admitiéndose  las  inscripciones  por 
riguroso  turno  de  recibo  de  las  peticiones.  De  este  número  quedan  reservadas 
diez  plazas  para  los  colegas  hispanoamericanos  y portugueses. 

Plazo  de  Inscripciém : Del  15  de  septiembre  al  15  de  octubre  del  año  actual, 
ambos  inclusive.  Este  plazo  de  inscripción  será  improrrogable.  Normas  para  la 
Inscripción:  Las  solicitudes  deben  dirigirse  a las  siguientes  señas;  Secretaría 
particular  del  doctor  C.  González  Bueno,  calle  de  Villanueva,  núm.  10,  Madrid, 
con  la  cuota  correspondiente,  e inmediatamente  se  enviará  recibo  justificante 
de  haberse  recibido  dicha  petición  y cuota,  que  acreditará  como  cursillista  ins- 
crito en  el  Curso.  Una  vez  cubierto  el  cupo,  las  peticiones  que  se  reciban  serán 
devueltas,  así  como  los  derechos  de  inscripción. 

Honorarios  de  la  Matricula:  Mil  quinientas  pesetas. 


Pet  Milk  Helps  in 
Your  Fight 
Against  Disease 

What  is  more  important  to 
the  newborn  infant  than 
clean,  safe  food?  Is  not  this 
your  first  concern  when 
choosing  a milk  for  your 
infant  patients? 

When  you  use  Pet  Evaporated 
Milk  for  infant  formula,  you 
are  assured  of  a completely 
safe  formula,  as  if  there  were 
no  germs  of  disease  in  the 
world.  Pet  Milk  is  heat-steri- 
lized in  its  sealed  container, 
protected  permanently  from 
any  source  of  contamination 
prior  to  actual  consumption. 

You  are  assured,  too,  that 
safe  Pet  Milk  retains  all  of  the 
food  values  that  the  best  of 
milk  can  be  depended  upon  to 
supply,  and  that  these  food 
values  are  uniform  wherever 
and  whenever  Pet  Milk 
is  purchased. 

Try  Pet  Milk  for  the  babies 
in  your  care!  Let  this 
safe  low-cost  milk  help  you 
in  your  continuous  fight 
against  disease. 


PET  MILK  COMPANY,  1472-1  Arcade  Building,  St.  Louis  1,  Missouri 

Distribuidores:  B.  FERNANDEZ  & HNOS.,  SUCRS. 

P.  0.  Box  3629  - San  Juan,  P.  R. 


terapia  antibíótíca  local  eficaz 
sin  reacción  tóxica  o alérgica 

en  infecciones  bucofaríngeas  pastillas  de  tirotricina  y propesina 


y 

He  aquf  las  venta¡as  que  poseen  las  Pastillas  Lozílle: 
de  propesina  y tirotricina,  de  los  Laboratorios  White 

ACCION  BACTERICIDA  LOCAL  RAPIDA  Y EFICAZ  . . . 

en  gran  número  de  infecciones  grampositivas  bucolarín 
geas,  que  son  tan  frecuentes  hoy  día. 

INOCUAS . . . 

En  contraste  con  la  penicilina  de  uso  local,  la  tirotricini 
no  da  lugar  a reacciones  inflamatorias  o de  la  sensibilidad 
La  tirotricina  es  atóxica  localmente  y los  jugos  gástrico 
la  hacen  inactiva  en  el  estómago,  con  lo  que  se  evitai 
posibles  efectos  secundarios  sistemáticos. 

ANALGESIA  LOCAL  RAPIDA  Y PROLONGADA . . . 

La  propesina  (no  tóxica,  no  irritante)  que  contienei 
proporciona  alivio  inmediato  al  dolor  y la  irritaciói 
locales,  y una  analgesia  local  más  prolongada  que  la  benzo 
caína  sin  efecto  notable  en  la  sensibilidad  del  paladar. 

Medicos  y dentistas  las  recomiendan  como  anal 
gésico  y bactericida  para  la  boca  y la  garganta 

pastillas  lozilles 

White  Laboratories,  Inc.,  Newark  7,  N.  J.,  E.  U.A.  • Fabricantes  de  Productos  Farmacéutico 

Distribuidores:  FRANCISCO  N.  CASTAGNET 
San  Juan,  Puerto  Rico 
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. . . estrogen 
preferred  by  us  is 
Tremarin,’  a mixture 
of  conjugated  estrogens, 
the  principal  one 
of  which  is 
estrone  sulfate.” 

Hamblen,  E.C.: North  Carolina  M.J.7:533  (Oct)  1946. 


In  treating  the  menopausal  syndrome 
with  “Premarin”  Perloff*  reports  that 
“Ninety-five  and  eight  tenths  per  cent 
of  patients  treated  with  3.75  mg. 
or  less  daily  obtained  complete  relief 
of  symptoms”;  also,  “General  tonic 
effects  were  noteworthy  and  the  greatest 
percentage  of  patients  who  expr.ssed 
clear-cut  preferences  for  any  drug 
designated  ‘Premarin!” 

Thus,  the  sense  of  “well-being” 
usually  imparted  represents  a “plus”  in 
“Premarin”  therapy  which  not  only 
gratifies  the  patient  but  is  conducive  to 
a highly  satisfactory  patient-doctor 
relationship. 

Four  potencies  of  “Premarin” 
permit  flexibility  of  dosage:  2.5  mg., 
1.25  mg.,  0.625  mg.  and  0.3  mg.  tablets; 
also  in  liquid  form,  0.625  mg.  in 
each  4 cc.  (1  teaspoonful) . 

*Perlofi',  W.  H.:  Am.  J.  Obst.  A Gjoec.  58:684  (Oct.)  1949. 


While  aodium  estrone  sulfate  is  the  principal  estrogen  in 
“Premarin”  other  equine  estrogens.. .estradiol,  equilin, 
equilenin,  hippulin...are  probably  also  present  in  varyinf; 
amounts  as  water-soluble  conjugates. 


Estrogenic  Substances  (water-soluble)  also  inown  as  Conjugated  Estrogens  (equine) 


Ayerst,  McKenna  & Harrison  Limited 
22  East  40th  Street,  New  'Vbrk  16,  N.  Y. 


Distribuidores  en  Puerto  Rico 
F.  PONT  FLORES  — San  Juan,  Puerto  Rico 


Facilita 
las  anestesias 


mediante 

induceion  rápida  . . . 
restablecimiento  pronto  y tranquilo  . . . 
• supresión  de  la  náusea  . . . 


Vinethene*  es  el  anestésico  inhalante  preferido  para  las  opera- 
ciones de  corta  duración,  para  la  inducción  previa  a la  anestesia  con  éter 
y como  complemento  del  protóxido  nitroso. 


Especialmente  indicado  en: 

REDUCCION  DE  FRACTURAS 
MANIPULACION  DE  ARTICULACIONES 
DILATACION  Y CURETAJE 
MIRINCOTOMIA 
CAMBIO  DE  APOSITOS 


Vinethene* 

(eTER  VINILICO  F.E.U.  MERCK  PARA  ANESTESIAS) 

Anestésico  inhalante  para  operaciones 
quirúrgicas  menores 


INCISIONES  Y DRENAJE  DE  ABSCESOS 
TONSILECTOMIA 


♦VINETHENE.  marca  de  fábrica  registrada, 
de  MERCK  & CO.,  Inc.,  del  éter  viiiilico 


EXTRACCIONES  DENTALES 


Folletos  a solicitud 

MERCK  (NORTH  AMERICA)  Inc. 

161  AVENUE  OF  THE  AMERICAS,  NEW  YORK  13.  N.  V.,  U.  S.  A. 
Sucesores  de  P,  W.  R.  Export  Corporation 


SUBSIDIARIA  DE 
EXPORTACION  DE 
MERCK  & CO.,  Isc, 
Fabriconivs  de 
Productos  Químicos 
RaUHa>  , N.  J.,  t'.  d A. 


Distribuidores — CESAR  CASTILLO,  INC.,  Calle  Tetuan  155,  San  Juan 


cereales,  la  harina  de 
avena  . . . ocupa  el  primer 
lugar  en  valor  nutritivo.” 


Primera  en  Vitamina  Bi  , . , 

Primera  en  Protema  . , . 

Primera  en  Hierro . . . 

Primera  en  Energía  Alimenticia . . . 

Eslos  son  hechos  reales.  Demostrados  a través  de  cuidadosas  prue- 
bas realizadas  en  los  grandes  laboratorios  de  investigaciones  sobre 
nutrición.  Por  supuesto,  no  son  hechos  nuevos.  Los  médicos  haa 
estado  muy  al  tanto  de  la  superioridad  de  la  Avena  Quaker  durante 
muchos  años. 

Sin  embargo,  como  la  importancia  de  los  desayunos  nutritivosi 
tanto  para  los  niños  como  para  los  adultos,  requiere  un  debido 
reconocimiento,  creemos  que  este  recordatorio  es  de  gran  provecho 
. . . toda  vez  que  reviviendo  estos  hechos,  pueden  servirles  de 
gran  utilidad  a Ud.  y a su  clientela. 

•Informe  por  el  Consejo  de  Alimentos  y Nutrición — “Foods  of  Plant 
Otifiin,  " The  Journal  of  the  American  Medical  Association,  Vol.  136, 

No.  16.  1043  - 1048,  Abrd  17,  1943. 

AVENA  QUAKER 

LA  MARAVILLA  ALIMENTICIA  DE  LA  NATURALEZA 
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0 refreshing, 
soothing 
(ollyrium 

FOR  OCULAR  IRRITATION 
DUE  TO  EYESTRAIN, 
OUST,  SMOKE  OR  GLARE 


Ocusol®  is  an  isotonic,  aqueous  solution  containing  boric  acid  U.S.  P.  1.1%, 
sodium  borate  U.S.P.  0.5%,  berberine  sulfate  0.01%,  distilled  extract  of 
witch  hazel  N.F.  2.6%,  camphor  U.S.P.  0.04%,  methylj>araben  U.S.P.  0.05%, 
rose  oil  0.01%,  glycerin  U.S.P.  1.3%,  NaCl  U.S.P.  0.38%  and  water  94.01%. 

Ocusol  is  harmless  to  the  eyes;  it  may  be  used  as  often  as  required.  Each 
package  contains  a sanitary,  plastic  eye  cup. 


THE  NORWICH  PHARMACAL  COMPANY 
Norwich,  New  York,  U.  S.  A. 


pUtribijjdores^CESAR  CASTILLO,  INC.,  Calla  Tatwen  155,  San  Juan 


Distribuidores:  FRANCISCO  N.  CASTAÜNET 

San  Juan,  Putrto  Rico 


Cremacal  provides  cooling,  analgesic 
relief  from  pain,  burning  and  pruritus. 
Its  greaseless,  water-miscible  base 
dries  promptly  to  form  a protective 
coating  over  the  irritated  area. 


Formula: 

Calamine 10% 

Glycerine 5% 

Benzocaine \% 

Phenol 0.5% 

Menthol 0.25% 

Special  water-miscible  base q.s. 


Flesh-tinted  with  inert  color- 
ing. Supplied  in  1-oz.  and 
2-02.  tubes. 


NUMOTIZINE,  Inc. 

900  N.  Franklin  St.,  Chicago  10,  III. 


nuevo  catalizador  del^híerro 
para  mejorar  la  hemogénesis  . 

El  Mol-iron  de  Juaits  es  un  complejo  estable  de  óxido  de 
molibdeno,  cuya  potencialidad  ferrosa  en  la  anemia  hipo- 
; crómica  ha  sido  comprobada  en  recientes  investigaciones.  En 
un  compuesto  (co-precipitado)  de  sulfato  ferroso,  ofrece 
^ estas  características. 

Aumento  hemoglobíníco.  Los  pacientes  que  toman  ta- 
bletas de  Mol-iron  experimentan  con  un  tratamiento  más 
; corto,  un  aumento  considerable  de  hemoglobina  por  término 
I medio. 

Mejor  tolerancia.  Con  este  nuevo  agente  hemopoyético 
; los  efectos  secundarios  gastrointestinales  son  mucho  menos 
1:1  frecuentes,  aun  en  pacientes  que  han  demostrado  intoleran- 
; ! cia  a otros  preparados  a base  de  hierro. 

Campo  clínico  más  extenso.  Es  más  eficaz  que  otros  pre- 
; parados  en  las  anemias  hipocrómicas,  cualquiera  que  sea  su 
y etiología,  en  las  hemorragias  crónicas  y en  las  deficiencias 
y nutritivas. 

; Ponga  a prueba  las  Tabletas  Mol-iron  en  los  casos  de  mayor 
i;  intolerancia  de  hierro.  Le  sorprenderán  sus  buenos  resultados. 


tabletas  ^Ql-IrQlj 


de  Juaits 


SULFATO  FERROSO  MOLIBDENICO 


White  Laboratories,  Inc.,  Newark  7,  N.  J.,  E.  U.A.  • Fabricantes  de  Productos  Farmacéuticos 

Distribuidores:  FRANCISCO  N.  CASTAGNET 

San  Juan,  Puerto  Rico 




A LOS  SEÑORES  MEDICOS 
DE  SAN  JUAN  Y SANTURCE 

Nos  permitimos  recordarles  que  en  caso  de  urgencia  los  señores 
médicos  que  necesiten  del  servicio  de  nuestras  farmacias  en  San  Juan 
o en  Santurce,  durante  las  altas  horas  de  la  noche,  pueden  llamar 
personalmente  a los  enca^rgados  de  dichas  farmacias,  al  teléfono, 
como  sigue: 

Para  servicios  en  San  Juan:  2-6544 

Para  servicios  en  Santurce:  2-7002  2-6831 

Los  señores  médicos  pueden  tener  la  seguridad  de  que  serán  in- 
mediatamente atendidos  en  dichos  casos  de  necesidad. 

No  se  atenderán,  sin  embargo,  llamadas  hechas  por  personas 
particulares  que  no  puedan  usar  el  debido  discernimiento  sobre  la 
urgencia  o necesidad  de  las  llamadas. 


FARMACIA  BLANCO,  INC. 

(San  Juan  — Santurce] 

/ 

/ 'v 

. . . toda  una  noche  de  sueño 

para  el  paciente  que  sufre  de . . . 

ASMA  BRONQUIAL  — FIEBRE  DE  HENO  — URTICARIA 

Los  síntomas  nocturnos  de  muchos  trastornos  alérgicos  se  controlan 

con  éxito  con: 

L U A S M I N 

CAPSULAS  y TABLETAS  CON  RECUBRIMIENTO  ENTERICO 
(para  acción  rápida)  (para  acción  retardada) 

Una  cápsula  de  LUASMIN,  administrada  cuando  se  requiera,  y suple- 
mentada  con  una  tableta  con  recul)rimiento  entérico,  hará  posil)le  que 
casi  cualquier  paciente  pueda  gozar  de  los  beneficios  de  toda  una  noche 
de  sueño,  reduciendo  así  a su  mínimo  la  tendencia  a que  recurran  los 
síntomas  el  día  siguiente. 

Cada  cápsula  o cada  tableta  con  recubrimiento  entérico  contiene: 

Acetato  sódico  de  teofilina  (3  granos)  192  mg. 

Sulfato  de  efedrina  {Vz  grano)  32  mg. 

Fenobarbital  sódico  iVz  grano)  32  mg. 

También  hay  cápsulas  y tabletas  de  media  fórmula  para  niños  o para 
adultos  cuyos  síntomas  sean  leves. 

Sírvase  solicitar  literatura  descriptiva  y muestras  profesionales. 

BREWER  & CO.,  Worcester,  Mass.,  EE.UU. 

(Químicos  Farmacéuticos  desde  1825 

^ 


AGOTAMIENTO 
OCASIONADO 
POR  FIEBRES 


Los  médicos  saben  que  duran* 
te  las  Fiebres,  el  peligro  está  en 
las  tortinas  que  entran  a la  corrien- 
te sanguínea.  Al  combatirlas,  los 
tejidos  se  debilitan  y el  cuerpo  r'e- 
quiere  una  urgente  nutrición  y es 
entonces  cuando  con  frecuencia  el 


De  venta  ert 
farmacias  y 
tiendas  de 
abarrotes 


paciente  se  encuentra  muy  débi' 
para  soportar  alimentos  sólidos, 

COMO  COMBATIRLO 
En  las  condiciones  anteriores, 
es  conveniente  un  alimento  alta- 
mente nutritivo  que  disminuya  el 
trabajo  del  aparato  digestivo. 
Muchos  médicos  recomiendan 
HORLICKS,  de  fácil  digestión, 
que  desde  el  primer  día  principia 
a reparar  los  tejidos...  da  una  nue- 
va vitalidad  y energía  y apresura 
el  restablecimiento  de  la  salud. 
Reg.  No.  1254  "A"  S.S.A.  Prop.  8-36 


Distribuidores:  FRANCISCO  N.  CASTAGNET 
San  Juan,  Puerto  Rico 


Cajergone  was  developed  primarily  for  the  relief  of  migraine  attack. 
It  is  uniformly  effective  ...  for  the  relief  of  vascular  headache  of  all  other 
types  ..."  (Hansel)' 


For  the  first  time,  clinical  studies  show  that  migraine 
and  other  vascular  headaches  can  be  aborted  with 
oral  medication. 

The  cause  of  migraine  is  still  obscure.  The  mechan- 
ism of  head  pain,  however,  is  known.  Head  pain  in 
migraine  and  related  disorders  is  produced  by  ab- 
normal dilatation  of  certain  cranial  arteries,  princi- 
pally branches  of  the  external  carotids.  Gastrointes- 
tinal upset  (especially  vomiting)  is  also  character- 
istic of  the  syndrome. 


Dosage:  Two  Cafergone  Tablets  at  first  sign  of 
impending  attack  and  additional  1-tab.  doses  (up 
to  6)  at  Vi  hour  intervals  as  required.  Reprints  of 
papers  and  brochures  available  for  data  on  dosage 
adjustment  and  other  particulars. 


Parrial  Bibliography  on  Cafergone 

1.  HANSEL,  F.:  Ann.  Allergy  6:  155  (Mar.)  1949. 

2.  FRIEDMAN,  A.  and  BRENNER,  C.:  Am.  Pract.  2;  467 
(Mar.)  1948. 

3.  HORTON,  B.,  RYAN,  R,,  and  REYNOLDS,  J.:  Proc.  Staff. 
Meet.,  Mayo  Clin.  23:  105  (Mar.  3)  1948. 

CHARLES,  C:  Postgrad.  Med.  7/  33  (Jan.)  1950. 
MOENCH,  L.:  Dis.  Nerv.  System  10:  143  (May)  1949. 
FRIEDMAN,  L,:  J.M.A,  Ala.  19:  137  (Nov.)  1949. 
RYAN.  R.:  J.  Missouri  M.A.  47:  107  (Feb.)  1950. 


Recently  attention  has  centered  on  the  development 
of  an  effective  oral  preparation.  Cafergone  (ergota- 
mine  tartrate  1 mg.;  caffeine  100  mg.)  resulted 
from  this  research.  The  vasoconstrictor  action  of 
ergotamine  is  well  known.  Caffeine  orally  aids  this 
effect.  As  a result,  simultaneous  administration  in 
Cafergone  tablets  reduces  the  oral  dosage  of  ergota- 
mine required  for  relief.®’  ® 


^ndoz 

J^harmaceuticals 


DIVISION  OF  SANDOZ  CHEMICAL  WORKS,  INC. 
68  CHARLTON  STREET.  NEW  YORK  14.  NEW  YORK 


PATTERNED  AFTER  HUMAN  MILK 


S-M-A,  ready  to  feed,  has  the  same  percentage  of  protein,  fat,  carbohydrate, 
and  ash  as  human  milk. 

Amino  Acids— Content  of  essential  amino  acids  equals  or  exceeds  the  average 
values  for  human  milk. 

Carbohydrate  is  lactose,  favoring  Correct  acidophilic  intestinal  flora. 

Fats— Index  of  unsaturated  fatty  acids  is  standardized  at  the  top  of  the  range 
found  in  human  milk. 


Vitamins  (including  vitansin  C)— S-M-A  equals  or  exceeds  human  milk  in 
content  of  all  vitamins  for  which  minimum  daily  requirements  are  established. 


Minerals— S-M-A  exceeds  values  of  human  milk  for  calcium, 
phosphorus,  and  iron.  Both  S-M  A and  human  milk  supply  an 
average  of  20  calories  per  ounce. 


S-M-A*  builds  husky  babies 


Distribuidores:  FRANCISCO  N.  CASTAGNET 
San  Juan,  Puerto  Rico 


Mullícelirin 


I*  AN  — VITAMINAS.  LILLY 


para 

las 

deficiencias 

polivitamínicas 

Las  deficiencias  vitamínicas  que  comúnmente  se  ob- 
servan en  la  práctica  clinica  son  múltiples.  Aunque 
las  deficiencias  monovitamínicas  pueden  ser  cla- 
ras, generalmente  se  bailan  asociadas  con  deficiencias  tisu- 
lares  de  otras  vitaminas  y agentes  nutritivos  que  no  son 
igualmente  evidentes. 

El  ‘Mu’ticebrin’  es  una  preparación  especialmente  útil 
cuando  el  paciente  no  puede  ingerir  una  dieta  adecuada 
o en  los  casos  en  que  no  se  puede  ejercer  vigilancia 
dietética  razonable. 


Eli  Lilly  Pan-American  Corporation 


Indianapolis  6,  Indiana,  E.  U.  A. 


EDICION  DEL  HOSPITAL  PRESBITERIANO 

VOLUMEN  XLII  NUMERO  10 


HARVARD  UNIVERSITY 
SCHODLS  OF  MEDICINE  AND  PUBLIC  HEALTH 

LIBRARY 

Boletín  de  la  Asociación 
Medica  de  Puerto  Rico 


ORGANO  OFICIAL 


PUBLICACION  MENSUAL 


OCTUBRE 
19  5 0 


Entered  as  second  class  matter,  January  21,  1931  at  the  Post  Office  at  San 
Juan,  Puerto  Rico,  under  the  act  of  August  24,  1912. 


Asamblea  Anual  — Diciembre  13-17,  1950 


BOI-ETIN  DE  LA  ASOCIACION  MEDICA  DE  PUERTO  RICO 


Organo  Oficiaí 


JUNTA  EDITORA 


Rafael  Rodríguez-Molina,  M.D. 
Presidente 


Ricardo  F.  Fernández,  M.D. 
Manuel  E.  Paniagua,  M.D. 
Rafael  Porrata  Doria,  M.D. 


Dwight  Santiago  Stevenson,  M.D 
Luis  Ortega.  M.D. 

Roberto  J.  Aguayo.  M.D. 


EDITORES  ASOCIADOS 

Rurico  S.  Díaz-Rivera,  M.D. 

Ramón  Lavandero,  M.D. 

Rafael  A.  Gil,  M.D. 

Juan  J.  Nogueras,  M.D. 

Ricardo  Cordero,  M.D. 

Ramón  Llobet.  Jr.,  M.D. 

Juan  Basora-Defilló,  M.D. 

Eli  S.  Rojas,  M.D. 

Luis  Alberto  Morales,  M.D. 

Luis  A.  Sanjurjo.  M.D. 

Jesús  M.  Rivera  Otero,  M.D. 
Manuel  Espinosa.  M.D. 

Guillermo  Arbona,  M.D. 

Carlos  E.  Muñoz  MacCormick,  M.D. 
J.  R.  González  Flores,  M.D. 

Félix  M.  Reyes,  M.D. 

Jaime  F.  Pou,  M.D. 

David  Rodríguez  Pérez,  M.D. 


OFICINA  ADMINISTRATIVA 

Edificio  de  la  Asociación  Médica  de  Puerto  Rico 
Apartado  de  Correos  3'866  - Santurce,  Puerto  Rico. 


VoL.  XLii  Octubre.  1950  No.  10 


Indice  de  Materias 

Página 


POLYPOSIS  AND  ADENOCARCINOMA  OF  RECTOSIGMOID 
MASKED  BY  AMEBIC  COLITIS  AND  A POSSIBLE  AMEBIC 

GRANULOMA  567 

Enrique  Koppisch,  M.D.,  Eugenio  M.  de  Hostos,  M.D.  and 
Eduardo  R.  Pons,  Jr.,  San  Juan,  P.  R. 

REPORT  OF  A CASE  OF  OVARIAN  STERILITY  TREATED 

SURGICALLY  580 

Jenaro  Suárez^  M.D.,  Santurce,  P.  R. 

ACUTE  PANCREATITIS  — DIAGNOSIS  AND  TREATMENT  584 

J.  R.  González-Giusti,  M.D.,  Santurce,  P.  R. 

FRACTURES  OF  THE  HIP  590 

Peter  E.  Sabatelle,  M.D.,  Santurce,  P.  R. 

A CASE  OF  SIMMOND’S  DISEASE 604 

Jenaro  Suárez,  M.D.  and  Maria  A.  Parés,  M.D.,  Santurce, 

P.  R. 

A SIMPLE  OPERATION  FOR  THE  CORRECTION  OF  CYSTO- 

CELES  608 

José  C.  Ferrer,  M.D.,  San  Juan,  P.  R. 

DESENVOLVIMIENTO  DEL  SERVICIO  DE  OTORRINOLARIN- 
GOLOGIA DEL  HOSPITAL  PRESBITERIANO  - 1939-1949  __  611 

J.  H.  Font,  M.D.,  San  Juan,  P.  R. 

STATISTICAL  REPORT  OF  THE  OBSTETRICAL  DEPART- 
MENT, PRESBYTERIAN  HOSPITAL,  SAN  JUAN,  P.  R., 

JULY,  1949— JUNE,  1950  615 

J,  B.  Kodesh,  M.D.,  Carmen  Alicia  Romero,  M.D.,  and  Lydia 
Pérez  Guardiola,  M.D.,  Santurce,  P.  R. 

EDITORIAL 622 

MEDICAL  STAFF,  PRESBYTERIAN  HOSPITAL  623 

SECCION  ADMINISTRATIVA  628 

LETTERS  TO  THE  EDITOR  632 

REVISTA  DE  LIBROS  637 


Entered  as  second  class  matter,  January  21,  1931  at  the  Post  Office  at  San 
Juan,  Puerto  Rico,  under  the  act  of  August  24,  1912. 


SuBCBirciÓN  AHUan;  |4.00 


the  eoiiveiiieiiee  of 


PRANONE 


iAnhydrohytlroty-itritgeslerone  L'.S.P.  Xlil) 


Packaging;  Pranone,  anhyuruhy' 
ciroxy-progesterone,  tablets  of  5 or 
10  nig.;  boxes  of  20,  40.  100  and  250 
tablets.  Also  tablets  of  25  mg.;  boxes 
of  20  and  100  tablets. 


oiv 


CORPORATION 


BLOOMFIELD,  NEW  Jí:RSEY 

IN  CANADA.  SCHERlf^  CORPORATION  LIMITED.  MONTREAL 


When  the  patient  cannot  visit  the  physician  at  sufliciently 
frequent  intervals  for  injections  of  Proluton*  (Schering’s 
Progesterone  U.S.P.  Xlll),  a useful  method  of  duplicating 
the  therapeutic  action  of  Proluton  is  the  oral  administra- 
tion of  Pranone*  (Schering’s  Anhydrohydroxy-progester- 
one  U.S.P.  xiii).  Pranone  Tablets  are  effective  in  spontan- 
eous abortion  (threatened  and  habitual),  in  functional 
uterine  bleeding,  in  dysmenorrhea  and  in  relieving  pre- 
menstrual tension. 

The  convenience  of  this  effective  oral  therapy  to  the 
patient  is  obvious.  Patients  who  arc  prone  to  abort  are 
frequently  recommended  to  keep  a supply  of  Pranone 
Tablets  for  immediate  use  at  the  earliest  signs  of  abortion. 


Doi»agc  equivalence:  Pranone  S nig.  orally  is  therapeu- 
tically equivalent  to  1 mg.  Prolcton  by  injection.  In  threat- 
ened abortion,  instead  of  Prolcton  5 to  10  mg.  daily. 
Pranone  Tablets  10  or  25  mg.  may  be  taken  three  to  five 
limes  daily  as  directed  by  the  physician. 


Distribuidores — CESAR  CASTILLO,  INC.,  Calle  Tetuan  155,  San  Juan 


Protein 
Hydrolysate 
for  Parenteral  Use 
of  Proved 
K Clinical  Value 
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1 . New  air  filler  as- 
sures sterility  of  ingo- 
ing air. 


j 

5 . Plaxtic  needle  adapt-  i 

er  .simplifies  problems  | 

of  venipuncture.  ] 


^.Plastic  dripmeter 
permits  ready  obser- 
vation of  rate  of  flow. 

3.  Tiihing  rnmpre.sxor 
effectively  regulates 
flow  of  solution. 

4.  Plastir  liilniig  per- 
mits eonslant  ob.serva- 
tion  of  infusion  fluid. 


6.  .\miset  eliminates 
the  cxpenxe  and  labor 
refiuired  to  clean  ordi- 
nary infusion  sets. 

7 . .\nii.sel  is  promplh/ 
available  and  saves  stor- 
age spare. 

8>  .\misel  is  .‘./eriVc  and 
jrec  Jrom  pgrogen. 


IVIEAD’S 


Mead  Johnson  & co. 

E VA  N f,  V I L L E 2 X , I N D.,  U.  S.  A. 


Amigen,  an  enzymic  digest  of  casein, 
contains  all  the  amino  acids  needed  for 
l)rotein  synthesis.  Supplied  in  solutions 
with  dextrose,  it  enables  the  physician  to 
provide  protein  nutrients  parenterally: 

1. When  tlie  patient  is  unable  to  take 
food  by  mouth — as  in  esopliaseal  stric- 
ture, carcinoma  of  the  esopliagus,  stom- 
ach or  colon,  intestinal  obstruction  or 
perforation,  diverticulitis,  pyloric  ste- 
nosis, severe  vomiting. 

2.  Wlien  complete  rest  of  the  alimen- 
tary tract  is  desired — as  in  generalized 
peritonitis,  gastroenteritis,  .severe  diar- 
rhea, bacillary  dysentery,  ulcerative  co- 
litis, convalescence  from  gastrointesti- 
nal surgery,  perforating  wounds  of  the 
abdomen,  typhoid  fever. 

3.  When  parenteral  .supplementation  of 
oral  food  intake  is  indicated — as  in  ad- 
vanced malnutrition,  severe  burns,  pre- 
operative preparation,  nephrosis,  ne- 
phritis, pancreatic  fibrosis,  lu'ematurity. 

We  will  he  jileased  to  sciul  the  AMIGEN 
Handbook  for  Pliysiciaiis  on  retjuest. 


. - \- 
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T.  M.  meo.  u *.  BAT.  orr. 


A practical  aid  in  the 
administration  of  Amigon  solwtions 


Sterile 

Cffkieht 

Convenient 


I*.  O.  Uox  3081  — San  Juan,  P.  R. 


La  rinitis  alérgica 
y el  catarro  común 

La  incidencia  de  la  rinitis  alérgica  está 
más  generalizada  de  lo  que  parece.  Los  sín- 
tomas nasales  atribuidos  en  muchos  casos 
al  catarro  común  son  en  realidad  debidos 
a la  rinitis  alérgica.'  En  gran  número  de 
casos  de  esta  índole,  el  Neo-Antergan* 
proporciona  pronto  y eficaz  alivio. 

En  ciertas  personas  las  manifestaciones 
de  rinitis  alérgica  que  no  son  de  impor- 
tancia pueden  agravarse  si  el  paciente 
sufre  a la  vez  un  catarro  corriente.  En  es- 
tos casos  el  Neo-Antergan  también  es 
eficaz,  porque  ayuda  a dominar  la  molesta 
congestión  nasal  debida  a la  alergia. 

El  Neo-Antergan  se  caracteriza  por  su  al- 
ta potencia  antihistamínica  y su  alto  coefi- 
ciente de  seguridad.  Puede  administrarse 
con  confianza  siempre  que  se  desee  una 
reacción  antihistamínica  eficaz  y segura. 


■'Neo-Antergan  es  la  marca  re- 
gistrada de  Merck  & Co.,  Inc, 
para  la  piranisamina. 

^(sMarfu  Registrada  ^ 


MALEATO  de  NEO-ANTERGAN^'  (Marca  del  Maléalo  de  Eirantsamina) 

(Maléalo  de  N-p-  metoxibencilo^N*,  N'-dimelilo-N  •a-piridiletilenediamina) 

MEKCK  (NORTH  AMERICA)  INC. 

161  AVENUE  OF  THE  AMERICAS.  NEW  YORK  13.  N.  Y..  U.  S.  A. 
Sucesores  de  P.  W.  R,  Export  Corporation 


SUBSIDIARIA  DE 
EXPORTACION  DE 
MERCK  & CO.,  INC. 
Fabricantes  de 
Productos  Químicos, 
Rahway,  N.  J.,  U.  S.  A* 


Distribuidores— CESAR  CASTILLO,  Inc.,  Calle  Tetuán  155,  San  Juan 


When 


encourage 

Palienl-Doclor  Cooperation 
Caleium  Therapy  is  Preserihed 

Mental  anxiety,  when  induced  by  aversion 
to  prescribed  therapy,  adds  to  the  patient's 
physical  distress.  Objection  to  calcium 
may  be  overcome  by  substituting  dosage ' 
in  more  agreeable  form.  CALCICAPS... 
an  easy-to-swallow,  capsule-shaped 
tablet . . . provide  suitable  supplement  for 
young  or  old,  where  diagnosis  reveals  a 
deficiency  in  calcium  and  phosphorus. 

Calciwafers  are  a pleasant  tasting 

wafer  containing  double  the  potency  of 
CALCICAPS. 


Calcicaps  with  Iron  are  especially 

suitable  in  pregnancy,  when  the  need  for 
calcium,  phosphorus  and  iron  increases. 

Calcicaps,  Calciwafers  and 

Calcicaps  with  Iron  contain  an  ade* 

quate  amount  of  VITAMIN  D essential 
for  calcium  absorption. 

CALCIWAFERS  Each  wafer  contains; 
Dicalcium  Phosphate  580  mg. 

Calcium  Gluconate  380  mg. 

Vitamin  D 750  USP  Units 

Boxes  of  50  and  250 
CALCICAPS  Each  Calcicap  contains: 
Dicalcium  Phosphate  290  mg. 

Calcium  Gluconate  190  mg. 

Vitamin  D 375  USP  Units 

Bóteles  of  100  and  500 

CALCICAPS  with  IKON  Each  Calcicap  with 
Iron  contains: 


Dicalcium  Phosphate 
Calcium  Gluconate 
Ferrous  Gluconate 
Vitamin  D 


290  mg. 

190  mg. 

64  mg. 

375  USP  Units 


Bottles  of  100  and  500 


Angeles,  California 


JOAíílJIN  IÍELENEEZ  SOLA,  INC. 
P.  O.  Bc  i 1188  — San  Juan,  P.  L. 


Lo  dejamos  a 
La  decisión  de 
ios  que  saben... 


En  cuanto  a recetarlo,  esto  lo  dejamos  en 
manos  de  los  que  saben  — es  decir  de  los 
señores  Médicos.  Lo  que  nosotros  hacemos 
es  elaborar  un  producto  de  tan  buena  cali- 
dad, que  al  necesitarse  un  alimento  especial 
de  esta  índole,  el  Doctor  gustosamente  re- 
cetará Hemo  Borden’s. 


Porque  Hemo  es  un  bebida  alimenticia  sana, 
fortiñcada  con  cantidades  apreciables  de 
vitaminas  y minerales.  Además  Hemo  tiene 
un  delicioso  sabor  a chocolate.  Hemo  se 
anuncia  a base  de  lo  que  realmente  es— un 
exquisito  complemento  alimenticio— tomado 
caliente  o frío. 


NOTA:  La  Tabla  que  pretentamet  al  pie,  muestra  de  una  manera  tiara  y fácil  el  contenido  vitamínico  y 
de  minerales  de  Hemo  comparado  con  los  requerimientos  mínimos  diarios  del  adulto,  de  dichos  elementoi. 


’■m 


HEMO  COMPARADO  CON  LAS  NECESIDADES 
MINIMAS  DIARIAS  DEL  ADULTO 


Requerimientos 
Mínimos  Diarios 
de  los  Adultos* 


1 1/3  onzas  ó 38 
gramos  de  Hemo  en 
polvo  (2  porciones) 


2 porciones  de  Hemo 
en  2 vasos  de  a 8 onzat 
(240  c.c.)  de  lecho 


Vitamina  A 
Vitamina  Bi 
Vitamina  62(0) 
Vitamina  D 
Niacinamida 
Hierro 
Calcio 
Fósforo 


4000  Unid.  Int. 
333  Unid.  Int. 

2 miligramos 

400  Unid.  Int. 

* * 

10  miligramos 
750  miligramos 
750  miligramos 


4000 

333 

2 

400 

10  mgms. 
14.7 
376 
288 


*Según  han  sido  establecidos  por  el  Administrador  Federal  de  Seguri- 
dad bajo  la  autoridad  de  la  Ley  Federal  de  Alimentos  y Drogas  de 
los  Estados  Unidos. 

**Los  requerimientos  mínimos  diarios  del  adulto  aun  no  definitiva- 
mente  establecidos. 


Hemo 


ELABORADO  POR  IOS  FABRICANTES  DE  KLIM 


Envasado  en 
latas  de  I libra 
ó 453  gramas 
(24  porciones) 


Hecho;por'  THE  BORDEN  COMPANY,  NEW  YORK,.N.  Y.,  E U A 


Distribuidores  para  Puerto  Rico: 

PLAZA  PROVISION  COMPANY,  Fortaleza  104,  San  Juan,  P.  R. 


La  Lámpara  de  Hendidura  de  Poser 


QISEÑADA  por  B & L,  la  Lám- 
para de  Hendidura  de  Poser 
para  el  diagnóstico  diferencial 
en  la  patología  del  ojo,  presenta 
muchas  ventajas  en  biomicros- 
copia.  La  iluminación  brillante 
del  tipo  Koeppe  lleva  una  hendi- 
dura ajustabíe.  Un  microscopio 
gran  angular  y binocular  de  16x 
permite  abarcar  toda  la  córnea. 
Oculares  con  puntos  ópticos  lar- 
gos facilitan  el  examen  rápido 
del  campo  ancho.  Ambos  brazos 
rotan  alrededor  del  ojo  del  pa- 
ciente como  centro.  Es,  pues, 


una  lámpara  indispensable  para 
el  oftalmólogo. 

H.  V.  GROSCH  CO. 

Calle  Comercio  402 
San  Juan,  Puerto  Kico 

BAUSCH  & LOMB 

Optical  Co.  - Rochester,  N.  Y.. 
E.  U.  A. 

Fundada  en  1853 


FURACIN 
OTO-SOLUCION  ANHIDRA 


I 

indicada  en  el  tratamiento  de  las  otitis 

bacterianas  medias  y externas»  ! 


Tres  investigaciones  clínicas  en  más 
de  200  pacientes  han  demostrado  la 
gran  eficacia  del  Furacín  como  agente 
asociado  al  tratamiento  de  la  otitis 
bacteriana.*  Muchos  casos,  sin  resul- 
tado con  otras  medicaciones,  respon- 
dieron al  Furacín.  Los  microorganis- 
mos aislados  en  dichos  ensayos  se 
clasificaron  como  Escherichia  coli. 


Proteus  vulgaris,  diversas  especies  de 
Pseudomonas,  estafilococos,  estrepto- 
cocos y difteroides. 

Furacín  Oto-Solución  Anhidra  con- 
tiene Furacín,  marca  registrada  de 
nitrofurazone  N.N.R.,  al  0.2%  en 
glicol  polietilénico,  un  líquido  hidro- 
soluble,  anhidro  e higroscópico. 

ENVIAMOS  LITERATURA  A SOLICITUD.^ 


*Andcrí»on,  J.  y Slcelc.  C.;  Use  of  Nitrofuran  Therapy  in  External  OtUis. 
Laryngoscope  5fi  1279.  1948.  Douglass.  C.;  The  Use  of  h'urann  in  the 
Treatment  of  Aural  Infections  Laryngoscope  58  1274,  1948.  Reardon, 
H.:  Kstudio  inédito. 


Distribuidores— CESAR  CASTILLO,  INC.,  Calle  Tetuan  155,  San  Juan 


difusión 
quimioterapica 
en  infecciones 
otológicas 


por  6 razones 


1 Mayor  difusión— combinación  con  urea  que  estimula 
' la  penetración  más  rápida  de  la  sulfa  en  los  tejidos 
^ vivos  y muertos. 

2 ( Analgésico,  antipruriginoso  — gracias  a la  acción 
" calmante  y eficaz  del  clorobutanol  — una  sulfonamida 
, compatible  con  la  anestesia  local. 

3 Amplio  campo  — eficaz  en  la  otitis  media  aguda  y 
I crónica:  de  acción  fungicida  en  las  infecciones  otomi* 
\ cóticas. 


4 ' Auxiliar— valiosa  ayuda  en  la  terapéutica  general,  con 
I'  frecuencia  reduce  la  necesidad  de  una  medicación 
I sulfamídica  intensa  y general,  con  lo  que  se  evitan 
f reacciones  molestas  o tóxicas. 

5 I Desbridamiento  fisiológico  — fomenta  el  drenaje  y 

la  eliminación  de  detritus  necrótico. 


Potencialidad  — acrecienta  el  poder  bactericida. 


Otomide  White’s  es  una  solución 
estable  de  5X  de  sulfanilamida, 
10%  de  Urea  (Carbamide)  y 3% 
de  clorobutanol  anhidro  en  una 
giicerina  especial  de  alta  activi- 
dad higroscópica.  En  frasquitos 
cuentagotas  de  15  c.c. 


White  Laboratories/  Inc.,  Newark  7,  N.  J.,  E.U.A.  • Fabricantes  de  Productos  Farmacéuticos 


Distr¡buidore.s:  FRANCISCO  N.  CASTAGNET 
San  Juan,  Puerto  Rico 


lina  Base  Firme 
para  un 

Futuro  Consistente 


FORTIFICADO  1% 

ON  VITAMINAS  H 


Injormes  l>rfffesionahs  delaHados,  jtiñ,  tablas 
de  alimentación,  ¡lueden  obtenerse  eS&sJMndo  a: 

THE  BORDEN  COMPANY 
350  Madiion  Avenue/  Nuevo  York  17,  N,  Y.,  E.  U.  A. 


— 

Los  primeros  meses  fie  la  infancia  son  ele  pri- 
mordial importancia  en  la  fundación  de  una 
base  saludable  para  la  vida  floreciente  del  niño. 
Es  durante  este  periodo  cuando  se  requieren 
cantidades  mayores  de  proteína  para  formar 
nuevos  tejidos.  Y es  durante  este  tiempo  que 
los  bebés  necesitan  un  alimento  que  les  provea, 
a más  de  la  proteína  adecuada,  otros  elementos 
imprescindibles  para  un  crecimiento  sano.  La 
alimentación  con  DRYCO  (carbohidrato  aña- 
dido) se  aproxima  grandemente  a la  con  la 
leche  humana,  debido  a su  nutrición  balanceada 
y fácil  digestihilidad. 

La  fórmula  DRYCO,  además  de  su  alto  con- 
tenido de  proteína,  ofrece  un  bajo  contenido 
de  grasa.  DRYCO,  con  carbohidrato  agregado, 
provee  las  calorías  que  se  requieren  normal- 
mente, disminuyendo  al  mismo  tiempo  la  posi- 
hilidad  de  trastornos  digestivos. 

Las  ventajas  adicionales  de  DRYCO  son  su 
contenido  adecuado  de  vitaminas  y minerales, 
carbohidrato  moderado  para  proporcionar  flexi- 
bilidad de  la  fórmula,  uniformidad  rígida  y 
seguridad  bacteriológica,  así  como  también  la 
fácil  preparación  de  su  fórmula. 


Distribuidores  para  Puerto  Rico: 

PLAZA  PROVISION  COMPANY,  Fortaleza  104,  San  Juan,  P.  R. 


Questions  every  doctor  is  asked 
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The  Milk  Every  Doctor  Knows 


♦n  hott\edmttK>Nhen 
2 "ShouW  \ formula V' 
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for^effect'ive  freatmenf  of 


hypertension 


VERUTAL 


tablets  (RAND) 
containing 
VERATRUM  VIRIDE 


VERUTAL  TABLETS  (Ratid)  combine 
FOUR  fherapeufically  effective  ^ 
drugs  in  a NEW  FORMULA  for  the 
treatment  of  ESSENTIAL  HYPERTENSION.  . 

EACH  VERUTAL  TABLET  CONTAINS: 

Verafrum  Viride 100  mg. 

Mannitol  Hexanifrafe ^2  9'’- 

Rutin 10  mg. 

Phenobarbital gr. 

PROFESSIONAL  SAMPLES  AND  LITERATURE  UPON  REQUEST 

¿J>  I 

pftetvnvac^itilcal  Ittc* 

DISTRIBUTOR;  A.  F.  LEGRAND-Apartado  3911,  Santurce,  P.  R.-ALBANY,  NEW  YORK 


SEGÜM. 


...En  el  Polo  Norte 
o en  la  Selva  Tropical 


En  cualquier  clima,  bajo  las  condi- 
ciones más  variadas,  la  Leche  KLIM 
es  siempre  segura,  pura  y uniforme- 
mente nutritiva.  En  efecto,  KLIM 
ha  sido  usada  en  muchas  expedi- 
ciones al  Polo  Norte  y al  Polo  Sur 
y bajo  el  sofocante  calor  de  las 
selvas  ecuatoriales.  Y siempre  la 
frescura  uniforme,  sabor  y calidad 
inmejorables  de  esta  cremosa  leche 
cu  polvo  permanecen  intactos  en  su 
lata  cerrada  al  vacío,  envasada  por 
medio  de  un  procedimiento  espe- 
cial. 

Considere  también,  Doctor,  otras 
grandes  ventajas  de  la  Leche  KLIM, 


tal  como  su  fácil  digestibilidad,  una 
de  las  razones  por  la  cual  muchos 
pedíatras  recomiendan  esta  leche 
superior  en  la  alimentación  de  los 
niños. 

Además  de  que  es  una  leche  ideal 
para  la  nutrición  de  los  niños  y para 
la  familia  en  general,  KLIM  es  un 
alimento  suave  pero  muy  vigori- 
zante para  los  ancianos  de  estóma- 
go delicado.  Esta  leche  tan  saluda- 
ble también  se  recomienda  en  las 
dietas  de  convalecientes  y frecuen- 
temente en  las  de  aquellos  que  pa- 
decen de  úlceras  pépticas. 

No  hay  mejor  leche  que  KLIM. 


KLIM 

LA  PREFERIDA  EN  TODO  EL  MUNDO 

A’o.i  complaceremos  en  suministrarle  informes  profesionales 
completos  sobre  la  ¡.eche  KLIM.  Sólo  tiene  <¡ue  escribir  a: 

THE  BORDEN  COMPANY,  División  de  Exportación 
350  Madison  Avenue,  Nueva  York  17,  N.  Y.,  E.  U.  A. 


Distribuidore.s  para  Puerto  Kico: 

1*LAZA  PROVISION  COMPANY,  Fortaleza  104,  San  Juan,  P.  R. 


Latest  in  a Long 


WATER  AND 
SEWAGE 
MICROSCOPES 


PUERTO  RICO  OPTICAL  COMPANY 

SAN  JUAN,  PUERTO  RICO 


LABORATORY 
MICROSCOPES 
for  school  and 
college  use. 


MONOCULAR 
MICROSCOPES 
For  medical, 
industrial,  educational 
laboratories. 


This  completely  new  line  of  microscopes 
continues  the  tradition  of  quality  established 
in  1 847  by  Charles  A.  Spencer,  the  first 
American  microscope  maker.  You  are 
cordially  invited  to  see  and  try  them. 

Ask  your  distributor  or 
write  Dept.  Y3. 


INCLINED 
BINOCULAR 
MICROSCOPES 
for  biological  and 
bacletiological 
laboratories. 


MOLD  COUNT 
MICROSCOPES 
for  food  processing. 


BREWMASTER’S 

MICROSCOPES 


' CONVERTIBLE 
MICROSCOPES, 
binocular-monocular 
for  advanced  work. 


PATHOLOGIST’S 

MICROSCOPES 


BACTERIA  COUNT 
MICROSCOPES 
for  dairy  industries. 


Agentes  Exclusivos  de 


SPENCER 


AMERICAN  OPTICAL  COMPANY 


I 


new  convenience  > new  flexibility  in  dosage 
new  all-around  usefulness 


3 new  water-soluble 
liquid  vitamin  preparations 


"'lllilS!  I t >><  ' 


1 t i 
lííM»!*  W! 


»»*>  M 


Each  0,6  cc.  supplies: 


VitPtnin  A 
Vitamin  0 
Ascorbic  Acid 
Thiamins 
Riboflavin 
Niacinamide  ■ 


5000  USP  units 
1000  USP  units 

50.0  mg. 

1.0  mg. 

0.8  mg. 

5.0  mg. 


Each  0.6  cc.  supplies: 

Vitamin  A 5000  LISP  units 

Vitamin  D'  1000  USP  units 

Ascorbic  Acid  50  mg. 


Each  0.5  cc.  supplies: 
Ascorbic  Acid  50  mg. 


Eacli  of  tlie.se  jirejiaratioiis  is  ideally 
siiiteil  for  routine  jirojiliylaetic  or  thera- 
peutic vitamin  sujiplementation  for  in- 
fants and  children  as  well  as  adults. 

atcr-solul)le,i)lea.sant  tasting.they  can 
be  stirred  into  the  infant’s  formula,  or  into 


fruit  juice,  milk,  cereals,  jiuddings,  etc.;  or 
incorjiorated  in  mixtures  for  tube  feeding. 

Each  is  scientifically  formulated  and 
ethically  marketed.  They  are  suiijilied  in 
15  and  50  cc.  bottles,  with  an  ajijiropri- 
ately  calibrated  dropjier. 


A.  ij  C Í2  N S r.'  St  «TO.  e V A N s V I i.  i.  e 2 i . i n d . u.  s.  a. 


1 


P.  O.  Box  3081  — San  Juan,  P.  R. 


SE  DIFUNDE  como  la  tiata  vis  secante 


Mayor  absorción 
en  las 
hipodermoclisis 
y mayor  campo 
de  anestesia  con 

HYDA8E 

MAHCA 


IIIALUUOXIDAI^A 


® 


HYDASE  es  un  producto 


Las  soluciones  inyectadas  se  difunden  fácilmente  a 
través  de  los  tejidos  tratados  con  HYDASE. 

Se  puede  administrar  un  volumen  de  líquido  mayor 
eon  más  rapidez  y seguridad. 

Evita  la  tumefacción  local  o el  dolor  causado  por 
la  distensión. 

HYDASE  es  también  un  valioso  coadyuvante  en  la 
anestesia  por  bloqueo  o por  infiltración. 

Presentación:  Ampollas  estériles  de  150  TRU  (uni- 
dades liirbirreductoras)  de  la  hialnronidasa  más  pura 
disponible. 


Distribuidores:  WYETH  INTERNATIONAL  LIMITED  — PHILADELPHIA,  U.  S.  A, 

Distribuidores:  FRANCISCO  N.  CASTAGNET 
San  .Juan,  Puerto  Rico 


BIOLAC  ES  UN  ALIMENTO  COMPLETO 


ofrece  las  Ventajas  de  la  Leche  Materna  ^ 


Los  Niños  alimentados  con 
Bíolac  obtienen  todos  los  compo- 
nentes alimenticios  esenciales. 

Porque  Bíolac  es  excelente 
leche  de  vaca,  modificada  en  tal 
forma  que  proporciona  todos  los 
componentes  alimenticios  esen- 
ciales de  la  leche  materna.  Con- 
venientemente envasado  al  vacío 
en  forma  de  polvo,  sólo  hay  que 
mezclarlo  con  agua  para  preparar 
la  fórmula. 

He  aquí  razones  por  qué  los 
niños  reciben  toda  la  nutrición 
que  necesitan,  de  este  alimento 
(con  excepción  de  la  vitamina 
C)  . . . por  qué  tantos  médicos 
[ recetan  Bíolac: 

1 • Bíolac  es  hecho  de  leche  de 
la  más  alta  calidad.  Vacas  salu- 
I dables  sometidas  a la  prueba  tu- 
I berculina,  suplen  la  leche  que  se 
convierte  en  Bíolac.  Este  polvo 
se  conserva  sin  refrigeración. 


2.  Bíolac  es  enriquecido  y mo- 
dificado para  que  actúe  como 
la  leche  materna.  Se  le  agrega 
lactosa,  el  azúcar  natural  de  la 
leche  materna.  El  contenido  de 
grasa  se  reduce;  los  glóbulos  se 
dividen  en  partículas  de  tamaño 
similar  a los  de  la  leche  materna. 
La  proteína  es  provista  en  canti- 
dades que  compensan  las  diferen- 
cias biológicas  que  existen  entre 
la  proteína  de  la  leche  de  vaca  y 
la  de  la  leche  materna.  Se  le  agre- 
gan vitaminas  y hierro. 

3.  Bíolac  es  un  alimento  com- 
pleto. Bíolac  iguala  o supera  los 
requisitos  reconocidos  de  vitami- 
nas A,  Bi,  Bj  y D,  calcio,  fósforo, 
hierro,  proteína,  azúcar  y grasa. 
( Nótese  que  ni  la  leche  materna 
ni  la  de  vaca  suplen  cantidades 
suficientes  de  la  vitamina  C,  la 
cual  debe  agregarse  al  régimen 
por  medio  de  jugo  de  naranja  o 
de  tomate.) 


4.  Bíolac  es  tan  sano.  Como 
sólo  se  usa  un  ingrediente  para 
preparar  la  fórmula  de  Bíolac, 
casi  se  eliminan  las  posibilidades 
de  errores  al  medirlo  y mezclarlo. 
Preparada  cuidadosamente  la  fór- 
mula Bíolac  será  uniforme  día 
tras  día. 

5.  Bíolac  es  fácil  de  preparar. 

Sencillamente  mezcle  el  Bíolac 
con  agua  fría  previamente  her- 
vida, y la  fórmula  estará  lista. 
Cada  lata  trae  una  cuchara  de 
medir. 

6«  Bíolac  es  fácil  de  recetar. 

Recuerde  que  Bíolac  es  un  ali- 
mento infantil  completo.  Los  ni- 
ños lo  toman  con  mucho  agrado 
y sólo  la  adición  de  la  vitamina 
C es  necesaria,  a su  debido  tiem- 
po, para  asegurar  el  crecimiento 
normal  y la  buena  salud  de  las 
criaturas. 
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THE  BORDEN  COMPANY 

350  Madison  Avenue,  New  York,  N.Y. 

Bíolac  cs  leche  pura  de  vaca.  a 
modificada.  Sencillamente  se 
mezcla  con  a^ua  pura  para 
obtener  una  formula  infantil 
equilibrada. 


I Distribuidores  para  Puerto  Rico: 

j PLAZA  PROVISION  COMPANY,  Fortaleza  104,  San  Juan,  P.  R, 
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to  relieve  nausea  and  vomiting 
of  pregnancy  and  in  adoles- 
cent acne 
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PYRIBEXIH 


IPyridoxine  HCI  Thiamine  Ctiloride) 
Each  1 cc  contains: 

Vitamin  Bl  50  mg 

Vitamin  B6 50  mg 

VIALS  OF  10  cc 


IROBLEX 


for  use  in  hypochromic  and 
tritional  anemias 


(Iron  - Liver  - B Complex) 
Each  cc  contains: 

Thiamine  HCl  (Bl)  100. 

Riboflavin  (B2)  0.5 

Pyridoxine  HCl  (B6)  1. 

NICOTINAMIDE  50. 

IRON  CACODYLATE  10. 

LIVER  (10  U.S.P.  UNITS 

PER  CC)  0.; 

Phenol  (As  preservative)  0.5% 

VIALS  OF  10  cc 


I mproved 


Formula 


NION  CORPORATION  los  angeles  38,  california 

JOAQUIN  BELENDEZ  SOLA,  INC 

P.O.  BOX  ] 188,  SAN  JUAN,  PUERTO  RICO 
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IN  THE  modern  day  infant  feeding  plan,  wliere  the  infant  is 
permitted  to  choose  what  he  likes  from  a group  of  foods 
offered,  Libby’s  Baby  Foods  prove  especially  advantageous. 
Through  Libby’s  exclusive  process  of  homogenization  cellu- 
lose cell  capsules  are  ruptured  and  all  fibrous  material  is 
reduced  to  microscopic  particles.  Hence  Libby’s  Baby  Foods 
are  satin-smootb  in  texture,  the  nutrients  are  dispersed  homo- 
geneously throughout  the  food  mass,  and  there  is  no  "sep- 
arating out”  of  the  solids  from  the  liquid.  Libhy’s  frequently 
have  been  fed  as  early  as  the  sixth  week  of  life,  conditioning 
the  infant  to  a wide  variety  of  foods. 

Beets  • Carrots  • Green  Beans  • Peas  • Spinach  • Sqoash  • Vegetable  Soup  • Mixed 
Vegetables  • Garden  Vegetables  • Liver  Soup  • Vegetables  with  Bacon  • Vegetables 
with  Beet  and  Barley  • Vegetables  with  Lamb  • Apples  and  Apricots  • Apples  and 
Prunes  • Apple  Sauce  • Apricot-Farina  • Peaches  • Peaches-Pears-Apricots  • Pears 
and  Pineapple  • Pranes(with  Pineapple  Juice  and  Lemon  Juice)  • Costard  Pudding 

Lihhy,  MViVill  & Libliv  • Chicago  9,  Illinois 
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THE  STATUS  OF  B,,  ANTI-ANEMIA  THERAPY: 


Vitamin  B12  and  Folic  Acid  (Oral) 


VITAMIN  Bis  AND  FOLIC  ACID,  given  together  by 
mouth,  have  a pronounced  synergistic  action.  A non- 
therapeutic  amount  of  folic  acid  has  been  found  to  pro- 
mote the  utilization  of  vitamin  Bis  in  oral  doses  formerly 
believed  to  be  ineffective. 

HOW  DOES  IT  ACT? 

Vitamin  B¡2  for  extrinsic  factor-like  activity 

Given  by  mouth,  vitamin  Bis  acts  like  the  extrinsic  factor 
of  food.  The  effective  oral  dose  is  some  30  to  60  or  more 
times  greater  than  the  effective  parenteral  dose. 

Folic  acid  for  intrinsic  factor -like  activity 

Meyer  and  associates*  assert  that,  in  vitamin  Bis  and  folic 
acid  therapy,  “folic  acid  acts  like  ‘intrinsic  factor’”  in 
that  it  promotes  utilization  of  vitamin  Bis.  The  role  of  folic 
acid  “on  the  release,  absorption  or  synthesis  of  vitamin  Bis 
in  the  intestinal  tract”  is  open  to  speculation,  according 
to  Cartwright,  Wintrobe  and  others.2  Folic  acid.  Best  and 
Taylor^  state,  may  possibly  “act  to  stimulate  the  produc- 
tion of  the  intrinsic  factor  or  be  the  intrinsic  factor  itself.” 

B ¡2  and  folic  acid  are  essential 

Luhby  and  Wheeler  suggest : 

1.  If  a folic  acid  deficiency  is  profound,  even  large 
doses  of  vitamin  Bi-  are  hematologically  inert. 

2.  If  a severe  vitamin  Bis  deficiency  exists,  large  doses 
of  folic  acid  should  be  hematologically  inactive. 

They  advance  the  following  possible  equation: 

(Folic  acid)  X (Vitamin  Bis) >-  (E.M.F.) 

WHAT  ARE  THE  RESULTS  OF  THERAPY? 

With  vitamin  Bis  and  folic  acid,  given  orally,  hematologic 
response  frequently  parallels  that  of  parenteral  vitamin  Bis 
therapy.  Ordinarily,  clinical  remission  is  both  prompt  and 
dramatic.  Furthermore,  in  patients  so  far  studied,  oral 
vitamin  Bis  and  folic  acid  apparently  protects  against  and 
reverses  manifestations  of  combined  system  disease. 

HOW  IS  IT  AVAILABLE? 

Supplied  as  RUBRAFOLIN  (See  next  page) 


INDICATIONS  FOR  B,2  THERAPY 

Macrocytic  anemias  ordinarily  respond 
well  to  vitamin  Bis  therapy. These  include 
pernicious  anemia  without  neurologic 
involvement,  pernicious  anemia  with 
combined  system  disease,  nutritional  ma- 
crocytic anemia,  tropical  sprue,  non-trop- 
ical  sprue.  (Pernicious  anemia  of  preg- 
nancy responds  best  to  folic  acid  therapy. ) 


and  Vitamin  Bn  Alone  (Parenteral  and  Oral) 


Vitamin  Bj2  alone— parenteral  administration 

In  most  anemias  characterized  by  megaloblastic  arrest  of  the  bone  marrow  vitamin 
Bi2  will: 

1.  Reverse  megaloblastic  arrest  of  the  bone  marrow. 

2.  Protect  against  and  reverse  neurologic  changes. 

3.  Reverse  gastrointestinal  manifestations. 

4.  Produce  rapid,  marked  and— in  most  cases— sustained  clinical  improvement. 

Vitamin  B¡2  alone— oral  administration 

When  given  alone  by  mouth,  vitamin  Bjo  is  not  as  hematopoietically  active  as  it  is 
when  it  is  injected.  In  the  megaloblastic  anemias,  vitamin  Bjo  is  not  easily  absorbed 
by  the  gut.  Much  larger  doses  are  necessary  if  a therapeutic  effect  is  to  be  obtained. 


THERAPEUTIC 

DOSAGE 

MAINTENANCE 

DOSAGE 

REMARKS 

SUPPLY 

RUBRAFOLIN* 

(25  micrograms  of  vita- 
min Bi2.  1.67  mg.  of 
folic  acid  per  Capsule). 

1 Capsule  daily 

1 Capsule  daily. 

If  response  is  submaxi- 
mal  at  the  end  of  10  days 
or  2 weeks,  double  the 
dose.  In  case  response  is 
. not  optimal  by  the  fourth 
' week,  the  patient  should 
be  placed  on  parenteral 
Rubramin. 

Bottles  of  100  Capsules. 

RUBRAMIN*  Capsules 
(25  micrograms  of  vita- 
min Bi2  per  Capsule). 

6 to  12  Capsules 
daily. 

To  be  adjusted  to 
patient's  needs. 

Bottles  of  100  Capsules. 

RUBRAMIN 

15  or  30  microgram 
ampuls:  5 and  lOcc. 
vials— 30  micrograms 
per  cc. 

15  to  30  micro- 
grams once  or 
twice  a week. 

15  micrograms 
every  2 weeks  or 

30  micrograms 
once  a month. 

Larger  therapeutic  doses 
must  be  used  in  the  pres- 
ence of  moderate  to 
severe  neurologic  in- 
volvement. 

1 cc.  ampuls,  15  or  30  micro- 
grams of  vitamin  Bi:  per 
ampul.  Boxes  of  5. 

5 and  lOcc.  vials',  30  micro- 
grams of  vitamin  Bi2  per  cc. 
also  available:  Solution  Rubramin 
Crystalltne  (Squibb  Crystalline  Vita* 
min  Bu  Solution)  in  1 cc.  ampuls, 
containing  IS  micrograms  of  crys- 
talline vitamin  612. 

Bibliography : 1.  Meyer  and  associates:  A.  J. 
Clin.  Path,  (in  press).  2.  Cartwright,  Wintrobc 
and  associates:  Blood  4:301,  1949.  3.  Best  and 
Taylor;  The  Physiological  Basisof  Medical  Prac. 
tice,  ed,  5,  Baltimore,  Williams  & Wilkins,  1930, 
p.  87.  4.  Luhby,  A.  L. ; and  Wheeler,  W.  E. : The 
Health  Center  JI.  (Ohio  Slate  Univ.)  3:1,  1949, 


*Patients  to  receive  Rubrafolin  or  Rubramin  Capsules  should  be  individually 
selected.  The  physician  should  rule  out  patients  with  severe  gastrointestinal 
disturbances,  severe  cardiac  failure  or  severe  anemia  when  pernicious  ane* 
mia  is  present.  Patients  such  as  these  — and  those  with  severe  neurologic 
involvement  — respond  better  to  parenteral  Rubramin  therapy.  Neurologic 
changes  should  be  watched  for  closely.  At  the  first  sign  of  new  neurologic 
involvement,  the  patient  should  be  placed  on  parenteral  Rubramin  therapy* 
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Rubramin 

SQUIBB  VITAMIN  Bu  CONCENTRATE 


SQUIBB  VITAMIN  Bi>  CONCENTRATE  AND  FOEIC  ACID 


Squibb 


a NEW  preparation 


for  control  of  MOTION 


w Ha.  2301(C) 
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SICKNESS 


SHARP^ 

DOHME 


Vinbarbital  with  Belladonna  Alkaloids 


Delkado\  is  ideal  for  tlie  prophylaxis  and 
treatment  of  motion  sicknesses  and  in  the 
therapy  of  colitis,  spastic  constipation  and 
other  conditions  involving  sjiasms  of  the  in- 
voluntary muscles.  Also  indicated  for  relief  ol 
duodenal,  ureteral  and  urinary  bladder 
spasms, and  asan  adjunct  in  the  dietary  man- 
agement of  pe[)tie  and  duodenal  ulcers  and 
pyloro-spasm. 


Dei.kadon  relieves  pain  due  to  spasms  of 
the  smooth  muscles  and  reduces  nervors 
tension.  This  nmv  antispasmodic-sedative 
combination  contains:  Ilyoscyamine  hydro- 
bromide  0.225  mg..  Atropine  sulfate  0.019 
mg..  Scopolamine  hydrohromide  0.006  nig., 
Delvinal’  vinbarbital  30  mg. 

/‘x.  In  bottles  of  25  and  100  tablets. 


SHARP  & DOHME,  Philadelphia,  U.S.A. 


Liver  Protein  Hydrolysate  supplying 

AMINO  ACIDS  for  ORAL  THERAPY 


The  amino  acids  in  LEDINAC  Liver  Protein  Hydrolysate  Lederle 
provide  a rapidly  absorbable  siipj)lenient  which  tends  to  combat 
“protein  starvation”  in  patients  and  secure  normal  nitrogen 
balance  in  the  tissues.  Amino  acids  furnish  one  of  the  best  means 
of  providing  convalescent  patients  with  nitrogenous  foods. 


LEDIN.\C  Liver  Protein  Hydrolysate  Lederle  j)rovides  in  a 
j)alatable,  chocolate-flavored  form,  a rapidly  al)sorbai)le  dietary 
supplement  that  does  not  tax  unduly  the  digestive  powers  of 
the  patient. 


LEDINAC  Liver  Protein  Hydrolysate  Lederle  is  a source  not  only 
of  modified  i)rotein  and  amino  acids,  but  also  of  vitamins,  minerals, 
and  carbohydrates.  It  is  derived  from  mammalian  liver  — the 
richest  nutritional  storehou.se  in  the  body. 

*Reg.  U.  S.  Pal.  Off. 


FORMULA 

Liver  Protein  Digest 54.0% 

Maltose 38.5% 

Flavoring  Agents  (including 

chocolate  and  saccharin)  . . 7.5% 

Supplying:  Carbohydrate 32.5% 

Fat 3.5% 

Protein 50.0% 

Free  Amino  Nitrogen 1.0% 


including  the  amino  acids,  Arginine, 
Histidine,  Lysine,  Tryptophane,  Phenylala- 
nine, Methionine,  Threonine,  Leucine,  Iso- 
leucine, Valine,  and  Cystine. 


Each  30  Gm.  contains: 

Thiamine  Hydrochloride  (B|)  1.00  mg. 

Riboflavin  (82) 2.00  mg. 

Niacinamide 6.60  mg. 

Pantothenic  Acid 2.30  mg. 

Pyridoxine  Hydro- 
chloride (B6) 0.24  mg. 

Biotin 2.70  gamma 

Inositol 23.00  mg. 

Choline 120.00  mg. 

Calcium 106.00  mg. 

Phosphorus 297.00  mg. 

Iron 4.80  mg. 

Calories 103.8 


Packaged  in  one-half  'pound  jars 

LEDE  It  LE  LAKOII  ATOItl  ES  III  VI  lOX 

AMERICAN  CYANAMID  COMPANY  • 30  ROCKEFELLER  PLAZA,  NEW  YORK  20.  N.Y. 


Bacteriostasis 
in  Nasal  and  Sinus 
Infections 


NEO-SYNEPHRINE 


WITH 


Crystalline  Penicillin 


i 


Presents 


outstanding  agents 
of  established  value  in 
topical  intranasal 
therapy. 


L • V, 


PENICILLIN  + VASOCONSTRICTOR 


INeo-Synephrine  Hydrochloride 
Reliable,  long-acting  vasoconstric- 
tor, 0.25%  buffered  solution: 
Establishes  free  drainage, 
promotes  aeration. 


Crystalline  Penicillin  Sodium 
Potent,  anti-bacterial  agent, 
1600  units  per  cc. : 

Topically  effective  in 
sinus  infections. 


No  refrigeration  required  until  put  in  solution. 
Combination  Package:  Each  prescription  is  freshly  prepared. 


WEO-SYKEPHRINE.  Iradciiurk  re*.  U S 4 CeaeiU,  Th«  builnaieae  formarly  conductad  by  Winthroe  Chamlcol  Company.  Int. 

Imad  of  pbeoylephrioe.  ond  Prtdorick  Sloorn»  & Company  oro  now  ownod  by  WInIhrop-Stoorni  Inc 


PROFESSIONAL  BUILDING  — Ave.  de  Diego  308 
Santurce,  Puerto  Rico 


Boletín 

DE  LA 

ASOCIACION  Medica  de  Puerto  Rico 


VOL.  XLll 


Octubre.  i95o 


No.  lo 


POLYPOSIS  AND  ADENOCARCINOMA  OF  RECTOSIGMOID 
MASKED  BY  AMEBIC  COLITIS  AND  A POSSIBLE 
AMEBIC  GRANULOMA 

ENRIQUE  KOPPISCH,  M.D.,  F.A.C.P., 

EUGENIO  M.  DE  HOSTOS,  M.D. 
and 

EDUARDO  R.  PONS,  JR.,  M.D. 

The  case  to  be  discussed  illustrates  the  grave  difficulties  that 
may  arise  from  the  inability  to  exhaust  diagnostic  possibilities. 
It  further  illustrates  the  problem  of  the  differential  diagnosis  of 
amebic  infection  and  carcinoma  in  certain  ca.ses,  and  of  correctly 
appraising  the  effects  of  amebacidal  treatment. 

CASE  REPORT 

Unit  No.  76,760  of  the  Presbyterian  Hospital  of  San  Juan. 
This  is  a 55-year  old,  white  man  born  in  Indiana,  U.S.A.,  but  a 
resident  of  Puerto  Rico  for  the  past  27  years.  He  was  admitted 
to  hospital,  January  16,  1950,  because  of  clear-cut  evidences  of 
low  intestinal  obstruction,  such  as  abdominal  cramps,  nausea, 
vomiting  and  abdominal  distention. 

He  had  been  first  seen  by  one  of  us  (E.R.P.,  Jr.)  in  September, 
1948,  for  evaluation  of  hypertension  of  three  years’  duration.  The 
blood  pressure  was  210  120,  but  no  evidence  of  cardiac  or  renal  in- 
sufficiency was  found;  the  blood  count,  urine  and  non-protein  ni- 
trogen of  the  blood  were  entirely  normal.  However,  a review  by 
.systems  disclosed  that  for  nine  months  he  had  been  passing  oc- 
casional bloody  stools,  and  that  during  this  period  he  had  been 
having  two  to  three  soft  bowel  movements  daily.  Sigmoidoscopy, 
with  penetration  to  a distance  of  20  cm.,  showed  a normal  mucosa 

P’rom  the  Services  of  Pathology,  Surgery  and  Medicine  of  the  Presbyterian 
Hospital,  and  the  Department  of  Pathology  of  the  School  of  Tropical  Medicine, 
San  Juan,  Puerto  Rico. 
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íMul  small  internal  hemorrhoids.  One  examination  of  the  stools  re- 
vealed no  amebae.  Appendectomy  for  acute  suppurative  appendi- 
citis had  been  performed  in  1934.  Additional  physical  findings  were 
a marked  thoracic  kyphos  of  probable  tuberculous  origin,  pulmonary 
emphysema,  and  an  old  fracture  of  the  neck  of  the  left  humerus, 
with  partial  ankylosis;  tinea  cruris  and  a chronic  dermatitis  of 
the  right  leg  were  also  noted. 

The  patient  was  put  on  a low  residue  diet  and  was  given  anti- 
sinismodics ; one  month  later  he  reported  that  his  bowel  functions 
were  normal,  and  that  blood  was  no  longer  present  in  his  stools. 
He  was  then  lost  sight  of  until  February,  1949,  when  he  reap- 
peared complaining  of  the  passage  of  soft,  occasionally  bloody 
stools,  vague  suprapubic  pain,  malaise,  easy  fatigability,  and  oc- 
casional afternoon  fever  of  up  to  101°F.  Upon  sigmoidoscopic 
examination  the  lumen  was  found  full  of  mucoid  and  bloody  fecal 
matter.  The  mucosa  presented  verj^  numerous,  pinhead-sized,  shal- 
low ulcers  that  bled  easily.  No  amebae  were  found  in  rectal  swab- 
bings,  but  the  feces  obtained  after  purging  contained  cysts  of 
Endamoeba  histolytica  and  E.  coli.  A barium  enema  for  radio- 
logical study  was  refused. 

Diodoquin  was  prescribed,  in  doses  of  ten  tablets  daily  for 
twenty  days,  during  part  of  March  and  April,  1949,  following  which 
he  felt  marked  improvement.  The  passage  of  soft  stools  occasional- 
ly admixed  with  blood  still  persisted,  but  both  the  daily  number 
of  bowel  movements  and  the  amount  of  blood  were  considerably 
reduced.  One  month  after  finishing  the  treatment  with  diodoquin 
the  stools  were  negative  for  amebae,  in  a single  examination,  but 
the  continuation  of  symptoms  of  colitis  made  it  advisable  to  ad- 
minister sulfathalidine,  which  was  given  for  12  days.  Hospital- 
ization for  emetine  therapy,  suggested  at  the  end  of  that  period, 
was  declined.  Because  of  this,  carbarsone  was  next  given,  in  doses 
of  0.24  gm.  daily,  for  8 days.  In  September,  1949,  he  again  com- 
plained of  diarrhea,  with  the  passage  of  occasional,  very  small, 
amounts  of  blood.  The  patient  then  took  100  tablets  of  diodoquin 
and  100  of  sulfaguanidine  over  a 10-day  period,  with  disappearance 
of  blood  from  the  stools.  The  effect  was  only  temporary,  for  in 
December  he  again  developed  a bloody  diarrhea,  accompanied  by 
general  manifestations,  much  weakness,  anorexia,  pallor,  and  mark- 
ed loss  of  weight.  On  January  13,  1950,  he  began  to  experience 
abdominal  cramps,  abdominal  distention,  vomiting,  and  inability 
lo  defecate,  which  three  days  later  forced  him  to  enter  the  hospital. 

Physical  examination:  T 98.49F.,  P 88,  R 18,  Bp  200  140.  The 
more  pertinent  findings  were  severe  pallor,  evidences  of  recent  loss 
of  weight,  marked  abdominal  distention  with  visible  peristalsis, 
and  strongly  audible  borborygmi  coinciding  with  abdominal  cramps. 
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Laboratory  findings:  Urine:  Normal.  Blood:  RBC  3,500,000: 
Hgb.  66%  ; WBC  10,000;  PMN  61,  PME  3,  lymphos.  34,  monos.  2%  . 
Feces:  Negative  for  amebae. 

X-rays:  A scout  film  on  January  16,  1950  showed  a total  low 
colonic  obstruction  and  marked  distention  of  the  colon  above  it 
A barium  enema  showed  a complete  obstruction  of  the  rectosig- 
moid, the  barium  column  ending  smoothly,  without  showing  the 
filling  defects  that  are  suggestive  of  a malignant  tumor.  (Fig.  1). 


FIG.  1.  Radiograph  showing  complete  obstruction  at  rectosigmoid,  with  a 
smooth  upper  outline  of  barium  enema  column. 


Clinical  course : 

A mercury-weighted  Harris  tube  was  passed,  and  reached 
the  ileocecal  valve.  The  progression  of  the  abdominal  distention 
was  halted,  but  the  distention  of  the  colon  had  increased  after 
5 days  of  constant  suction.  At  this  moment  volvulus  of  the  sigmoid 
was  considered.  Intubation  from  below  was  attempted,  after  the 
method  of  Bruusgaard,'  but  an  obstruction  was  met,  beyond  which 
the  tube  could  not  be  passed,  even  under  direct  sigmoidoscopy.  The 
colon  continued  to  distend,  to  such  a degree  that  rupture  of  the 
cecum  was  feared.  On  January  21,  1950,  the  abdomen  was  ex- 
plored through  a midline  suprapubic  incision.  Clear  fluid  was  found 
in  the  peritoneal  cavity  amounting  to  about  300  cc.  The  cecum, 
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transverse  and  descending  colon  were  distended,  and  the  cecum 
and  terminal  ileum  were  firmly  matted  together  by  fibrous  ad- 
hesions in  the  region  of  the  old  appendectomy  scar.  Palpation  and 
visualization  revealed  a grapefruit-sized  mass  which  could  not  be 
encompassed  by  the  hand,  and  which  filled  the  minor  pelvis.  It  was 
not  attached  to  the  pelvic  peritoneum,  and  disappeared  beyond  the 
peritoneal  reflection.  It  was  intimately  adherent  to  the  bladder 
anteriorly,  from  which  it  could  not  be  dissected  for  fear  of  perfora- 
tion. After  ascertaining  that  it  was  not  a volvulus,  resection  at  the 
time  was  deemed  unwise.  A biopsy  was  taken,  the  abdomen  closed, 
and  a Gibson  type  of  cecostomy  performed.-  The  biopsy  report  was 
chronic  inflammation.  Decompression  was  continued  postoperative- 
ly  until  complete,  and  the  wounds  healed  per  primum. 

Proctosigmoidoscopy  was  performed  on  January  28,  1950,  when 
an  annular  obstruction  was  found  at  the  20-cm.  level.  Since  the 
biopsy  at  operation  had  shown  chronic  inflammation  and  cancer 
had  to  be  ruled  out,  an  effort  was  made  to  obtain  more  tissue  for 
microscopic  study.  Tissue  was  removed  from  what  was  felt  to  be 
the  hard  tumor  seen  at  the  exploratory  laparotomy.  The  biopsy 
again  revealed  only  chronic  inflammatory  changes,  even  though 
one  of  the  portions  removed  included  mucosa,  submucosa  and  part 
of  the  muscle  coat  of  the  colon.  By  now  the  early  diagnosis  of 
amebic  granuloma  was  becoming  more  probable,  but  the  possibility 
of  carcinoma  could  not  be  discarded.  The  patient  was  transfused 
and  sent  home  on  January  29,  1950,  in  preparation  for  radical 
operation,  with  instructions  to  take  a high  vitamin,  high  caloric 
diet,  and  4 gm.  of  sulfathalidine  daily,  and  to  irrigate  the  cecostomy 
and  rectum  daily  for  14  days.  In  addition  a course  of  Aralen^  was 
given  for  10  days. 

On  his  return  to  the  hospital  on  February  13,  1950,  an  E.K.G. 
showed  right  axis  deviation.  Emetine  was  given  for  2 days  but 
had  to  be  stopped  because  of  toxic  symptoms.  A warm  stool  ex- 
amined for  amebae  was  negative.  A urological  consultation  was  re- 
quested because  of  symptoms  of  urgency  and  nocturia  of  only 
3 weeks’  duration,  and  a benign  prostatic  hypertrophy  was  found. 
Chloromycetin,  2 gm.  daily,  was  given  for  12  days  before  and  5 days 
after  operation.  The  amount  of  blood  in  the  stools  diminished,  but 
did  not  disappear  while  the  patient  was  being  given  this  antibiotic. 
Five  days  before  operation  the  patient  was  placed  on  a low  residue 
diet.  The  cecostomy  was  irrigated  twice  the  day  of  operation  and 
for  5 days  following  it,  during  which  time  the  rectum  was  also  ir- 
rigated with  the  sulfasuxidine  suspension.  Penicillin  and  streptomy- 
cin were  also  given  pre-  and  post-operatively.  A barium  enema 
placed  the  lower  end  of  the  tumor  at  13.5  cm.  from  the  rectum, 
as  measured  on  the  X-ray  plate.  On  March  3,  the  patient  was  cys- 
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toscoped  by  Dr.  A.  Mejia  Casals  with  the  aim  of  passing  catheters 
into  the  ureters.  This  was  impossible  because  of  pressure  by  the 
tumor  mass  on  the  bladder. 

Operation  was  performed  by  one  of  us  (E.  M.  de  H.)  March  3, 
ihe  procedure  taking  a total  of  6 hours.  Intratracheal  cyclopro- 
pane anesthesia  was  used.  Approach  to  the  rectosigmoid  was 
through  a Babcock-Bacon^-  incision,  with  division  of  the  left  rec- 
tus. The  huge  tumor  filling  the  pelvis  and  extending  above  the 
level  of  the  sacral  promontory  had  not  changed  in  spite  of  the 
preoperative  therapy,  and  it  was  now  thought  that  it  presented 
an  inoperable  carcinoma.  However,  since  no  enlarged  lymph  nodes 
could  be  located,  it  was  decided  to  attempt  resection.  The  recto- 
sigmoid was  mobilized  as  for  an  abdomino-perineal  resection  ‘ 
The  urinary  bladder  was  torn  upon  attempting  to  separate  it  from 
the  tumor.  Part  of  the  posterior  wall  remained  attached  to  the 
tumor,  the  bladder  was  repaired,  and  a cystostomy  tube  was  left 
in  place.  Since  the  vasa  deferentia  disappeared  into  the  tumor 
mass,  they  had  to  be  divided.  The  rectum  was  dissected  posteriorly 
as  far  as  the  coccyx  and,  anteriorly,  to  the  prostate.  The  inferior 
mesenteric  and  last  sigmoidal  arteries  were  doubly  ligated  and 
divided.  In  this  area  a single  enlarged  node  was  found  and  taken 
for  biopsy,  which  was  reported  as  “chronic  lymphadenitis”.  Dis- 
section was  continued  until  the  tumor  remained  suspended  be- 
tween the  rectum  and  descending  colon.  A non-crushing  clamp  was 
placed  5 cm.  below  the  lower  limits  of  the  tumor,  and  the  rectum 
\vas  divided  with  a knife  about  7.5  cm.  above  the  anus.  The  des- 
cending colon  was  cleared  of  fat,  ascertaining  that  adequate  cir- 
culation was  being  maintained.  Another  non-crushing  clamp  was 
placed  across  it  and  the  colon  was  divided  about  10  cm.  above  the 
upper  limits  of  the  tumor. An  open  end-to-end  anastomosis  of 
the  descending  colon  to  the  rectum  was  performed  using  an  inner 
through -and-through  interrupted  layer  of  #50  cotton  sutures  and 
a reinforcing  layer  of  interrupted  #50  cotton  Halsted  sutures.'’ 
In  this  manner  the  purse-string  effect  of  continuous  sutures  lead- 
ing to  stricture  was  avoided.  No  effort  was  made  to  repair  the 
pelvic  peritoneum.-’  Three  grams  of  sulfanilamide  powder  were 
sprinkled  into  the  hollow  of  the  sacrum  and  a large  drain  was 
placed  there.  The  operative  field  was  irrigated  with  a solution 
containing  1 gm.  of  streptomycin  and  1,000,000  units  of  penicillin. 
The  wound  was  closed  in  layers  with  interrupted  #50  cotton  su- 
tures throughout.  The  cystostomy  tube  was  placed  extraperitoneal- 
ly.  Two  thousand  cubic  centimeters  of  whole  blood  and  2,000  of  in- 
travenous fluids  were  administered  during  the  operation. 

The  post-operative  course  was  completely  afebrile,  probably 
because  of  the  use  of  antibiotics  and  non-absorbable  sutures.  On 
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the  2nd  day  proctoscopy  showed  a good  anastomosis  about  7.5  cm. 
above  the  anus.  Liquid  feedings  were  started  on  the  2nd  day, 
and  increased  to  a residue-free  diet  on  the  3rd  day.  The  patient 
had  a spontaneous  soft  bowel  movement  on  the  4th  day;  as  solids 
were  added  to  the  diet,  the  consistency  of  the  stools  increased. 
The  cecostomy  and  cystostomy  tubes  were  removed  on  the  11th 
day  and  the  patient  was  discharged  the  next  day,  March  15,  1950. 

At  the  time  of  writing  this  report,  6 months  after  operation, 
the  patient  is  asymptomatic;  the  stools  are  formed,  of  normal 
caliber,  and  never  contain  blood. 

Pathological  Description;  Grossly,  the  specimen  consisted  of 
a segment  of  colon  25  cm.  long.  A portion  of  it,  13.5  cm.  long, 
exhibited  a marked  enlargement  of  its  external  diameter  to  a 
maximum  of  10  cm.  (Fig.  2).  The  external  aspect  of  the  enlarged 
portion  was  composed  of  hemorrhagic  fibro-fatty  tissue.  The  lumen 
of  the  intestine  in  the  thickened  segment  was  greatly  altered 
along  a portion  13.5  cm.  long.  The  central  part  of  the  latter  portion, 
in  an  area  10  cm.  long,  was  occupied  by  white,  fungating,  soft 
tumor  tissue  that  covered  the  whole  circumference  of  the  gut  and 
filled  the  lumen  completely  (Fig  3).  The  neoplasm  was  encircled 
by  a grey  band  that  appeared  to  represent  the  muscle  coat,  and 
which  was  very  well  defined,  except  in  a few  areas  where  its 
continuity  was  lost.  Above  and  below  the  tumor  the  lumen  was 
patent,  though  markedly  narrowed,  for  a length  of  about  2 to  3 
cm.  each  way.  Here  the  mucosa  was  intensely  congested  and  cover- 
ed by  tenacious  mucoid  secretion.  Prominent  folds  and  redundancies 
of  the  mucosa,  and  some  four  pedunculated  polyps,  projected  into 
the  lumen.  The  largest  polyp  had  a diameter  of  1 cm.  The  above 
mentioned  grayish  band  that  encircled  the  tumor  was  in  turn  sur- 
rounded, to  a variable  thickness  of  2 to  4 cm.,  by  whitish,  finely 
fibrillary  tissue  that  seemed  more  fibrous  than  neoplastic.  The 
fibrous  tissue  had  replaced  most  of  the  perirectal  and  pericolonic 
fat,  and  diminished  towards  the  periphery.  It  was  not  very  dense, 
but  contributed  considerably  to  give  the  central  portion  of  the 
specimen  an  appearance  of  bulkiness  and  solidity  that  was  in  reality 
produced  mainly  by  the  intraluminal  neoplasm.  Above  and  below 
the  bulky  central  part,  the  mucosal  folds  were  edematous.  The 
mucosal  surface  was  diffusely  and  intensely  congested,  and  finely 
granular. 

Microscopically,  sections  through  the  tumor  mass  occupying 
the  lumen  showed  it  to  be  composed  of  variously  sized,  moderately 
atypical,  gland-like  structures  and  complexes  characteristic  of  a 
grade  II  adenocarcinoma  of  the  colon  (Fig.  4).  The  individual  cells 
tended  to  be  columnar.  The  nuclei  were  irregular  in  their  morpho- 
logic characters  and  occurred  at  (^jfferent  levels  in  different  cells. 
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P''IG.  2.  External  view  of  resected  portion. 

The  tumor  had  replaced  the  muscularis  mucosae  and  submucosa 
widely,  and  also  the  muscle  coat  in  a few  portions,  but  in  none  of 
the  sections  had  it  gone  beyond  the  latter  level.  Outside  of  the 
muscle  coat,  in  the  wider  portion  of  the  specimen,  there  was  an 
abundance  of  fibrous  tissue  (Fig.  5),  dense  in  .some  places,  loose 
and  edematous  in  others;  here  and  there  it  presented  compact, 
focal  accumulations  of  lymphocytes  and  plasma  cells.  The  polyps 
were  composed  of  normal  glands  about  a fibrous  stalk  (Fig.  6). 

The  neoplasm  had  undergone  necrosis  in  its  more  superficial 
portions,  inside  the  intestinal  lumen.  These  parts  were  covered 
with  abundant  fibrino-purulent  exudate,  often  admixed  with  blood. 
In  two  sections,  abscesses  were  found  in  the  submucosa,  and  occa- 
sional small  ones  were  encountered  in  the  pericolonic  and  peri- 
rectal fibrous  tissue.  They  contained  numerous  polymorphonuclears 
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and  fairly  numerous  macrophages.  The  latter  were  often  filled 
with  minute,  sharply  outlined  vacuoles  and  rare  erythrocytes ; some 
of  them,  at  the  beginning  of  the  microscopic  study,  were  actually 
mistaken  for  trophozoites.  It  was  necessary  to  obtain  a consider- 
able number  of  blocks  from  different  areas,  neoplastic  and  not  neo- 
plastic, and  to  carry  out  a prolonged  and  careful  search  by  several 
observers,  before  the  conclusion  could  be  confidently  reached  that 
pathogenic  amebae  were  not  present.  The  difficulties  were  enhanced 
by  finding  within  the  lumen,  admixed  with  desquamated  tumor 
cells  and  with  leukocytes,  a few  amebae  that  all  the  observers 
agreed  to  classify  as  Endamceba  coli  (Fig.  7). 


FIG.  3.  Lumen  occupied  by  fungating  adenocarcinoma;  only  one  polyp  can 
be  distinguished  at  lower  end. 


FIG.  5.  Fibrosis  about  tumor. 


SOX 


FIG.  6.  Polyp  of  rectosigmoid. 80X 


fig  7.  Endamoeba  coli  in  lumen,  close  to  center  near  toP;  most  other  cells 
are  malignant,  exfoliated  elements,  776X 
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DISCUSSION  AND  SUMMARY 

When  first  seen,  nine  months  after  onset,  the  case  was  more 
suggestive  of  some  type  of  colitis  than  of  neoplasm,  but  it  was 
impossible  to  carry  out  many  of  the  necessary  diagnostic  pro- 
cedures, such  as  detailed  bacteriological  and  protozoological  studies 
of  the  stools,  and  radiological  observations  after  a barium  enema. 
The  sigmoidoscope  disclosed  normal  findings  up  to  a level  of  20  cm., 
and  a single  examination  of  the  stools  for  amebae  was  negative. 
Indirect  general  measures  brought  about  an  improvement,  so  that 
he  did  not  return  until  four  months  later,  when  there  took  place 
a recrudescence  of  the  previous  dysenteriform  manifestations. 

Sigmoidoscopy  then  revealed  multiple  superficial  ulcers  that 
bled  easily  with  the  passage  of  the  instrument.  The  stools,  obtained 
after  purging,  were  positive  for  Endamoeba  histolytica  cysts.  Even 
though  the  diagnosis  seemed  clear,  after  those  findings,  an  ele- 
ment of  doubt  still  persisted  because  of  the  patient’s  age,  and  be- 
cause although  amebacidal  treatment,  carried  out  energetically, 
always  induced  amelioration,  it  would  never  produce  a complete 
remission  of  the  signs  and  symptoms  of  colitis.  He  was  treated 
for  amebic  colitis  from  March  to  October  of  1949,  after  which  he 
again  disappeared  from  view. 

In  January,  1950,  coinciding  with  a recrudescence  of  the  colitis, 
the  patient  developed  low  intestinal  obstruction.  Since  it  had  been 
impossible  during  the  interval  to  carry  out  additional  sigmoidos- 
copic  examinations  or  radiologic  studies,  and  the  clinical  picture 
continued  to  be  compatible  with  that  of  amebic  colitis,  when  a 
large  mass  was  found  in  the  rectosigmoid  at  exploratory  laparo- 
tomy, the  possibility  of  amebic  granuloma  was  thought  of,  although 
carcinoma  continued  to  be  kept  in  mind.  The  absence  of  lymph  nodes 
with  obvious  metastatic  involvement,  during  the  prolonged  process 
of  resection  of  the  mass,  strengthened  the  surgeon’s  belief  in  the 
presence  of  an  amebic  granuloma  rather  than  a carcinoma. 

The  difficulty  of  differentiating  between  these  two  conditions 
is  well-known,  among  other  reasons  because  both  are  diseases  of 
adults  and  both  of  them  select  the  same  portions  of  the  colon, 
namely,  the  cecum,  the  hepatic  and  splenic  flexures,  and  the  recto- 
sigmoid.’"’ ” In  our  case,  resection  was  imperative  for  relief  of 
the  intestinal  obstruction. 

The  pathological  examination  revealed  the  presence  of  several 
polyps  and  pseudopolyps  in  the  rectosigmoid  colon,  and  of  a bulky 
carcinoma  of  relatively  low  aggressiveness,  and  without  glandular 
metastasis,  as  far  as  could  be  determined.  It  also  showed  a rather 
marked  proliferation  of  fibrous  tissue  in  the  wall  of  the  intestine 
and  about  it.  The  fibrosis,  however,  did  not  form  a localized  mass. 
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as  in  true  amebic  granulomata.  Furthermore,  the  ulceration  of  the 
mucosa  was  of  neoplastic,  and  not  amebic,  origin. 

There  is  little  doubt,  in  retrospect,  that  even  if  a slow-grow- 
ing carcinoma  had  been  present  at  the  very  onset  of  symptoms, 
which  was  2 years  and  3 months  before  resection,  the  symptoms 
were  most  likely  of  amebic  origin.  Very  probably,  the  amebiasis 
was  cured  during  the  period  of  intensive  treatment  extending  from 
March  to  October  of  1949.  The  inability  to  carry  out  the  necessary 
examinations  needed  to  assess  the  effect  of  the  treatment,  and  to 
investigate  the  possibility  of  the  presence  of  a tumor,  were  the 
main  source  of  the  diagnostic  difficulties.  At  the  end  of  that  period, 
which  was  only  5 months  before  resection,  the  tumor  must  have 
been  large  enough  to  produce  diarrhea  and  bleeding. 

There  is  good  evidence  to  the  effect  that  the  amebic  infection 
was  cured  by  the  treatment.  At  the  time  of  preparation  of  the 
patient  for  resection,  no  amebae  could  be  found  in  the  stools.  A 
careful  examination  of  many  sections,  taken  from  the  resected 
specimen,  likewise  failed  to  yield  any  evidence  of  amebiasis.  Lastly, 
the  fact  that  6 months  have  elapsed  from  the  operation,  without 
the  slightest  recurrence  of  manifestations  of  colitis,  is  the  most 
definite  indication  of  the  absence  of  active  amebiasis,  and  the  most 
eloquent  proof  to  the  effect  that  the  symptomatology  present  to- 
wards the  time  of  operation  was  due  exclusively  to  the  tumor. 

We  attach  considerable  importance  to  the  finding  in  the  af- 
fected portion  of  the  rectosigmoid  of  several  true  polyps  and 
pseudopolypoidal  mucosal  redundancies,  for  the  adenocarcinoma 
could  well  have  originated  in  one  of  them. 

The  authors  are  not  unaware  of  the  fact  that  the  diagnosis 
of  amebic  colitis  rested  on  grounds  that  were  far  from  firm;  On 
the  clinical  features  of  the  colitis,  on  the  finding  of  multiple  shallow 
ulcers  in  the  distal  portions  of  the  sigmoid,  and  in  the  rectum,  in 
a single  sigmoidoscopic  examination,  and  on  the  presence  of  cysts 
at  Endamoeba  histolytica  in  the  feces,  again  also  in  a single  exami- 
nation. The  inability  to  conduct  the  requisite  examinations  and 
procedures,  and  the  impossibility  to  follow  the  case  closely,  make 
an  analysis  of  this  point  totally  useless.  It  is  precisely  the  difficul- 
ties of  differential  diagnosis  under  those  conditions,  so  frequently 
encountered  in  tropical  countries,  that  we  have  wished  to  exemplify 
v.'ith  the  above  case. 
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REPORT  OF  A CASE  OF  OVARIAN  STERILITY 
TREATED  SURGICALLY 


JENARO  SUAREZ,  M.l).* 

Among  the  various  types  of  ovarian  dysfunction  responsible 
for  sterility  in  the  human  female,  there  is  a type  caused  by  bi- 
lateral polycystic  ovaries. 

In  this  condition  ovulation  occurs  very  rarely,  if  at  all;  as 
demonstrated  by  endometrial  biopsy,  vaginal  smear,  basal  tempera- 
ture and  pregnandiol  determinations. 

Bilateral  polycystic  ovaries  are  associated  with  a definite 
syndrome,  primarily  characterized  by  amenorrhea  and  sterility. 
This  condition,  too  frequently  unrecognized,  was  first  described 
by  Stein  and  Levanthal’  and  is  now  known  as  the  Stein-Levanthal 
Syndrome.  They  found  that  the  pathological  picture  of  large,  pale, 
polycystic  ovaries  with  thickened  capsules  was  associated  with 
a type  of  ovarian  dysfunction.  The  characteristic  symptoms  in 
the  order  of  their  frequency  are:  (1)  Amenorrhea  (2)  Sterility 
(3)  Hirsutismus  (4)  Pain  (5)  Occasional  menometrorrhagia. 

The  amenorrhea  is  of  the  secondary  type.  Unless  properly 
treated  these  women  remain  sterile  for  life.  For  a few  years  after 
puberty  normal  menstruations  may  occur,  but  as  the  patients  grow 
older  there  is  a tendency  for  the  menstrual  cycle  to  become  irre- 
gular with  gradual  lengthening  of  the  intervals  and  scantier  flow. 
Lapses  of  amenorrhea  occur,  followed  by  complete  amenorrhea 
which  may  last  for  years.  Sterility  is  of  the  same  duration. 

CASE  REPORT 

On  January  24th,  1949,  I was  consulted  because  of  sterility  by 
Mrs.  J.  W.,  a 28  year  old  American  woman.  She  had  been  married 
eight  years,  had  never  practised  birth  control  methods,  and  was 
anxious  to  have  a child. 

The  patient  had  kept  a complete  record  of  the  many  tests  done 
on  her  husband  and  herself  during  the  past  several  years  which 
had  been  spent  in  New  York  and  Canada.  These  tests  included 
B.M.R.,  Rubin’s  test,  .spermatozoodial  count,  basal  temperature, 
endometrial  biopsy,  Rh  factor,  etc.  All  had  been  found  normal. 
The  various  treatments  which  she  had  received  had  helped  her 
menstrual  irregularities  but  not  the  sterility. 

Since  menarche  at  14  years  of  age,  the  patient  had  had  irre- 
gular menstrual  periods,  averaging  five  or  six  a year,  scanty,  and 
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without  cramps.  Her  last  menstrual  period  occurred  in  August 
1948,  five  months  prior  to  consultation.  The  only  other  associated 
symptoms  present  was  low  pelvic  pain. 

Pelvic  examination  revealed  normal  external  genitalia,  no 
hirsutism,  uterus  anterior  and  normal  in  size.  Both  ovaries  were 
the  size  of  ping-pong  balls,  globular,  cystic  and  hard.  A tentative 
diagnosis  of  bilateral  polycystic  ovaries  was  made. 

The  results  of  the  examination,  the  pelvic  findings,  and  the 
recommendation  for  the  correction  of  her  sterility  was  discussed 
with  the  patient  in  detail.  She  was  told  that  the  cause  of  her 
sterility  was  probably  mechanical,  that  ovulation  could  not  take 
i'lace  because  both  ovaries  had  thickened  capsules  which  prevented 
the  discharge  of  the  ova.  An  operation  for  decapsulation  of  the 
ovaries  was  recommended. 

The  patient  was  admitted  to  the  Presbyterian  Hospital,  San 
Juan,  Puerto  Rico,  case  # 72669.  On  February  1st,  1949,  under 
spinal  anesthesia,  a Pfannenstiel  incision  was  made.  On  explora- 
tion of  the  pelvic  cavity  there  was  revealed  a normal  uterus,  and 
large  pale,  smooth  ovaries,  both  of  which  had  thick  capsules.  There 
were  multiple  small  cysts  within  the  tunica.  A wedge  was  removed 
from  both  ovaries  and  the  ovarian  capsules  were  resutured  loosely. 
In  an  attempt  to  forestall  adhesions,  no  instruments  or  laparotomy 
sponges  were  introduced  into  the  abdominal  cavity.  Recovery  was 
uneventful.  The  patient  became  pregnant  immediately  after  opera- 
tion and  was  delivered  in  Venezuela  of  a normal,  eight-pound  male 
child. 


PATHOLOGY 

In  this  type  of  ovarian  sterility  both  ovaries  are  enlarged, 
round,  smooth  and  very  hard  in  consistency.  The  enlargement  is 
due  to  the  presence  of  multiple  small  cysts.  In  color,  the  ovaries 
vary  from  pure  white  to  gray,  according  to  the  thickness  of  the 
tunica  albiguinea.  On  section,  the  very  dense  thick  capsule  and 
the  multiple  cysts  crowding  the  thickened  tunica  are  the  most 
striking  findings.  There  are  no  mature  follicles,  corpora  lútea, 
or  ova  present. 


ETIOLOGY  . 

In  a recent  publication  by  Ingersoll,-  the  author  reports  the 
hormonal  findings  on  twelve  cases  with  bilateral  polycystic  ovaries 
of  a series  of  twenty-one  cases  collected  at  the  Massachusetts 
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General  Hospital  during  the  past  twelve  years.  The  work  was  done 
under  the  direction  of  Dr.  Fuller  Albright.  To  my  knowledge 
these  are  the  first  endocrinological  studies  reported  on  this  con- 
dition. The  17-ketosteroid  determination  and  the  follicle-stimulating 
assays  done  quantitatively  in  twelve  of  the  twenty-one  cases  were 
found  to  be  within  normal  range.  The  authors  are  of  the  opinion 
that  the  syndrome  is  the  result  of  a congenital  fibrosity  of  the 
ovarian  capsules,  and  is  not  of  endocrine  origin.  This  assumption 
is  derived  from  the  fact  that  in  89%  of  the  cases  reported  by 
Stein,  the  patients  responded  by  ovulating  immediately  after  opera- 
tion. There  was  no  instance  of  recurrence  in  the  series  reported. 

DIAGNOSIS 

The  symptoms  associated  with  this  ovarian  disorder  are  nu- 
merous and  variable.  This  pathological  condition  is  so  rare,  and 
the  menstrual  irregularities  in  women  are  so  common,  that  a set 
of  criteria  must  be  fulfilled  before  surgery  is  attempted. 

1.  Persistent  lack  of  ovulation  must  be  demonstrated. 

2.  This  condition  must  be  differentiated  from  other  endocrine 
disorders,  particularly  from  follicular  retention  cysts  of  the  ovaries, 
which  are  extremely  common  during  the  reproductive  cycle  in 
women.  The  latter  is  physiological  and  will  correct  itself  in  time. 
If  surgery  is  done,  disastrous  results  will  occur  in  that  it  will 
interfere  with  ovulation  and  the  normal  menstrual  cycle. 

3.  The  presence  of  bilateral,  smooth,  globular  ovaries  must 
be  established  either  by  physical  examination,  culdoscopy,  gyneco- 
graphy  or  pneumo-roentgenography. 

In  this  particular  case  the  criteria  was  formulated  after  a 
careful  evaluation  of  the  history,  laboratory  findings  and  pelvic 
examination.  It  was  of  particular  significance  to  me  that  this 
case  presented  a uterus  of  normal  size  and  not  a small  or  infantile 
organ  as  is  usually  found  in  cases  of  sterility  or  secondary  ame- 
norrhea. In  addition,  both  ovaries  were  felt  to  be  definitely  en- 
larged, globular  and  of  hard  consistency.  An  endometrial  biopsy 
taken  before  operation  showed  no  signs  of  ovulation. 

Endocrinologically  the  clinical  symptoms  presented  by  this 
case  were  interpreted  in  the  following  manner: — A normal  size 
uterus  and  breasts  meant  that  the  ovaries  were  producing  the  sex 
hormones  in  normal  quantities.  The  secondary  amenorrhea  was 
due  to  lack  of  withdrawal,  the  scantj’’  and  irregular  menstrual 
periods  were  due  to  slight  fluctuations  in  the  hormone  levels  and 
were  not  due  to  complete  withdrawals.  The  absence  of  ovulation 
was  probably  mechanical. 
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TREATMENT 

(3nce  the  diagnosis  of  bilateral  polycystic  ovaries  is  made,  the 
treatment  is  surgical.  Treatment  with  hormones  has  been  unsuc- 
cessful. 
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ACUTE  PANCREATITIS  — DIAGNOSIS  AND  TREATMENT 


J.  R.  GONZALEZ  GIUSTI,  M.D.* 

Acute  pancreatitis  is  a frequent  disease  which  until  recently 
had  been  diagnosed  only  in  its  more  severe  forms.  Errors  in  diag- 
nosis lead  to  unnecessary  surgery  and  delay  in  treatment.  Not  too 
much  emphasis  can  be  laid  on  the  importance  of  early  diagnosis  and 
treatment  of  this  disease.  In  this  article  I will  try  to  stress  some  of 
the  fundamental  progress  made  in  the  diagnosis  and  treatment  of 
acute  pancreatitis. 

Acute  pancreatitis  has  been  divided  into: — 

1 —  Pancreatic  edema  or  acute  interstitial  pancreatitis. 

2 —  Acute  necrotizing  or  hemorrhagic  pancreatitis. 

3 —  Acute  suppurative  pancreatitis. 

We  will  not  discuss  the  merits  or  drawbacks  of  this  classifica- 
tion except  to  point  out  that  actual  differentiation  of  the  forms 
of  pancreatitis  can  rarely  be  made  except  at  operation,  autopsy  or 
by  inference  after  recovery  of  the  patient.  For  this  reason  acute 
pancreatitis  will  be  treated  as  an  entity  which  always  must  be 
considered  with  great  concern. 

Fundamentally  pancreatitis  is  associated  with  the  activation 
of  the  pancreatic  enzyme  trypsinogen  into  trypsin  and  the  destruc- 
tion of  pancreatic  tissue  by  this  proteolytic  enzyme. 

The  etiology  of  acute  pancreatitis  is  variable  but  with  the  aid 
of  information  gathered  in  animal  experimentations  the  pathologic 
physiology  of  this  condition  is  now  fairly  well  understood. 

Obstruction  of  the  pancreatic  ducts  is  probably  the  most  im- 
portant single  factor  in  pancreatitis.  This  obstruction  may  be  due 
to  common  duct  stone,  stenosis  or  spasm  of  the  sphincter  of 
Oddi  or  edema  of  the  duodenal  mucosa.  About  40  - 50%  of  the 
cases  of  acute  pancreatitis  have  associated  disease  of  the  biliary 
tract;  many  of  them  having  recurrent  attacks  of  pancreatitis.  In 
these  cases  reflux  of  bile  into  the  pancreatic  ducts  may  be  an  im- 
portant factor  in  initiating  an  attack  of  acute  pancreatitis. 

Rich  and  Duff  have  shown  that  metaplastic  changes  occur 
in  the  mucosa  of  the  pancreatic  ducts  and  produce  obstruction  to 
pancreatic  flow.  Obstruction  of  the  pancreatic  ducts  combined  with 
a strong  stimulus  to  pancreatic  secretion  produced  by  secretion  can 
cause  pancreatic  edema.  If  the  secretory  pressure  is  great  enough 
it  can  cause  rupture  of  the  finer  ducts  with  activation  of  the  pan- 
creatic enzyme  trypsinogen  and  result  in  edema,  hemorrhage  and 
necrosis.  Varying  degrees  of  these  processes  may  occur  in  different 
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parts  of  the  gland  at  the>same  time.  Ischemia  either  due  to  organic 
vascular  changes  or  spasm  is  an  important  factor  in  the  progression 
of  pancreatic  edema  to  hemorrhage  and  necrosis.  Pancreatic  exudate 
rich  in  proteolytic  and  lipolytic  enzymes  escape  into  the  retro- 
peritoneal space,  lesser  sac  and  through  the  foramen  of  Winslow 
to  the  rest  of  the  peritoneal  cavity  accounting  in  part  for  the 
variable  localization  of  pain.  Pancreatic  lipase  produces  hydrolysis 
of  fat,  the  fatty  acids  combine  with  calcium  to  form  the  white 
plaques  of  fat  necrosis  characteristic  of  the  disease.  If  fat  necrosis 
is  extensive  hypocalcemia  occurs  and  tetany  may  become  mani- 
fest. 

Extensive  destruction  of  the  islet  of  Langerhans  will  produce 
hyperglycemia  and  diabetes.  Siler  et  al  found  hyperglycemia  in  109^ 
of  their  series  with  4.5%  cases  of  permanent  diabetes  complicating 
acute  pancreatitis. 

Infection  is  not  an  important  factor  in  the  early  phase  of 
the  majority  of  cases  of  pancreatitis.  After  pancreatic  necrosis 
has  occurred  secondary  infection  is  frequent  and  may  contribute 
to  the  toxemia  of  the  disease  and  lead  to  abscess  formation. 

Infrequent  causes  of  acute  pancreatitis  are  severe  abdominal 
trauma  and  vascular  accidents  involving  the  pancreas.  Infectious 
diseases  such  as  mumps,  typhoid  fever  and  scarlet  fever  may  be 
responsible  for  attacks  of  acute  pancreatitis. 

There  are  several  points  that  may  be  of  help  in  the  history 
of  the  patient: 

1 — Previous  attacks  of  abdominal  pain  suggestive  of  pan- 
creatitis. 

2 — Indulgence  in  rich  foods  or  alcoholic  drinks  before  onset 
of  the  disease. 

3 — Proven  or  suspected  biliary  tract  disease. 

Pain  is  the  most  constant  symptom  of  acute  pancreatitis.  The 
character  of  the  pain  is  constant,  boring  with  exacerbation  after 
ingestion  of  food.  Pain  and  tenderness  are  usually  epigastric  and 
muscle  guarding  is  infrequent.  If  present  it  is  not  marked.  The 
localization  of  pain  varies  with  the  extent  of  the  process.  When 
the  pancreatitis  is  mostly  in  the  head  of  the  pancreas  with  escape 
of  exudate  to  the  right  side  the  pain  will  be  referred  to  the  gall 
bladder  region.  The  edema  may  cause  obstruction  of  the  intrapan- 
creatic  portion  of  the  common  duct  giving  rise  to  jaundice.  These 
cases  may  be  erroneously  diagnosed  as  acute  cholecystitis  with 
obstruction  of  common  duct  by  stone. 

When  the  process  involves  the  body  and  tail  of  the  pancreas 
radiation  of  pain  is  toward  the  left  upper  quadrant  and  flank.  This 
type  may  be  confused  with  acute  left  renal  disease. 

Often  the  epigastric  pain  bores  right  through  the  abdomen 
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to  the  back  at  the  level  of  the  1st.  or  2nd.  lumbar  vertebra.  It  is 
not  unusual  for  the  pain  in  pancreatitis  to  radiate  to  the  R.L.Q. 
\vhere  local  tenderness  may  lead  to  the  erroneous  diagnosis  of 
acute  appendicitis. 

Vomiting  is  seen  in  80  - 909^  of  cases  of  acute  pancreatitis.  As 
a rule  it  is  severe,  persistent,  effortless  vomiting  consisting  of  in- 
gested food  and  gastroduodenal  contents. 

There  are  certain  cases  of  pancreatitis  in  which  vomiting  and 
abdominal  distention  are  the  main  feature.  These  cases  are  often 
mistaken  for  mechanical  small  bowel  obstruction.  In  severe  pan- 
creatitis paralytic  ileus  is  frequent  and  may  be  a prominent  part 
of  the  picture.  Several  investigators  among  them  Grollman  and 
co-workers  have  pointed  out  the  frequent  finding  of  a distended 
isolated  loop  of  small  bowel  (localized  paralytic  ileus)  in  cases  of 
acute  pancreatitis.  We  have  seen  this  sign  in  2 cases  of  pancrea- 
titis. 

The  least  frequent  form  of  pancreatitis  is  the  one  which  is 
described  in  most  of  the  old  textbooks.  It  is  truly  an  abdominal 
catastrophe  accompanied  by  shock,  marked  restlessness  or  coma. 
This  type  carries  a high  mortality,  must  be  differentiated  from 
other  serious  conditions  such  as  severe  myocardial  infarction  esp. 
I'osterior  infarction,  mesenteric  thrombosis,  dissecting  aneurysm 
of  the  aorta  and  perforation  of  a viscus. 

The  most  helpful  test  in  the  diagnosis  of  pancreatitis  is  the 
serum  amylase  determination.  Any  case  of  obscure  abdominal  pain 
should  have  the  serum  amylase  determination  done  to  help  confirm 
or  rule  out  pancreatitis. 

Normal  level  of  serum  amylase  range  between  80-150,  Somoyi 
units.  Elevation  above  200  units  are  significant,  however,  truly 
diagnostic  levels  are  above  300.  Increased  concentration  of  the 
serum  amylase  in  pancreatitis  may  be  very  fleeting,  the  amy- 
lase is  increased  only  as  long  as  there  is  progressive  pancrea- 
titis damage.  In  most  cases  the  serum  amylase  drops  to  normal 
levels  48-72  hours  after  onset  of  the  disease.  In  the  severe  cases  of 
pancreatic  necrosis  after  the  initial  rise  serum  amylase  drops  to 
subnormal  levels  sometimes  to  zero.  This  is  an  ominous  sign  point- 
ing to  complete  destruction  of  the  pancreas.  The  elevation  of  serum 
amylase  has  no  correlation  with  the  severity  of  the  disease.  One 
of  the  highest  levels  of  serum  amylase  recorded  in  the  literature, 
6,400  units,  was  in  a case  of  traumatic  pancreatitis  in  a child 
8 years  old,  who  withstood  the  injury  almost  on  an  ambulatory 
basis.  There  have  been  authenticated  cases  of  acute  pancreatitis 
with  a normal  serum  amylase.  Siler  et  al  in  a series  of  98  cases 
of  pancreatitis  found  serum  amylase  concentration  above  200  in 
82%  of  the  cases  studied. 
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Recently  three  cases  have  been  reported  in  the  literature  of 
perforated  peptic  ulcer  with  elevated  serum  amylase.  In  cases  of 
renal  failure  with  uremia  there  is  elevation  of  serum  amylase  con- 
centration as  well  as  other  serum  constituents.  Like  all  laboratory 
tests  the  serum  amylase  determination  must  be  carefully  assessed 
in  the  light  of  the  clinical  findings. 

The  white  blood  count  in  acute  pancreatitis  is  elevated  fre- 
quently above  20,000  with  increased  polymorphonuclears  especially 
young  forms.  Temperature  may  vary  from  normal  to  103°F  with 
comparable  changes  in  the  pulse  rate.  Rhoad  and  co-workers  could 
find  no  correlation  between  these  findings  and  the  severity  of  the 
disease  as  witnessed  at  operation  or  autopsy.  Elevation  of  blood 
pressure  is  more  common  than  a lowering  of  blood  pressure,  though 
usually  there  is  little  change. 

The  consensus  in  the  literature  is  in  favor  of  non-operative 
or  conservative  treatment  of  acute  pancreatitis.  The  mortality  has 
been  greatly  reduced  with  this  treatment.  In  a recent  series  report- 
ed by  Bockus  there  were  no  fatalities.  Surgery  should  de  reserved 
for  the  complications  of  pancreatitis  such  as  abscesses  or  pan- 
creatic cysts.  When  indication  arises  only  simple  incision  and  drain- 
age of  these  lesions  should  be  done.  Associated  biliary  tract  di- 
sease when  not  a real  surgical  emergency  is  best  treated  after  the 
attack  of  acute  pancreatitis  has  subsided. 

The  treatment  of  acute  pancreatitis  is  primarily  concerned 
with  curtailing  the  secretions  of  the  pancreas  to  prevent 
progression  of  the  disease.  Continuous  gastric  suction  is  insti- 
tuted with  only  sips  of  water  allowed  by  mouth.  Atropine  sulphate 
gr  1 100  - 1/150  every  four  hours  is  given  to  inhibit  vagal  secre- 
tory stimulus  on  the  pancreas.  Demerol  is  administered  in  adequate 
dosage  to  relief  pain  and  allay  restlesness.  Penicillin  and  strepto- 
mycin or  more  recently  aureomycin  intravenously  are  given  to 
combat  or  prevent  infection  in  the  devitalized  pancreatic  tissue. 
The  use  of  antibiotics  has  undoubtedly  helped  to  lower  the  mor- 
tality and  the  incidence  of  complications  in  acute  pancreatitis.  In- 
travenous glucose  .solution  are  given  in  sufficient  amount  to  main- 
tain adequate  caloric  and  fluid  intake.  In  the  cases  with  diabetes, 
insulin  is  administered  as  required.  Hypocalcemia  is  corrected  with 
intravenous  calcium  administration.  Blood  and  plasma  may  be  re- 
quired in  the  more  severe  cases  to  maintain  adequate  hemoglobin 
levels  and  blood  volume. 

Popper  and  Gage  from  the  Ochsner  Clinic  have  used  procaine 
block  of  the  splanchnic  nerves  in  the  treatment  of  pancreatitis 
with  good  results.  Gage  had  the  treatment  himself  for  an  attack 
of  acute  pancreatitis  and  his  reports  are  enthusiastic.  He  believes 
that  the  patient  is  benefited  not  only  by  the  dramatic  relief  of 
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pain  but  that  vasodilatation  of  the  pancreatic  vessels  may  prevent 
ischemia  and  progression  of  pancreatic  edema  to  hemorrhage  and 
necrosis.  In  artificially  induced  pancreatitis  in  dogs,  Popper- 
Necheles  showed  that  temporary  ischemia  of  the  pancreas  can 
cause  pancreatic  edema  to  progress  to  hemorrhagic  necrosis. 

CASE  REPORT 

Report  of  one  case  in  which  the  splanchnic  procaine  block 
was  used  as  an  adjuvant  in  the  treatment  of  acute  pancreatitis 
follows: 

L.V.T.,  a 48  year  old  white  housewife,  was  admitted  to  the 
Presbyterian  Hospital  on  7-3-50  with  the  chief  complaint  of  severe 
epigastric  pain  of  two  days  duration.  The  onset  of  pain  was  sudden 
with  radiation  of  pain  through  to  the  back  accompanied  by  vomit- 
ing of  all  food  and  liquid  ingested. 

There  have  been  2-3  similar  episodes  in  the  past  5 years  but 
none  as  severe  as  the  present  one. 

For  five  years  patient  has  been  known  to  be  a mild  diabetic 
and  is  under  treatment  with  insulin  and  diet. 

Examination  revealed  a middle  age  female  moderately  obese 
in  acute  distress. 

Tenderness  marked  in  the  epigastrium  and  less  so  towards 
the  right  and  left  hypochondrium.  No  definite  masses  or  muscle 
.‘•■pasm  noted.  WBC  26,900  with  85%  polys.  Blood  amylase  543 
Somogyi  units.  Blood  Sugar  107.  Flat  plate  of  abdomen  was  nega- 
tive. The  patient  was  treated  with  continuous  gastric  suction, 
atropine  sulphate  grs  1/150  q.  4 h.,  penicillin  and  streptomycin. 
The  pain  required  100  mg.  of  demerol  every  4-6  hours  for  relief. 
Her  caloric  and  fluid  requirements  were  met  by  intravenous  glu- 
cose in  water  and  saline  infusions  adequately  covered  by  regular 
insulin. 

General  condition  of  the  patient  improved  but  the  epigastric 
pain  persisted  and  radiated  to  the  left  flank  and  left  lower  qua- 
drant. The  serum  amylase  dropped  to  normal  levels  on  the  third 
hospital  day.  The  temperature  rose  to  100.5  and  the  white  count 
remained  high.  On  the  4th.  hospital  day  splanchnic  procaine  block 
was  performed  and  the  relief  of  the  epigastric  pain  was  immediate, 
the  relief  of  pain  persisted  and  the  patient  made  a rapid  recovery 
thereafter.  She  was  discharged  on  the  10th  hospital  day  and  has 
remained  symptom  free  on  a low  fat  diabetic  diet  until  this  date. 

X rays  of  the  gall  bladder  will  be  done  four  weeks  after  her 
acute  episode  to  rule  out  any  biliary  tract  disease  as  a possible 
pirecipitating  factor  in  her  repeated  attacks  of  pancreatitis.  Faulty 
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or  poor  gall  bladder  visualization  is  often  seen  during  attack  of 
acute  pancreatitis  due  to  the  concomittant  pericholecystic  inflam- 
mation. It  is  best  to  wait  about  4 weeks  after  an  attack  of  acute 
pancreatitis  has  subsided  to  allow  gall  bladder  function  to  return  to 
normal. 

At  the  Presbyterian  Hospital  during  the  past  year  we  have 
had  seven  cases  of  acute  pancreatitis  treated  as  outlined  above  with 
prompt  relief  of  pain  and  tenderness  in  six  of  the  seven  cases.  The 
seventh  case  is  the  one  just  reported  who  had  excellent  response 
to  splanchnic  block.  All  the  patients  have  recovered  from  their 
acute  phase  in  10  - 20  days  without  any  serious  complications.  Two 
of  these  cases  with  history  of  recurrent  attacks  of  pancreatitis 
had  associated  biliary  tract  disease  and  were  operated  during  the 
quiescent  stage.  Common  duct  stones  were  removed  and  both 
patients  have  remained  well  until  this  date. 

SUMMARY 

Acute  pancreatitis  is  a common  disease,  frequently  associated 
with  biliary  tract  disease,  in  which  obstruction  of  the  pancreatic 
duct  accompanied  by  a strong  stimulus  to  pancreatic  secretion 
are  the  principal  etiologic  factors. 

Some  of  the  recent  progress  in  the  pathologic  physiology  and 
diagnosis  of  the  disease  is  presented. 

Non  operative  or  conservative  treatment  of  acute  pancreatitis 
is  stressed  with  surgery  reserved  for  the  complications  of  the 
disease. 

Seven  cases  were  treated  at  the  Presbyterian  Hospital  during 
the  past  year,  without  any  mortality  or  complications. 

One  case  is  reported  in  detail  in  whom  splanchnic  procaine 
block  was  very  effective  in  relieving  pain  and  accelerating  patient’s 
recovery. 
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Fractures  of  the  hip,  as  defined  in  this  paper,  is  essentially 
an  injury  of  the  aged.  The  average  patient  is  usually  well  over 
sixty  years  of  age.  This  report  consists  of  a group  of  thirteen 
cases  recently  treated  at  the  Presbyterian  Hospital.  X-Rays  of  the 
more  typical  cases,  rather  than  those  of  all  cases,  are  included, 
because  of  space  limitation.  Some  X-Rays  were  not  clear  enough 
for  publication. 


TYPES  OF  FRACTURES 

The  types  of  fractures  are  usually  those  of  the  femoral  neck, 
intertrochanteric  fractures,  combination  intertrochanteric  and  sub- 
trochanteric, and  subtrochanteric.  This  group  was  divided  into 
the  following  types: 


1.  Femoral  neck 6 

2.  Intertrochanteric  5 

3.  Combination  1 

4.  Subtrochanteric 1 


AGE  AND  SEX 

This  group  involves  twelve  cases  ranging  from  sixty  to  ninety- 
three  years  of  age  or  an  average  age  of  seventy-one  years.  One 
case  of  a younger  individual,  thirty-four  years  of  age,  is  included 
merely  to  show  the  corrective  possibilities  of  internal  fixation  in 
an  old  fracture. 

Over  eighty  per  cent  of  the  cases  were  in  women.  These  figures 
are  in  accord  with  the  findings  of  other  men.  This  is  usually  ex- 
plained by  the  fact  that  the  female  bony  structure  is  not  as  strong 
as  the  bony  structure  of  the  male. 

TREATMENT 

Unless  the  patient  is  moribund,  the  treatment  of  choice  is 
immediate  operation  for  reduction  and  internal  fixation  so  that 
the  patient  may  be  gotten  out  of  bed  as  rapidly  as  possible,  usually 
one  to  three  days  after  operation. 

In  this  way  the  complications  of  prolonged  bed  rest  are  avoided. 

* Attending  Orthopedic  Surgeon,  Presbyterian  Hospital,  San  Juan^  P.  R. 
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Notable  among  these  are  pressure  sores,  joint  stiffness  and  flexion 
contractures,  senile  psychoses,  atrophy,  inanition  and  debility.  If 
a lapse  of  time  is  necessary  for  special  examinations,  simple  traction 
by  means  of  Buck’s  extension  should  be  applied  to  promote  com- 
fort and  reduce  shock.  A general  anesthetic  is  preferable.  An  ade- 
quate blood  transfusion  should  be  given  during  the  course  of  the 
operation.  The  bed  risk  in  these  cases  is  greater  than  the  risk  of 
operation. 

There  is  almost  no  such  thing  as  a good  operative  risk  in  this 
age  group.  In  this  particular  group  two  patients  had  hemiplegia, 
two  had  diabetes,  two  had  rheumatoid  arthritis,  one  had  hyper- 
tensive cardiovascular  disease,  and  one  had  arteriosclerotic  heart 
disease  with  heart  block. 

There  were  no  deaths  in  this  group  of  cases  in  spite  of  the 
existence  of  these  conditions. 

A short  life  expectancy  is  no  reason  for  not  operating  on  these 
cases.  Internal  fixation  makes  the  patient  ever  so  much  more  com- 
fortable and  for  the  sake  of  the  patient,  and  the  patient’s  family, 
surgery  is  warranted  even  if  the  patient  is  not  expected  to  walk 
again. 

Type  of  Fixation 

Smith-Petersen  nails  were  used  in  the  fractures  of  the  neck 
of  the  femur.  Jewett-type  (nail-plate  combination)  nails  and  Moore 
blade-plates  were  used  in  the  intertrochanteric  and  subtrochanteric 
fractures.  Of  the  latter  two,  both  produce  adequate  fixation  but  the 
Jewett-type  nail  seems  to  be  technically  more  simple  to  insert. 

One  case  of  femoral  neck  fracture  was  treated  by  means  of 
a high  femoral  osteotomy.  Another  case  of  intertrochanteric  frac- 
ture was  treated  by  means  of  skeletal  traction  because  surgery 
was  refused. 

X-Rays 

X-Rays  are  taken  during  operation  to  check  the  reduction 
and  the  proper  direction  of  the  nail.  A good  X-Ray  technician  is 
most  important  for  the  speed  of  the  operation. 

Postoperative  Care 

The  patient  is  placed  in  bed  with  either  a shoe  with  a cross- 
piece of  wood  nailed  to  the  heel  or  light  traction  applied  to  the 
leg  in  order  to  prevent  external  rotation.  The  patient  is  turned 
from  side  to  side  frequently  to  prevent  bedsores.  Penicillin  therapy, 


PETER  E.  SABATELLE 


r,92 

which  has  been  started  pre-operatively,  is  continued  post-opera- 
tively  for  a number  of  days.  The  patient  is  permitted  to  sit  up 
in  bed  and  then  in  a large  chair  out  of  bed  as  soon  as  his  or  her 
general  condition  permits.  This  period  is  very  often  one  to  three 
days.  If  the  patient  has  an  adequate  home,  it  is  rarely  necessary 
to  hospitalize  the  patient  more  than  one  to  two  weeks.  Permitting 
the  patient  to  return  to  his  or  her  home  as  soon  as  possible  often 
helps  the  patient  considerably. 


FRACTURES  OF  THE  NECK  OF  THE  FEMUR 

There  were  six  cases  in  this  group.  Five  were  treated  with 
insertion  of  Smith-Petersen  nails.  One  was  treated  by  means  of 
a high  femoral  osteotomy  for  the  fracture  was  sub-capital  (very 
close  to  the  head),  because  this  type  of  fracture  will  usually  not 
hold  a nail  and,  therefore,  will  usually  not  unite.  Union  in  femoral 
neck  fractures  usually  takes  a minimum  of  six  months  to  unite, 
and  weight-bearing  on  the  injured  limb  should  not  be  permitted 
until  X-Ray  shows  union.  The  patient  may  get  about,  however,  by 
means  of  weight-bearing  on  the  uninjured  limb  only  with  the  aid 
of  crutches. 


CASE  REPORTS 

Case  No.  1,  M.C.B.  - 72143.  This  is  the  case  of  a female  patient 
sixty-five  years  of  age,  who  slipped  and  fell  in  a bathtub  on  Decem- 
ber 12,  1948  and  sustained  a fracture  of  the  neck  of  the  left  femur. 

A Smith-Petersen  nail  was  inserted  under  general  anesthesia. 
A transfusion  was  given  during  the  operation.  The  fracture  was 
successfully  reduced  and  nailed.  X-Rays  six  months  later  showed 
excellent  consolidation  of  the  fracture  and  the  patient  was  then 
permitted  unlimited  weight-bearing.  Very  recent  follow-up  shows 
no  complications  whatever. 

Case  No.  2,  I.F.  - 75250.  This  is  the  case  of  a sixty-seven  year 
old  female  patient  who  fell  on  a sidewalk  and  sustained  a fracture 
of  the  left  femoral  neck  on  October  4,  1949. 

A Smith-Petersen  nail  was  inserted,  under  general  anesthesia, 
on  the  following  day:  a good  reduction  and  nailing  was  obtained. 

X-Rays  taken  seven  months  later  showed  good  consolidation 
of  the  fracture  and  full  weight-bearing  was  permitted. 
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FIG.  la  — Case  1 showing  typical 
femoral  neck  fracture. 


FIG.  II)  — Same  case  showing  re- 
duction and  Smith-Petersen  nail  as 
fixation  element. 


FIG.  Ic  — Lateral  view  to  check  FIG.  Id  — Same  case  8 months 
position  of  nail.  latter,  showing  union  of  fracture 

(film  was  copied  in  reverse). 
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FIG.  2a  — Case  2 showing  original 
fracture  and  deformity. 


FIG.  2b  — Same  case  after 
nailing. 


Case  No.  3,  E.M.  - 75595.  This  is  a seventy-year  old  female 
patient  who  fell  on  October  25,  1949  and  sustained  a trans-cervical 
fracture  of  the  left  hip. 

She  had  hypertension  and  arteriosclerosis,  and  had  suffered 
a cerebrovascular  accident  approximately  one  year  prior  to  admis- 
sion which  left  her  with  a severe  residual  left  hemiplegia  on  the 
same  side  as  the  fracture.  She  was  not  hospitalized  until  eleven 
days  post-fracture. 

On  November  8,  1949,  under  sodium  pentothal  and  gas  oxygen 
(using  curare  for  relaxation  because  of  the  hemiplegia),  the  frac- 
ture was  reduced  and  a Smith-Petersen  nail  was  inserted. 

X-Rays  eight  months  later  showed  good  union  and  the  patient 
was  permitted  unlimited  weight-bearing. 

Case  No.  4,  G.M.  - 67494.  This  is  the  case  of  a ninety  year 
old  female  patient  who  fell  on  July  24,  1947  and  sustained  a frac- 
ture of  the  neck  of  the  left  femur  and  a fracture  of  the  distal 
end  of  the  left  radius. 

On  July  30,  1947,  under  spinal  anesthesia,  the  fracture  was 
reduced  and  a Smith-Petersen  nail  inserted. 

The  patient  was  a ward  and  clinic  case  and  she  did  not  report 
for  follow-up  X-Rays  sufficiently  long  to  check  for  final  union  in 
the  case.  The  last  verbal  reports  were  that  she  was  walking  about 
comfortably. 


femoral  neck  with  deformity.  of  nail.  showing  union  of  the  fracture. 
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Case  No.  5,  A.P.A.  - 78556.  This  is  a ninety-three  year  old 
female  patient  who  fell  and  sustained  a fracture  of  the  neck  of  the 
left  femur  on  July  12,  1950. 

On  July  13,  1950,  under  general  anesthesia,  the  fracture  was 
reduced  and  a Smith-Petersen  nail  inserted. 

This  is  a recent  ca.se  and  it  is,  therefore,  too  soon  to  evaluate 
final  results. 

Case  No.  6,  A.P.H.  - 71682.  This  is  the  case  of  a sixty-six  year 
old  female  patient  who  fell  from  her  feet  to  the  floor  five  days 
prior  to  her  admission  on  October  25,  1948,  sustaining  an  obviously 
pathological  fracture  of  the  neck  of  the  left  femur  which  was 
classified  as  sub-capital  because  of  its  location  immediately  below 
the  head  of  the  femur. 

She  had  a history  of  long-standing  left  hemiplegia  together 
with  diabetes  mellitus,  rheumatoid  arthritis,  and  arteriosclerotic 
heart  disease. 

Under  spinal  anesthesia,  a high  femoral  osteotomy  (McMurray 
type)  was  performed  on  November  4,  1948.  This  was  done  because 
of  the  sub-capital  nature  of  the  fracture.  I felt  that  a Smith- 
Petersen  nail  would  not  hold  this  type  of  fracture.  A Plaster  of 
Paris  spica  was  applied  and  was  removed  after  nine  weeks. 

X-Rays  taken  three  months  following  operation  showed  good 
union  and  weight-bearing  was  permitted. 


FIG.  ia  — Case  6 showing  sill)-  FIG.  41)  — Same  case  following 
capital  fracture.  McMurray  osteotomy. 
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INTERTROCHANTERIC  FRACTURES 

These  fractures  generally  will  unite  regardless  of  the  type  of 
treatment,  but  very  often  unite  with  a marked  deformity  of  coxa 
vara,  external  rotation,  and  shortening  of  the  limb.  Conservative 
treatment,  consisting  of  traction  (either  skin  or  skeletal,  the  latter 
being  preferable)  requires  a minimum  of  eight  to  twelve  weeks  in 
traction. 

With  internal  fixation  these  patients  may  be  gotten  out  of 
bed  immediately  and  weight-bearing  permitted  on  the  fractured 
leg  within  eight  to  twelve  weeks,  at  which  time  this  type  of  fracture 
is  usually  united. 

Case  No.  7,  A.R.G.  - 75809.  Two  days  prior  to  her  admission 
on  November  24,  1949  this  sixty-three  year  old  female  patient  fell 
from  her  own  feet  and  sustained  an  intertrochanteric  fracture  of 
the  right  femur. 

The  patient  had  marked  cardiovascular  disease  with  a recent 
attack  of  coronary  thrombosis.  Under  general  anesthesia,  a Moore 
blade-plate  was  inserted  on  November  25,  1949. 

Within  a few  days  the  patient  was  permitted  to  sit  up  at  the 
edge  of  the  bed,  and  within  ten  days  she  was  sitting  up  in  a chair. 

X-Rays  taken  in  February  1950  showed  union  of  the  fracture 
although  with  angulation  of  the  neck  and  some  protusion  of  the 
nail.  Weight-bearing  was  then  permitted. 


FIG.  .'ia  — Case  7 sliowiiif;  iiiler- 
trochanteric  fracture. 


FIG.  .'ll)  Same  case  following 
insertion  of  the  Moore  hlacle-plate. 
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Case  No.  8,  C.T.O.  - 77474.  This  is  a sixty-year  old  female 
patient  who  fell  and  sustained  an  intertrochanteric  fracture  of  the 
left  femur  two  days  prior  to  her  admission  on  April  13,  1950. 

She  had  arteriosclerotic  heart  disease  with  a left  Bundle  branch 
block  and  a history  of  three  cerebro-vascular  accidents  and  a re- 
sidual marked  left  hemiplegia. 

On  April  15,1950,  under  cyclopropane  anesthesia,  the  fracture 
was  I’educed  and  fixed  with  a Jewett-type  nail. 

Within  one  week  the  patient  was  permitted  to  sit  in  a chair 
out  of  bed.  In  less  than  three  months,  X-Rays  of  the  fracture 
showed  good  consolidation  and  full  weight-bearing  was  permitted. 

Case  No.  9,  E.E.P.  - 68750.  This  is  a sixty-seven  year  old  male 
who  sustained  an  intertrochanteric  fracture  of  the  left  femur  on 
December  6,  1947,  the  day  of  admission. 

On  December  9,  1947,  under  general  anesthesia,  a Moore  blade- 
plate  was  inserted. 

X-Rays,  eight  weeks  postoperatively,  showed  good  union  and 
full  weight-bearing  was  permitted. 

Case  No.  10,  J.L.P.  - 74815.  This  is  the  case  of  an  eighty-five 
year  old  female  patient  who  fell  ten  days  prior  to  admission  on 
August  25,  1949  and  sustained  an  intertrochanteric  fracture  of  the 
left  femur. 

The  family  refused  surgery  and  the  patient  was  treated  by 
means  of  skeletal  traction  which  had  to  be  continued  for  eleven 
weeks  before  X-Rays  showed  sufficient  union  of  the  fracture  to 
permit  removal  of  the  skeletal  traction.  During  this  period  the 
patient  developed  a bedsore  and  considerable  ankle  and  lower  leg 
swelling  in  spite  of  excellent  nursing  care.  Position  of  the  fracture 
was  satisfactory  and  weight-bearing  on  the  injured  leg  was  permit- 
ted within  four  months  postoperatively. 

Case  No.  11,  C.B.L.  - 68612.  This  is  a seventy-one  year  old 
female  who  fell  from  her  feet  on  November  20,  1947,  the  day  of 
admission,  and  sustained  a combination  intertrochanteric  and  sub- 
trochanteric fracture  of  the  right  femur. 

The  patient  was  treated  by  means  of  traction  but  subsequent 
X-Rays  showed  very  poor  position  of  the  fragments. 

On  December  2,  1947,  under  general  anesthesia,  the  fracture 
was  reduced  and  fixation  was  obtained  by  inserting  a Moore  blade- 
plate. 

Fixation  of  the  fracture  was  so  good  and  the  patient  felt  so 
well  that  weight-bearing  on  the  fractured  limb  with  crutches  was 
permitted  after  two  weeks. 

X-Rays,  six  weeks  postoperatively,  showed  excellent  union  and 
unlimited  weight-bearing  was  permitted. 
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coxa  vara  deformity. 
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Case  No,  12,  A.G.M.  - 67062.  This  is  the  case  of  a thirty-four 
year  old  female  who  was  admitted  on  June  10,  1947.  Six  years 
prior  to  admission,  the  patient  fell  two  stories  and  sustained  a sub- 
trochanteric fracture  of  the  left  femur.  She  was  pregnant  and 
almost  near  term;  delivery  was,  therefore,  induced.  The  leg  fracture 
was  neglected  and  she  had  a residual  deformity  of  coxa  vara,  two 
and  one-half  inches  shortening  and  external  rotation  of  the  leg. 

On  June  26,  1947  an  osteotomy  was  performed,  under  general 
anesthesia,  as  closely  along  the  old  fracture  line  as  possible.  The 
coxa  vara  was  corrected,  one-half  inch  of  the  old  femur  was  re- 
moved from  the  distal  fragment  because  of  tissue  contraction,  and 
a Moore  blade-plate  was  inserted  to  maintain  the  alignment. 

As  a result  of  the  correction  of  the  coxa  vara  and  the  over- 
lapping, the  leg  was  lengthened  one  and  three-quarter  inches.  The 
marked  external  rotation  was  also  corrected.  X-Rays  showed  good 
union  eight  weeks  postoperatively  and  full  weight-bearing  was 
permitted. 

Case  No.  13,  J.T.  - 78266.  This  is  a sixty-eight  year  old  male 
patient  who  fell  three  days  prior  to  his  admission  on  June  19,  1950 
and  sustained  an  intertrochanteric  fracture  of  the  left  femur. 

On  June  20,  1950,  under  general  anesthesia,  a Jewett-type 
nail  was  inserted  for  internal  fixation. 

The  patient  was  permitted  to  sit  up  in  a chair  three  days 
postoperatively.  X-Rays  six  weeks  postoperatively  showed  good 
union  of  the  fracture  and  weight-bearing  with  crutches  was  per- 
mitted, the  latter  being  discarded  after  two  weeks. 


SUMMARY 

Twelve  cases  of  hip  fractures  in  the  older  age  group  are  pre- 
sented to  show  the  value  of  fixation  of  the  fracture  by  open  opera- 
tion. Shorter  hospitalization  periods,  earlier  weight-bearing,  and 
the  elimination  of  the  usual  bed  rest  complications  in  the  aged 
are  the  obvious  benefits.  One  case  of  the  younger  age  group  is  pre- 
sented to  demonstrate  the  value  of  internal  fixation  in  the  re- 
construction of  old  fractures. 

There  were  no  mortalities  in  this  group.  This  group  of  cases 
is  too  small,  however,  to  be  used  for  mortality  statistics.  Other 
workers  report  decreasing  the  mortality  figures  of  con.servative 
treatment  by  almost  two-thirds  in  the  internal  fixation  of  fractures 
in  the  aged. 


FIG.  8a  — Case  12  showing  old  united  FIG.  8b  — Lateral  view  showing  over  FIG.  8c  — Game  case  following  osteo- 

sub-trochanteric  fracture  with  marked  lapping.  tomy,  correction  of  deformity,  and  fixa 

overlapping  and  coxa  va-ra  deformity.  tion  with  Moore  blade-plate. 
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A CASE  OF  SIMMONDS’  DISEASE 


JENARO  SUAREZ,  M.D.* 
and 

MARIA  A.  PARES,  M.D.** 

On  August  10,  1945,  L.  F.  A.  (#65572)  an  18-yr.  old  mulatto 
female  was  admitted  to  the  Medical  Service  of  the  Presbyterian 
Hospital,  San  Juan,  in  an  unconscious  state. 

Ten  months  previously  the  patient  had  become  pregnant  for 
the  first  time.  During  the  first  trimester  of  pregnancy  there  had 
been  marked  weight  loss,  nausea,  vomiting,  and  very  poor  nourish- 
ment. 

At  the  sixth  month  of  gestation  she  was  hospitalized  at  the 
Bayamón  District  Hospital  because  of  weakness  and  severe  ane- 
mJa.  Her  condition  did  not  improve.  At  the  eighth  month  of  gesta- 
tion her  pregnancy  was  terminated  by  medical  induction  of  labor. 
During  delivery  the  patient  bled  profusely  and  continued  to  bleed 
for  two  to  three  days.  During  the  two  months’  hospitalization 
period  she  received  eight  blood  transfusions.  She  was  discharged 
in  apparently  good  condition  in  her  second  postpartum  week. 

About  three  weeks  before  admission  to  this  hospital  she  again 
took  to  her  bed  because  of  weakness,  anorexia  and  fatigue.  She 
also  had  vomiting  and  diarrhea  which  were  controlled  by  symp- 
tomatic treatment. 

On  admission,  physical  examination  revealed  the  following: 
an  18-yr.  old,  emaciated,  mulatto  female  in  semi-coma;  wt.  49  lbs, 
B.  P.  100/50 ; T.  98. 6^  F ; P.  80/min ; R.  16  min.  The  skin  over  the 
hands  and  trunk  was  ecchymotic  and  covered  with  petechiae.  There 
was  complete  loss  of  hair  in  the  axillary  and  pubic  regions.  There 
was  generalized  pallor  in  all  mucosal  surfaces.  The  tongue  was  beefy 
red.  The  breasts  were  atrophied.  A soft  systolic  murmur  was  heard 
over  the  apex  and  precordium.  P2  was  greater  than  A2.  Reflexes 
were  absent  in  the  lower  extremities.  Vomiting  and  diarrhea  was 
again  present. 

Laboratory  work  on  admission  revealed  a hemoglobin  of  less 
than  10%;  RBC  540,000;  WBC  4,450;  Differential:  Polys  34%, 
Lymphs.  63%  ; Eosinophils  3'/.  Urinalysis  was  negative  except 
for  Albumen  +,  and  Specific  gravity  1.008.  Kahn  and  Wassermann 
were  negative.  Blood  type  A,  Rh  positive. 


* Chief-Ob.  and  Gyn.  Department,  Presbyterian  Hospital,  Santurce,  P.  R. 

**  Assistant  Attending  Ob.  and  Gyn.  Department,  Presbyterian  Hospital,  San- 
tnree,  P.  R. 
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The  case  was  diagnosed  as  one  of  severe  anemia,  avitaminosis 
and  malnutrition.  The  patient  received  intensive  treatment  con- 
sisting of  blood  transfusions,  iron,  vitamins,  and  a high  caloric- 
high  vitamin  diet.  On  the  second  hospital  day  and  after  the  second 
blood  transfusion  she  developed  a fever  which  persisted  with  after- 
noon spikes  for  almost  six  weeks.  During  this  time  she  received 
seven  blood  transfusions;  her  hemoglobin  increased  as  follows: 

8-10-45  15% 

8-13-45  35% 

8-16-45  60% 

8-23-45  45% 

8- 26-45  54% 

9- 13-45  69% 

The  weight  gain  was  very  slow: 


8-10-45 

49  lbs. 

8-13-45 

48%  lbs 

9-8-45 

51  lbs. 

9-12-45 

56  lbs. 

9-20-45 

58  lbs.  showing 

a gain  of  only  eight  pounds  in  forty-two  days. 

Complete  hematologic  studies  were  done  in  a search  for  the 
cause  of  the  anemia,  but  none  was  found.  The  diarrhea,  which  had 
been  controlled  after  admission,  recurred  though  stool  examinations 
and  cultures  were  always  reported  negative.  B.M.R.  on  9-8-45  was 
\)'/( . Fasting  blood  sugar  on  9-10-45  was  75.2/100  cc.  Serum  Pro- 
teins on  9-14-45:  Albumen  3.2,  Globulin  4.0  (Total  7.2).  On  9-19- 
45,  Gastric  Analysis  was  as  follows: 


Total  Acidity 

Fasting  29.8 

20”  (alcohol)  22.3 

40”  ” 32.3 

20”  (histamine)  43.5 


Free  HCl 

0 Bile  - neg. 

14.9  Lactic  - neg. 

19.9  Blood  (gross) 

24.8  - positive 

Pus  - occasional 


At  this  time  the  general  condition  of  the  patient  showed 
some  improvement.  The  hair,  which  had  been  cut  during  the  ad- 
mission delousing  procedure  had  not  grown,  nor  was  the  axillary 
or  pubic  hair  present.  Menses  had  been  absent  since  delivery.  She 
wa.s  still  weak  and  indifferent  to  her  surroundings. 

On  September  15th,  she  was  seen  by  the  Gynecological  Service, 
and  on  examination  the  following  were  observed:  atrophy  oí 
breasts,  a very  small  cervix  which  was  adherent  to  the  vaginal 
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fornices,  and  imperceptible  uterus  and  adnexae.  From  the  past 
history  of  pregnancy,  severe  anemia,  acute  blood  loss  after  delivery, 
and  from  the  clinical  picture,  a tentative  diagnosis  was  made  of 
Simmonds’  disease  or  postpartum  necrosis  of  the  anterior  pituitary 
gland. 

On  September  20th,  the  patient  was  started  on  a three-week 
regime  of  diethyl-stilbesterol,  1 mg.  daily;  and  Proluton,  5 mgm. 
daily  for  six  doses,  during  the  last  six  days  of  diethyl-stilbesterol. 
No  thyroid  was  given. 

The  physical  and  psychical  changes  which  took  place  were 
remarkable.  On  Sept.  27  the  weight  was  69  lbs,  an  increase  of 
11  lbs.  in  one  week.  On  October  4 she  weighed  78-1/2  lbs.  On 
October  2nd,  the  hair  had  already  begun  growing,  and  there  was 
a definite  gain  in  strength.  On  October  12,  menses  began  again, 
lasted  four  days  and  was  normal  in  amount.  On  October  30  the 
patient  was  discharged,  weighing  85  lbs,  and  with  a hemoglobin 
of  85%.  No  hormonal  therapy  was  prescribed. 

The  patient  was  readmitted  on  January  9,  1946  for  further 
studies.  Menses  had  continued  normally  every  28  days.  Her  weight 
was  96  lbs.  A curettage  done  on  the  first  day  of  menstruation 
showed  a secretory  endometrium.  B.M.R.  was  from  plus  15%  to 
plus  23%.  Hemoglobin  was  75%.  F.S.H.  determination  was  high 
normal.  There  was  the  normal  amount  of  hair  in  axillary  and  pubic 
regions.  However,  breast  development  was  slow.  The  uterus  was 
hypoplastic. 

The  third  hospital  admission  of  this  patient  was  on  January 
6,  1947  to  the  Maternity  Ward.  She  had  a rapid  delivery  of  a full- 
term,  living,  apparently  normal  female  child,  weighing  5 lbs.  12  oz. 
Blood  loss  on  delivery  was  not  abnormal.  She  was  able  to  nurse 
the  baby  for  two  months.  On  her  last  visit,  eight  weeks  postpartum, 
her  physical  condition  was  apparently  normal  and  satisfactory. 

1 

DISCUSSION 

The  differential  diagnosis  between  Anorexia  Nervosa  and  Sim- 
nionds’  disease  may  be  difficult;  in  both  conditions  the  cachexia, 
loss  of  weight  and  loss  of  sexual  functions  may  be  identical. 

With  the  recent  increased  knowledge  in  hormonal  assays  it 
was  hoped  that  the  two  conditions  will  be  more  easily  differentiated. 
However,  experience  has  shown  that  although  in  true  Simmonds’ 
disease  the  excretions  of  the  17-ketosteroids  and  pituitary  gona- 
dotropins (F.S.H.)  are  lower  than  in  Anorexia  Nervosa,  the  dif- 
ferences are  not  sufficiently  noticeable  for  a decision  to  be  made 
in  individual  cases. 

In  Anorexia  Nervosa  the  clinical  symptoms  develop  gradually 
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after  “a  morbid  mental  state”  in  which  patients  take  very  little 
nourishment.  In  Simmonds’  disease,  the  Shehan  history  is  almost 
pathognomonic. 

The  significant  difference  between  Anorexia  Nervosa  and  true 
Simmonds’  disease  is  the  response  to  treatment.  In  true  Simmonds’ 
disease  the  patients  respond  only  to  intensive  glandular  therapy; 
in  Anorexia  Nervosa  the  patients  improve  with  psychotherapy. 

In  general,  one  may  assume  that  if  the  patient  is  a young, 
unmarried  female,  the  diagnosis  of  Anorexia  Nervosa  is  tenable. 
However,  if  the  disease  begins  after  a pregnancy  in  which  the 
delivery  was  complicated  by  hemorrhage,  Simmonds’  disease  is  the 
probable  diagnosis. 


TREATMENT 

In  a case  with  typical  Shehan’s  history,  glandular  therapy 
should  be  the  treatment  of  choice.  The  use  of  anterior  pituitary 
hormone  preparations  would  be  the  ideal  therapy,  but  at  present 
none  are  available  in  sufficient  potency  to  be  of  value.  However, 
hormones  from  “target”  organs  are  dependably  potent.  Of  these, 
the  potency  of  the  sex  hormones  is  outstanding.  Diethyl-stilbesterol, 
1 mg.  tablet  daily,  may  be  given  in  cycles.  If  progesterone  is  added, 
the  cycle  is  more  complete.  There  should  be  one  week’s  rest  be- 
tween each  cycle  during  which  time  the  patient  may  show  with- 
drawal bleeding.  This  treatment  can  be  repeated  indefinitely. 

In  this  particular  case,  the  effect  of  this  form  of  therapy 
was  striking  as  shown  by  the  marked  increase  of  body  weight, 
eleven  pounds  during  the  first  week,  nine  and  one-half  pounds 
during  the  second  week,  and  a total  gain  of  twenty-eight  pounds 
in  forty  days.  Menstruation  began  after  withdrawal  and  continued 
normally  thereafter.  The  increase  in  the  size  of  the  uterus  and 
breast,  and  the  return  of  the  pubic  and  axillary  hair  soon  after 
estrogens  were  started  was  remarkable. 

Thyroid,  unless  given  with  large  amounts  of  salt,  is  very  dan- 
gerous to  these  patients,  as  it  may  cause  them  to  develop  an 
acute  adrenocortical  insufficiency.  The  authors  have  had  no  ex- 
perience with  the  use  of  ACTH  in  the  treatment  of  this  disease. 
Desoxylcorticosterone  acetate  may  be  necessary  in  patients  with 
marked  secondary  adrenal  cortical  failure,  and  the  treatment  may 
be  life-saving. 


A SIMPLE  OPERATION 
FOR  THE  CORRECTION  OF  CYSTOCELES 


JOSE  C.  FERRER,  M.D.* 

Among  the  many  disturbing  conditions  affecting  elderly 
women,  frequency  and  burning  on  urination  is  one  of  the  most 
common.  In  this  paper  we  will  not  delve  into  the  entire  etiological 
make  up  responsible  for  this  symptom  complex ; we  will  concern 
ourselves  with  cystoceles  as  one  of  the  exciting  factors  and  we 
will  not  depart  from  this  small  sphere  of  pathology. 

Cystoceles,  the  protrusion  of  the  bladder  intravaginaly,  is  pa- 
ramount an  obstetrical  sequelae  resulting  from  the  separation  of 
the  vesical  fascia  after  labor  but  not  for  this  reason  are  we  agreea- 
ble to  donate  the  bladder  to  the  obstetrician  nor  to  the  gynecologist 
least  it  be  in  cases  when  vesicovaginal  or  vesico-rectal  fistulas  be- 
come a biproduct  of  their  field  of  work. 

Therefore,  it  is  obvious  that  we  do  not  pretend  to  enter  into 
a province  distant  from  that  which  we,  as  urologists  practice,  and 
is  under  this  presumable  appreciation  that  we  dare  to  describe  a 
simple  method  for  the  correction  of  cystoceles  which  fits  perfectly 
in  females  whose  uterus  have  been  removed  prior  to  the  cystocele 
formation, 

A cystocele  as  understood  to  be,  is  a bladder  sac  bulging  into 
the  vagina.  This  sac  may  be  interpreted  as  a typical  diverticulum 
with  a large  opening  — the  pouch  retaining  all  of  the  bladder 
muscular  layers  while  the  mucosal  lining  changes  from  its  smooth 
shining  surface  to  the  patched  trabeculations  as  prevalent  in  lower 
obstructive  urinary  pathology  and  specially  where  there  is  mus- 
cular hypertrophy  of  the  detrusor  in  response  to  a firmer  effort 
of  urination. 

If  the  residual  urine  in  the  sac  becomes  infected,  the  symptoms 
of  frequency  and  burning  will  appear  in  response  to  yeast  fungi 
fermentation,  alkalinizing  the  encarcerated  urine,  phosphatic  pre- 
cipitation following,  giving  the  urine  that  ammoniacal  odor  so  per- 
nicious to  the  pulcritude  and  distinction  of  the  elite  victims,  who 
in  spite  of  their  age  are  always  alert  towards  the  conservation  of 
their  bodily  hygiene. 

In  these  patients,  in  whom  their  uterus  is  absent,  there  is 
nothing  to  hold  their  bladder  in  its  normal  position  once  the  utero- 
pubic  fascial  planes  lose  their  tone  and  become  unable  to  resist  the 
pressure  exerted  upon  them  by  the  weight  of  the  full  bladder.  It 
is  presumable  that  the  herniation  becomes  a menace  to  the  kidney 
normalcy.  This  unrestrained  weight  will  reflect  on  the  ureteral 

* Chief  U.’ological  Department,  Presbyterian  Hospital,  Santurce,  P.  R. 
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ability  to  propulse  urine  because  tbe  ureters  cannot  and  will  not 
function  with  their  demand  rythm.  Their  waves  of  urine  propulsion 
will  tend  to  lose  sincronicity  and  secondary  hydro-nephrotic  changes 
are  to  be  expected  as  a sequelae. 

Patients  suffering  from  infested  cystoceles  will  respond  to 
antibiotics  as  long  as  the  bacterial  strains  can  be  destroyed  but 
the  hanging  globe  in  a woman’s  vagina  cannot  be  cured  by  means 
of  antibiotics.  The  literature  is  too  extensive  in  its  support  of 
frequent  recurrences  of  cystoceles  after  the  vaginal  route  has  been 
used  for  plastic  correction. 

I have  put  into  practice  simple  technique  for  bladder  supporr. 
Ibrough  the  suprapubic  route. 

The  procedure  is  as  follows: 

Patients  are  prepared  with  antibiotics. 

The  bladder  is  emptied  by  means  of  a catheter.  Then  under 
low  spinal,  100  to  120  mg.  Novocaine  anesthesia,  a skin  incision 
one  inch  below  the  navel  is  carried  down  to  near  the  symphisis. 
The  fat  and  fascia  are  divided,  the  recti  muscles  are  separated  in 
the  longitudinal  direction  and  the  supravesical  fat  is  retracted  la- 
terally so  as  to  bring  the  bladder  into  view.  The  bladder  is  easily 
identified  by  the  large  veins  in  its  meshes. 

The  bladder  is  picked  up  by  means  of  intestinal  forceps  and 
lifted  upwards.  The  peritoneal  reflection  is  located  and  with 
Elliot’s  or  small  gauze  sponges  it  is  cautiously  separated  from  the 
bladder  as  far  down  as  possible,  avoiding  to  reach  the  trigone. 

Using  a small  thin  semicurved  needle  threaded  with  cotton 
=r20,  the  needle  is  passed  through  the  aponeurosis  of  the  rectus 
on  one  side,  then  the  needle  is  carried  as  far  down  as  we  may 
reach  between  the  space  created  by  the  peritoneal  reflection  and 
the  posterior  denuded  bladder  wall  and  the  needle  is  passed  through 
the  bladder  muscular  layers  nearing  the  peritonerd  fixation  point 
but  being  cautious  not  to  puncture  the  mucosa.  The  needle  is  then 
brought  out  and  passed  through  the  opposite  fibers  and  aponeurosis 
of  the  rectus.  Then  a second  and  then  a third  suture  is  passed, 
one  cm.  apart  from  each  other  through  the  rectus  and  1 cm.  above 
the  first  suture  passed  through  the  bladder  musculature.  When 
this  is  done,  all  of  the  sutures  are  pulled  up  slowly  from  each  side 
bringing  up  the  fundus  of  the  bladder  upwards  so  that  it  will  be  in 
apposition  with  the  aponeurosis  of  the  recti.  Then  the  sutures 
are  tied  in  order  and  together  and  the  bladder  will  remain  fixed. 

The  recti  muscles  and  the  superior  aponeurosis  are  closed  with 
interrupted  chromic  zero  and  the  skin  with  continuous  black  silk. 

A Foley  bag  5 cc.  capacity  and  #18  F is  left  in  place.  Imme- 
diately after  the  operation  is  done,  we  will  palpate  the  vagina  and 
we  will  notice  that  the  pouch  is  gone.  The  corrugated  anterior 
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vaginal  mucosa  will  be  evidence  of  its  forcible  continuous  expansion 
due  to  the  bladder  weight  pressing  upon  but  it  will  not  take  long 
before  its  redundant  appearance  will  diminish  until  it  assumes  its 
normal  configuration. 

It  might  be  questioned  that  the  bladder  becoming  abnormally 
fixed  above,  will  lose  its  physiological  power  to  expelí  urine  due 
to  less  of  detrusal  wave  action;  but  the  answer  is  obvious.  We  fix 
the  bladder  in  every  cystostomy  that  we  do,  be  it  for  prostatic  resec- 
tion, removal  of  calculi,  partial  resection  for  bladder  tumors,  etc., 
and  so  far  we  have  had  no  complaints  of  bladder  dysfunction  in 
these  patients.  We  must  not  expect  danger  from  suprapubic  blad- 
der dysfunction  in  these  patients.  We  must  not  expect  danger 
from  suprapubic  bladder  fixation  with  the  simple  technique  des- 
cribed because  there  is  no  logical  ground  for  it. 

CONCLUSION 

A simple  method  for  suprapubic  suspensions  has  been  outlined. 
The  technique  can  gracefully  be  used  in  any  type  of  cystoceles,  but 
it  is  urgently  recommended  in  women  who  have  been  previously 
uterectomized. 


DESENVOLVIMIENTO  DEL  SERVICIO  DE  OTORRINOLARIN- 
GOLOGIA DEL  HOSPITAL  PRESBITERIANO* 
1939-1949 

J.  H.  FONT,  M.D.** 

Al  hacerme  cargo  del  Servicio  de  Otorrinolaringologia  de  nues- 
tro hospital,  años  antes  del  comienzo  de  esta  última  década  que  me 
propongo  repasar  en  este  breve  informe,  no  pude  contar  con  los 
elementos  de  que  ahora  disponemos  gracias  a la  serie  de  mejoras 
introducidas  en  esta  institución  a partir  de  la  reorganización  hecha 
por  el  doctor  Irwin. 

La  quimioterapia  de  aquella  época  era  poco  más  o menos  un 
juego  de  malabaristas  — con  todo  mi  respeto  al  arsénico,  la  plata, 
el  yodo,  la  urotropina  y por  último  los  tintes.  Las  transfusiones 
de  sangre  eran  escasas  y para  aquel  entonces  aun  no  contábamos 
con  la  valiosa  ayuda  que  hoy  nos  brinda  el  Banco  de  Sangre.  La 
anestesiología  era  una  quimera. 

El  cuerpo  extraño  alojado  en  el  árbol  traqueobronquial  había 
echado  raíces  y el  hueso  que  escogía  la  vía  del  tragadero  venía  atra- 
vesado, clavado  y remachado  por  obra  y gracia  de  ciertos  auxilios 
de  primera  ayuda  que  para  aquella  época  aún  estaban  en  boga.  Sin 
embargo,  a pesar  de  arar  con  esos  bueyes  no  tuvimos  mortalidad 
operatoria  alguna  y la  mortalidad  postoperatoria,  no  obstante  la 
gravedad  extrema  de  muchos  de  los  casos  tratados,  fué  mínima. 
Es  bueno  que  hagamos  constar,  que  un  elevado  porcentaje  de  los 
enfermos  intervenidos  por  nosotros,  lo  habían  sido  ya  con  anterio- 
ridad en  otros  hospitales. 

Acaso  a primera  vista  tal  labor  parezca  de  poca  enjundia,  pero 
ha  de  tenerse  en  cuenta  el  amplio  campo  que  abarca  nuestra  especia- 
lidad. Las  complicaciones  intracraneales  de  los  procesos  supurados 
del  mastoides  y cavidades  paranasales  así  como  las  múltiples  incur- 
siones por  la  región  cervical  eran  muy  frecuentes  con  anterioridad 
al  comienzo  de  esta  última  década. 

La  broncoesofagología  se  limitaba  casi  totalmente  a la  extrac- 
ción de  cuerpos  extraños  y no  resultó  fácil  la  tarea  de  dejarla  esta- 
blecida como  una  intervención  de  rutina  para  el  diagnóstico  y tra- 
tamiento. 

Los  adelantos  técnicos  en  la  fisiología  y la  anestesiología,  el 
establecimiento  de  un  banco  de  sangre,  el  auge  alcanzado  por  la  qui- 
mioterapia y la  terapia  antibiótica  sumados  a la  expansión  y cons- 
tante mejoramiento  de  nuestra  in.stitución,  han  ido  haciendo  de  la 

* Informe  presentado  ante  la  Facultad  médica  del  Hospital  Presbiteriano  la 
noche  del  11  de  julio  de  19.50. 

**  .Tefe  del  Servicio  de  Otorrinolaringología. 
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práctica  de  la  otorrinolaringología,  en  cada  año  de  esta  última  dé- 
cada, una  que  debe  llenar  de  orgullo  y satisfacción  no  sólo  a los 
hombres  que  integran  este  servicio,  sino  también  a cada  persona 
genuinamente  interesada  en  el  progreso  de  nuestro  hospital  y el  pro- 
greso de  la  medicina  en  Puerto  Rico. 

Durante  los  últimos  diez  años  se  han  practicado  3,800  interven- 
ciones en  la  sala  de  operaciones,  y un  número  aún  mayor  en  los  ser- 
vicios de  dispensario.  Se  nos  ha  consultado  libremente,  y por  nues- 
tx’a  parte  podemos  decir  que  .jamás  se  nos  podrá  acusar  de  remisos 
por  no  haber  hecho  otro  tanto,  aun  cuando  nos  expusiéramos  en  más 
de  una  ocasión,  a que  se  nos  creyera  tímidos  o deseosos  de  rehusar 
responsabilidad.  Para  nosotros  el  bienestar  del  paciente  y el  presti- 
gio de  nuestra  institución  han  estado  y estarán  siempre  muy  por 
encima  de  nuestra  conveniencia  personal. 

Nuestro  mayor  empeño  ha  sido  siempre  el  de  ofrecer  el  mejor 
servicio  a los  que  acuden  a nuestro  departamento.  Si  es  verdad 
que  nos  hemos  aprovechado  d«  las  contribuciones  hechas  por  los 
hombres  en  las  ciencias  básicas  y en  la  medicina  y cirugía,  nues- 
tra especialidad  igualmente  ha  contribuido  su  parte  al  adelanto  de 
!a  ciencia.  Nosotros  los  otorrinolaringólogos  no  hemos  permanecido 
estáticos;  hemos  progresado  pensando  más  allá  de  los  estrechos 
confines  de  la  nariz. 

Nuestra  responsabilidad  estriba  en  continuar  ese  progreso  y 
ayudar  al  que  se  inicie  en  el  campo  de  la  otorrinolaringología,  ofre- 
ciéndole ventajas  superiores  de  adiestramiento  y experiencia  en  la 
especialidad  de  la  cabeza  y el  cuello,  a hacerlos  mejores  médicos. 

El  Departamento  de  Otorrinolaringología  de  nuestro  hospital 
no  sólo  tiene  la  obligación  de  contribuir  al  adiestramiento  de  los 
residentes,  internos  y enfermeras,  sino  que  también  está  compro- 
metido, por  mandato  de  nuestro  actual  reglamento,  a encauzar  debi- 
damente a los  iniciados  en  nuestro  servicio  hasta  conseguir  que 
obtengan  la  certificación  del  Board  Americano  de  Otorrinolaringo- 
logía. 

Goza  nuestro  servicio  de  autonomía  amplia,  gracias  al  esplén- 
dico  espíritu  de  armonía  que  existe  entre  los  miembros  de  la  Fa- 
cultad médica,  y sobre  todo  a la  reconocida  liberalidad  del  Jefe  del 
Servicio  de  Cirugía,  que  en  todo  momento  ha  reconocido  el  status 
ce  cirujano  especializado  del  otorrinolaringólogo. 

Hemos  estado  siempre  alertas  a las  necesidades  del  servicio 
de  medicina  y hemos  colaborado  intensamente  en  el  campo  de  la 
neurología.  Retenemos  frescos  en  nuestras  mentes  los  modernos 
conceptos  de  la  neuro-otología.  Aceptamos  como  nuestra  responsa- 
bilidad la  investigación  de  los  casos  de  tumores  que  llegan  a nues- 
tras manos,  conscientes  del  alto  porcentaje  de  estos  tumores  que 
radican  en  la  cabeza  y el  cuello,  y a sabiendas  de  que  la 
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mayor  parte  de  los  tumpres  malignos  del  cuello  se  originan  en  la 
faringe  o en  la  nasofaringe.  Estamos  adecuadamente  preparados  en 
el  campo  de  la  audiología  y listos  para  practicar  intervenciones  a los 
otoescleróticos.  En  la  rama  de  broncoesofagologia  hemos  sobrepa- 
sado nuestros  recursos.  Me  complace  recordar  la  labor  de  investi- 
gación realizada  en  niños  del  Preventorio  de  Aibonito,  contando 
para  este  fin  con  la  apreciada  cooperación  e infatigable  entusiasmo 
del  doctor  Rodríguez  Pastor.  Me  complace  asimismo  poder  infor- 
mar a ustedes  esta  noche  que  durante  los  últimos  diez  años  hemos 
practicado  817  intervenciones  en  los  bronquios  y el  esófago,  siendo 
la  mayoría  de  estas  procedimientos  de  diagnóstico  y tratamiento. 

La  literatura  médica  de  esta  última  década  da  fe  de  nuestra 
aportación  con  trabajos  originales  y tenemos  en  preparación  otros 
que  deseamos  hacer  materia  de  record. 

Hablemos  también  de  los  malos  ratos  que  hemos  pasado  ante 
experiencias  casi  catastróficas  al  encontrarnos  una  joven  con  un 
enorme  hemangioma  de  la  tráquea;  un  niño  ante  un  neumotórax 
espontáneo  con  enfisema  del  mediastino  complicando  la  presencia 
de  un  cuerpo  extraño  en  el  esófago;  otro  con  un  enfisema  subcu- 
táneo generalizado  y del  mediastino  complicando  el  examen  bron- 
coscópico  en  una  asmática,  y muchos  otros  estados  graves  compli- 
cando cuerpos  extraños  y lesiones  malignas  del  bronquio  y del  esó- 
fago. Y ¿porqué  no  recordar  también,  la  intensa  lucha  con  los  ni- 
ños afectados  de  laringo-bronquitis  infecciosa  aguda,  papilomas  de 
la  laringe  y cicatrices  del  esófago? 

Permítaseme  aprovechar  esta  ocasión  para  insistir  en  mi  vieja 
prédica  de  la  importancia  y la  absoluta  indicación  del  examen  bron- 
í’oscópico  del  paciente  en  que  sospechamos  una  neoplasia  primaria 
del  pulmón.  Mediante  este  examen  no  sólo  puede  descubrirse  un 
alto  porcentaje  de  los  tumores  pulmonares,  sino  que  también  po- 
demos determinar  su  operabilidad. 

Ahora  que  la  extirpación  de  estos  tumores  ha  llegado  a ser 
una  práctica  menos  arriesgada  hay  más  razón  que  nunca  para  que 
todos  los  médicos  nos  interesemos  en  la  temprana  averiguación  de 
estas  lesiones.  Y ahora  más  que  nunca,  cuando  se  corre  el  riesgo 
de  tratar  por  largo  tiempo,  con  los  antibióticos,  infecciones  cróni- 
cas y persistentes  del  pulmón,  en  muchos  casos  debido  a la  oclusión 
bronquial  por  tumores  o supuraciones  concomitantes  que  pueden  si- 
mular la  tuberculosis  pulmonar  o la  neumonía  a virus.  ¡Mucho  ojo 
con  esta  última,  especialmente  si  muestra  tendencias  a la  recidiva! 
¡Ojo  también  a las  llamadas  infiltraciones  fugaces  del  pulmón! 

Hoy,  al  presentar  este  somero  informe  de  nuestra  labor,  puedo 
mirar  satisfecho  el  penoso  camino  recorrido  y sentirme  orgulloso, 
como  fué  siempre  mi  lema  en  todos  cuantos  asuntos  puse  mi  co- 
razón y esfuerzo,  ante  el  deber  ampliamente  cumplido. 
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Quiero,  para  terminar,  dar  testimonio  de  mi  agradecimiento 
jior  la  cooperación  y lealtad  de  los  que  conmigo  han  colaborado,  así 
como  a todos  los  compañeros  de  facultad  por  su  generosidad  hacia 
nuestro  servicio. 
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TABLE  I 


Admissions 

968 

Discharged 

968 

Clinic  Discharges 

477 

Non-Clinic  discharges 

14 

Private  discharges 

477 

Deliveries  (including  abortions) 

964 

Viable  deliveries 

901 

Primiparas 

325 

Multiparas 

555 

Twin  deliveries 

10 

Triplet  deliveries 

0 

Live  Births 

879 

TABLE 

II  — PRESENTATION 

AND 

POSITION 

Primípara 

% 

Multípara 

% 

Vertex 

307 

513 

83 

0.  A. 

250 

76.9% 

464 

83.6% 

0.  T.  & 0.  P. 

57 

17.5% 

49 

00 

00 

Breech 

12 

3.6% 

20 

3.6  %c 

Shoulder 

0 

4 

0.7%; 

Face 

1 

0.3% 

2 

0.3% 

Brow 

0 

0% 

3 

0.5% 

Undetermined 

15 

4.6% 

23 

4.1% 

TABLE  III  — 

METHOD  OF  DELIVERY 

Primípara 

% 

Multípara 

% 

Spontaneous 

Vertex 

68 

20.9  7o 

373 

67.1% 

Breech 

5 

1.5% 

14 

2.5% 

Elective  low  forceps 

165 

50.7%- 

103 

18.5% 

After  coming  head  forceps 

1 

0.3% 

0 

0% 

Low  forceps 

12 

3.69  %j  7 

1.2% 

Mid  forceps 

31 

9.5% 

15 

2.7% 

Mid  forceps  with 

rotation 

12 

3.6% 

8 

1.4  %t; 

High  forceps 

0 

0% 

0 

0% 

Breech  extraction 

4 

1.2% 

3 

0.5%; 

Podalic  Version 

2 

0.6% 

2 

0.3%; 

Craniotomy 

2 

0.6% 

0 

0%; 

Cleidotomy 

1 

0.2% 

0 

0% 

Embryotomy 

0 

0% 

0 

0% 

Craniotomy  & Cleidotomy 

0 

0% 

0 

0% 

Cesarean  Section 

32 

9.8% 

40 

7.1% 
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TABLE  IV  — CESAREAN  SECTION 


Private 

47 

Incidence  Service 

25 

Total 

72  (8.95  of 

live  births) 

Types 

Total 

% 

Low  transverse  cervical 

66 

91.8'% 

Low  vertical 

1 

1.3% 

Supravesical 

0 

0% 

Paravesical 

0 

0%) 

Classical 

5 

6.9% 

Cesarean  hysterectomy 

0 

0% 

Indications 

No. 

1.  Fetopelvic  disproportion 

55 

(a)  Without  previous  section 

31 

1.  Vertex 

28 

2.  Breech 

0 

Brow 

3 

(b)  With  previous  section 

24 

2.  Toxemia  of  pregnancy 

5 

Pre-eclampsia 

2 

Eclampsia 

2 

Acute  iritis 

1 

3.  Hemorrhage 

5 

(a)  Abruptio  placenta 

2 

(b)  Abnormally  implanted  placenta 

1.  Low  implantation 

0 

2.  Placenta  Previa 

3 

4.  Non  Obstetrical  maternal  complications 

0 

Carcinoma  of  the  cervix 

0 

5.  Fetal  salvage 

7 

(a)  Prolapsed  cord 

0 

No  labor 

4 

With  labor 

3 

72 

72 

TABLE  V 

Hemorrhage  (over  500  cc)  26 

(2.69%  of  total  deliveries) 
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TABLE  VI  — MORBIDITY 


Endometritis 

25 

Peri  and  Parametritis 

2 

Subinvolution 

5 

Retained  secundines 

3 

Postoperative 

16 

Episiotomy  Breakdown 

6 

Thrombophlebitis 

0 

Mastitis 

14 

Pyelitis 

5 

Pyelonephritis 

0 

Pneumonia  and  pneumonitis 

2 

Upper  respiratory  infection 

10 

Undetermined 

2 

Transfusion  reaction 

2 

Pelvic  abscess 

0 

Perineal  abscess 

0 

Septicemia 

0 

Cystitis 

7 

99  (10.2%  of  deliveries) 

TABLE  VII 

— LACERATIONS 

Primiparas 

% 

Multíparas 

% 

First  degree 

10 

3.1% 

88 

15.8% 

Second  degree 

9 

2.8% 

30 

5.4% 

Third  degree 

2 

0.6% 

0 

0% 

Cervical 

1 

0.31 

3 

0.5% 

TABLE  VIII  — EPISIOTOMY 


Primíparas 

% 

Multíparas 

% 

Median 

4 

1.2% 

18 

3.2% 

Medio-lateral 

274 

84.3% 

165 

29.7% 

Total 

278 

85.5% 

183 

32.9% 
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TABLE  IX  — OPERATIONS 


Low  transverse  cervical  cesarean  section  66 

Low  vertical  cesarean  section  1 

Supravesical  cesarean  section  0 

Paravesical  cesarean  section  0 

Classical  cesarean  section  5 

Cesarean  hysterectomy  0 

Oophorectomy  3 

Manual  removal  of  placenta  29 

Pomeroy’s  Sterilization  273 


Total  of  operations  377 


TABLE  X — TOXEMIAS  OF 

PREGNANCY 

Type  Total 

% 

of  live  Births 

% of  Toxemia 

39  (not  including 

4.4  fo 

hyperemesis) 

Renal  2 

0.2% 

5.1% 

Hypertensive  0 

0% 

0% 

Preeclampsia 

Mild  23 

2.6% 

58.9% 

Severe  9 

1.02% 

23.0% 

Eclampsia  4 

0.45% 

10.2% 

First  convulsion  A.P. 

2 

First  convulsion  I.P. 

0 

First  convulsion  P.P. 

2 

Having  one  convulsion 

1 

Having  three  convulsions 

2 

Having  six  convulsions 

1 

Unclassified  (Acute  iritis) 

1 

0.1% 

2.5% 

Vomiting  of  pregnancy 

4 

Death  due  to  eclampsia 

0 

TABLE  XI  — HEART  DISEASE 


Total  number 

2 

Death  due  to  heart  disease 

1 

50%  of  cardiacs 
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TABLE  XII  — BABIES 


Total 

% of  live  births 

Newborns 

879 

Term 

865 

98.4% 

Premature 

14 

1.59% 

Neonatal  death 

9 

0.9% 

Premature 

4 

0.4%  (44.4%  of  neonatal  deaths) 

Terms 

5 

0.5%  (55.5%  of  neonatal  deaths) 

Stillborn 

13 

1.3% 

Antepartum 

4 

0.4%  (30%  of  the  stillborns) 

Intrapartum 

5 

0.5%  (38.4%  of  the  stillborns) 

Premature 

4 

0.4%  (30.7%  of  the  stillborns) 

Total  fetal  loss 

22 

2.2% 

TABLE  XIII  — ABORTIONS 

Early 

Late 

Total 

% of  live  birth 

Therapeutic 

1 

0 

1 

0.1% 

Threatened 

0 

1 

1 

0.1% 

Incomplete 

41 

0 

41 

4.6% 

Complete 

13 

4 

17 

1.9% 

Missed 

1 

2 

3 

0.3% 

63  7.0% 


Abortions  Completed  by  Dilatation  and  Curettage 


Incomplete  early  41 

Incomplete  late  0 

Total  41 

Missed  early  1 


100%  of  early  abortions. 

0%  of  late  abortions. 

100%  of  incomplete  abortions, 
100%  of  missed  abortions. 


TABLE  XIV  — ANESTHESIA 


Type 

Total 

% of  Deliveries 

Ether 

565 

58.6% 

Nitrous  oxide 

2 

0.2% 

Local  novocaine 

98 

10.17o 

Spinal  novocaine 

72 

7.4  7o 

Saddle  block 

3 

0.3% 

Cyclopropane 

3 

0.3% 
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TABLE  XV  — MATERNAL  DEATHS 


Total  number 
^/c  of  admissions 
'/(  of  deliveries 
^'/c  of  live  births 


1 


Time  of  death 
Antepartum 
Intrapartum 
Postpartum 


1 


Cause  of  Death 

Rheumatic  heart  disease 


1 


CONCLUSIONS 


1.  There  were  901  viable  deliveries  between  July  1,  1949  and 
July  1,  1950,  of  which  879  were  born  alive. 

2.  About  94  7^  of  total  deliveries  were  vertex  presentations,  the 
percentage  being  almost  the  same  in  both  primiparas  and  multi- 
paras. However,  there  were  twice  as  many  occiput  transverse  and 
occiput  posterior  positions  in  primiparas  as  there  were  in  multi- 
paras. The  percentage  of  breech  deliveries  in  primiparas  and  multi- 
paras were  also  the  same  (3.6%).  Shoulder,  face  and  brow  pre- 
sentation were  infrequently  encountered. 

3.  Operativa  termination  of  labor  was  resorted  to  in  27%  of  the 
primiparas,  and  only  in  12%  of  the  multiparas.  Deliveries  by  in- 
dicated forceps  were  almost  four  times  more  frequent  in  primi- 
paras than  in  multiparas. 

4.  There  were  72  cesarean  sections  with  an  incidence  of  8.19%  of 
these,  93%  were  low  cervical,  while  7%  were  classical  cesarean 
sections.  All  of  the  latter  were  repeated  cesarean  sections  and  were 
accompanied  by  Pomeroy  sterilizations  to  prevent  further  preg- 
nancies. Some  type  of  fetopelvic  disproportion  was  the  predomi- 
nant indication  for  section  in  about  11%  of  all  the  cases. 

5.  Postpartum  hemorrhage  was  encountered  in  2.69%  of  the 
total  deliveries. 

6.  The  incidence  of  morbidity  was  10.2%  with  endometritis  as 
the  most  frequent  cause. 
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7.  Lacerations  occurred  in  21.7%  of  the  multiparas,  while  only 
6.8%  of  the  primíparas  had  lacerations.  This  is  due  to  the  fact 
that  prophylactic  episiotomies  are  performed  more  often  in  the 
primíparas. 

8.  Episiotomy  was  carried  out  in  85.5%  of  all  primíparas,  and  in 
32.9%  of  the  multiparas. 

9.  A total  of  377  operations  were  performed  (not  including  dila- 
tation and  curettage)  of  which  273  were  Pomeroy  sterilizations. 

10.  Toxemia  of  pregnancy  occurred  in  4.4  of  live  births.  About 
82%  of  all  toxemias  were  in  the  pre-eclamptic  group,  59%  being 
classified  as  mild  and  23%  as  severe.  There  were  4 cases  of  eclamp- 
sia, all  of  whom  recovered. 

11.  The  only  maternal  death  was  a cardiac  with  rheumatic  heart 
disease.  She  was  severely  decompensated  when  admitted  to  the 
hospital  in  labor  and  died  several  days  after  delivery  of  a live  child. 

f 

12.  Of  the  total  live  birth  4.59%  were  classified  as  premature. 
However  44.4%  of  the  neonatal  deaths,  and  30.7%  of  the  stillborns 
were  premature.  Total  fetal  loss  was  only  2.2%. 

13.  There  was  a total  of  63  abortions,  this  being  7%  of  the  total 
live  births. 

14.  Open  drop  ether  was  the  most  frequently  used  type  of  anaes- 
thesia, being  employed  in  58.6%  of  the  deliveries.  Most  of  the 
cesarean  sections  were  performed  under  spinal  anaesthesia. 

15.  There  was  one  maternal  death  with  an  incidence  of  0.1% 
of  deliveries.  The  cause  of  death  was  rheumatic  heart  disease.  No 
deaths  occurred  from  puerperal  sepsis  or  postpartum  hemorrhage. 


EDITORIAL 


Todos  conocemos  el  alto  sitial  que  en  la  medicina  de  Puerto 
Rico  ocupa  el  Hospital  Presbiteriano.  Tuvo  su  humilde  comien- 
zo, tres  años  después  de  la  ocupación  americana,  cuando  un  médico 
misionero  de  la  Iglesia  Presbiteriana  estableció  un  pequeño  dispen- 
sario médico  en  el  barrio  de  Santurce.  En  1904  se  estableció  el 
hospital  de  45  camas  en  un  grupo  de  casuchas  de  madera  situadas 
frente  al  mar,  en  los  mismos  terrenos  que  hoy  ocupa.  El  presente 
edificio  de  hormigón  se  inauguró  en  1917.  A este  edificio  se  le  hi- 
cieron luego  ampliaciones  hasta  lograr  la  presente  cabida  de  110 
camas.  También  se  construyó  una  casa  de  enfermeras. 

No  han  sido,  sin  embargo,  las  mejoras  de  la  planta  física  de 
esta  institución  las  que  han  dejado  profunda  huella  en  la  medicina 
de  Puerto  Rico,  sino  el  grado  de  servicio  y el  alto  “standard”  en  la 
práctica  de  la  medicina  y particularmente  el  de  su  Escuela  de  En- 
fermeras. Esta  última  fué  la  primera  escuela  de  enfermeras  de 
“standards”  y prácticas  norteamericanas  en  establecerse  en  Puerto 
Rico  y sirvió  desde  sus  comienzos  de  patrón  a las  que  se  han  fun- 
dado subsiguientemente. 

Fué  el  Hospital  Presbiteriano  la  primera  institución  en  Puerto 
Rico  y en  todo  el  área  del  Caribe,  en  recibir  reconocimiento  oficial 
de  la  Asociación  Médica  Americana  y su  comité  de  hospitales,  para 
la  práctica  del  internado.  Al  examinar  la  lista  de  los  internos  ex- 
alumnos de  esta  institución,  nos  percatamos  que  figuran  en  ella 
muchos  de  los  nombres  que  más  prestigio  han  dado  a la  profesión 
en  Puerto  Rico. 

La  facultad  médica  del  hospital  en  sus  comienzos,  estaba  in- 
tegrada por  norteamericanos.  Todavía  recuerda  Puerto  Rico  con 
gran  afecto  los  doctores  Ashford,  Hildreth,  Galbreath  y Gould.  Gra- 
dualmente y con  el  desarrollo  de  la  medicina  en  Puerto  Rico,  fueron 
haciéndose  cargo  los  médicos  puertorriqueños  de  los  servicios  mé- 
dico-quirúrgicos del  hospital  hasta  que  al  presente  todos  los  servi- 
cios médicos,  la  administración  y la  dirección,  están  en  manos  de 
personal  netamente  puertorriqueño. 

El  Hospital  Presbiteriano  que  hasta  el  año  1948  había  funcio- 
nado bajo  los  auspicios  de  la  Iglesia  Presbiteriana,  pasó  en  esa  fecha 
a ser  una  institución  de  la  comunidad  bajo  la  administración  de 
una  junta  local  de  gobierno  formada  por  prominentes  ciudadanos. 
Fué  este  el  primer  hospital  privado  en  Puerto  Rico  con  propósitos 
no  pecuniarios  en  establecerse  como  institución  de  la  comunidad. 

Al  honrarnos  con  dedicar  este  número  del  Boletín  al  Hospital 
Presbiteriano,  hacemos  votos  por  que  la  institución  continúe  con  el 
mismo  éxito  su  desarrollo  y progreso  para  bien  de  la  profesión  mé- 
dica, la  de  enfermeras  y para  beneficio  de  la  com.unidad  en  general. 
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Santicrce,  P.  R. 

Medical  Service 


Medicine 

Consultant 

Ramón  M.  Suárez,  M.D.,  D.Sc.  (Med.),  F.A.C.P.,  D.A.B.I.M.* 
J.  Rodriguez  Pastor,  M.D. 

Rurico  Diaz  Rivera,  M.D.,  F.A.C.P.,  D.A.B.I.M.* 

Antonio  Fernos  Isern,  M.D.  (Cardiology) 

Attending  — Chief  Service 
Eduardo  Montilla-,  M.D. 

Associate  Attending  — Assistant  Chief  of  Service 
Andrés  Salazar,  M.D.,  F.A.C.P.,  D.A.B.I.M.* 

D.  Santiago  Stevenson,  M.D. 

Assistant  Attending 

Manuel  Paniagua,  M.D. 

B.  Borrás  Rivera,  M.D. 

Courtesy 

José  M.  Berio,  M.D. 

José  R.  Fuertes,  M.D. 

F.  Hernández  Morales,  M.D.,  F.A.C.P.,  D.A.B.I.M.* 

Francisco  Mundo,  M.D. 

M.  Pavia  Fernández,  M.D. 

Eduardo  R.  Pons,  Jr.,  B.S.,  M.D. 

J.  Sánchez  Ferreri,  M.D. 

Ernesto  J.  Marchand,  M.D. 

Roberto  Francisco,  M.D.,  F.A.C.P.,  D.A.B.I.M. 

Ramón  Sifre,  M.D, 

José  N.  Gándara,  M.D.,  F.A.C.P. 

Angel  Marchand,  M.D. 


Dermatology 

Consultant 

Alfredo  Bou,  B.S.,  M.D. 

Arturo  Carrión,  M.D.,  F.A.C.P.,  D.A.B.  Dermatology  and  Syphilology* 


Neuropsychiatry 

Consultant 

Luis  M.  Morales,  M.D.,  F.A.C.P.,  D.A.B.  Psychiatry  and  Neurology* 
Courtesy 

Luis  Ortega,  M.D. 

Ramón  Fernández  Marina,  B.S.,  M.D. 

Juan  A.  Roselló,  M.D. 


* Diplómate  in  the  Specialty  by  American  Board. 
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Surffical  Service 

Surgery 

Altendiníi  — Chief  Service 

José  Noya  Benitez.  A.B.,  M.D.,  F.A.C.S.,  D.A.B.S.* 

Associate  Attendini/  — Assisíayit  Chief  of  Service 
José  Raúl  González  Giusti,  B.S.,  M.D.,  D.A.B.S.* 
Roberto  J.  Jiménez.  A.B.,  M.D. 

Assistant  Att  en  din  g 

J.  Pon  Vaklejully,  M.D.  (Thoracic  Surgery) 

Courtesy 

Alberto  Adam,  M.D. 

Salvador  Busquets,  A.B.,  M.D. 

Marvin  Cashion,  M.D. 

Angeles  Díaz,  B.S.,  M.D.  (Plastic  Surgery) 

William  P.  Gelpí,  M.D.  (Proctology) 

Eugenio  de  Mostos,  M.D. 

José  S.  Licha,  M.D. 

Luis  A.  Passalacqua-,  M.D.,  M.Sc.  (Surg.),  F.A.C.S., 
Antonio  Ramos  011er,  M.D. 

Pedro  A.  Suau,  B.S.,  M.D. 

J.  R.  Bierley,  M.D.,  F.A.C.S. 

Anaesthesia 

Consultant 

Frederick  González,  B.S.,  M.D. 


Neurosurgery 

Courtesy 

Ricardo  Cordero,  M.D. 

Luis  R.  Guzmán  López,  M.D. 


Ophthalmology 

Consultant 

Luis  J.  Fernández,  M.D.,  F.A.C.S.,  D.A.B.  Oph* 

Attending  — Chief  of  Service 
Antonio  Navas  Torres,  M.D. 

Assistant  Attending 

Guillermo  Picó,  M.D.,  D.A.B.  Oph.* 

N.  Quiñones  Jiménez,  Jr.,  M.D. 


D.A.B.S.* 


Diplómate  in  the  Specialty  by  American  Board. 
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Orthopedics  • « ; - ■ 

Consultant 

Leon  Sheplan,  M.D.,  D.A.B.O.S.* 

Attending  — Chief  of  Service 

Peter  E.  Sabatelle,  M.D.,  F.A.C.S.,  D.A.B.O.S.* 

Courtesy 

Norton  S.  Freedman,  M.D. 

Karl  M.  Horn,  M.D. 

Otorhinolaryngology 

Attending  ■ — Chief  of  Service 

Juan  Higinio  Font,  M.D.,  M.Sc.  (Med.)  F.A.C.S.,  D.A.B.  Otorliinolaryn- 
goly* 

Associate  Attending  — Assistant  Chief  of  Service 

José  Picó,  B.S.,  M.D.,  D.A.B.  Otorhinolaryngology* 

Assistant  Attending 

N.  Quiñones  Jiménez,  Sr.,  M.D.,  F.A.C.S. 

Courtesy 

F.  Quiñones  Jiménez,  M.D. 

William  Reichard,  M.D. 

Urology 

Attending  — Chief  of  Service 
José  Ferrer,  M.D.,  F.A.C.S. 

Assistant  Attending 

Alberto  Mejia  Casals,  M.D. 

Courtesy 

Pablo  G.  Curbelo,  M.D.,  F.A.C.S.,  D.A.B.U.* 

Luis  A.  Sanjurjo,  M.D.,  F.A.C.S.,  D.A.B.U.* 

Pediatric  Service 

Attending  — Chief  of  Service 

Antonio  Ortiz,  B.S.,  M.D.,  F.A.C.P.,  F.A.A.Ped.,  D.A.B. Ped,* 

Associate  Attending  — Assistant  Chief  of  Service 
D.  Méndez  Cashion,  M.D. 

Courtesy 

J.  Basora  Defilló,  B.S.,  M.D.,  D.A.B. Ped* 

Egidio  S.  Colón,  B.S.,  B.A.E.,  M.D.,  D.A.B.Ped.* 

Ramón  Fernández  Marchante,  M.D.,  D.A.B.Ped.* 

' Miguel  Firpi,  M.D. 

Idalia  Ortiz,  M.D.,  D.A.B.Ped.* 

Roberto  Aguayo,  M.D.,  F.A.A.Ped.,  D.A.B.Ped* 


Diplómate  in  the  Specialty  by  American  Board. 
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Obstetrics  and  Gynecology 

Consultant 

José  S.  Belaval,  A.B.,  M.D.,  F.A.C.S. 

M.  Fernández  Fuster,  B.S.,  M.D. 

Attendinc!  — Chief  of  Service 
Jenaro  Suárez,  M.D. 

Associate  Attending  — Assistant  Chief  of  Service 
J.  B.  Kodesch,  M.D. 

Assistant  Attending 

Rafael  A.  Gil,  M.D.,  D.A.B.  of  Ob.  and  Gyn. 

Maria  A.  Parés,  M.D. 

A.  Garcia  Castillo,  M.D. 

Coil  rtesy 

Randolph  Me  Connie,  M.D. 

José  Plá,  M.D. 

E.  M.  Bond,  M.D. 

Radiology  Service 

Attending  — Chief  of  Service 

José  Landrón  Becerra,  M.D.,  F.A.C.P. 

Associate  Attending  — Assistant  Chief  of  Service 
Pedro  Ramos  Casellas,  A.B.,  M.D.,  F.A.C.P. 

Assistant  Attending 

Carlos  Guzmán  Acosta,  M.D. 

Courtesy 

J.  Rivera  Otero,  M.D.,  D.A.B.  Radiol. 

Pathology  Service 

Attending  — Chief  of  Service 

Enrique  Koppisch,  M.D.,  F.A.C.P.,  D.A.B. Path.* 

Assistant  Attending 

Donald  Babb,  B.S.,  M.D. 

José  E.  Taveras,  M.D. 

Clinical  Pathology 

Consultant 

P,  Morales  Otero,  M.D.  (Bacteriology) 

Mercedes  Vicente  de  Torregrosa,  B.S.,  M.S.Ph.D.  (Clinical  Pathology) 
J.  Oliver  González,  B.S.,  Ph.D.  (Parasitology) 

Américo  Pomales,  B.S.,  Ph.D.  (Bacteriology) 


Diplómate  in  the  Specialty  by  American  Board. 
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Resident  Staff 

Carmen  Romero,  M.D.  (Ob.  and  Gyn.  Service) 
ZaJiidee  M.  Torres,  M.D.  (Surgical  Service) 
Juan  Rodriguez  Trias,  M.D.  (Medical  Service) 

Rotating  Interns 

Rafael  González  Correa,  M.D. 

Alberto  Dominguez,  M.D. 

Gladys  P.  Sutherland,  M.D. 

Lydia  Pérez  Guardiola,  M.D. 

Rafael  Pagán  Pagán,  M.D. 
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CARTA  MENSUAL  DEL  PRESIDENTE 

Transcribimos  a continua-ción  la  carta  mensual  de  septiembre  del  presi- 
dente  de  la  Asociación  Médica,  Dr.  A.  Oliveras  Guerra. 

Servicios  Médicos  de  Dispensario  de  la,  Cruz  Azul 

Como  habíamos  anticipado  en  nuestra  carta  mensual  anterior,  la  Cruz 
Azul  de  Puerto  Rico  se  propone  establecer  servicios  médicos  de  dispensario 
a través  de  un  plan  de  su  propia  estructuración  y descartando  las  sugestiones 
que  le  ofreció  la  Asociación  Médica  por  medio  de  su  propio  plan.  La  Cruz 
Azul  cree  poder  llevar  a cabo  estos  servicios  y ofrecer  una  ampliación  a su 
plan  de  hospitalización.  Los  oficiales  administrativos  de  la  Cruz  Azul  han 
enviado  a todos  los  médicos  copias  del  plan  trazado,  y el  cual  es  muy  im- 
portante que  lean  y estudien  los  miembros  de  nuestra  Asociación. 

Estamos,  si  no  obligados,  por  lo  menos  inclinados  a cooperar  con  los 
planes  de  servicios  médicos  que  tengan  como  propósito  fundamental,  el  ofre- 
cer servicios  médicos  de  calidad  superior  a bajo  costo  y que  no  tengan  fines 
especulativos,  esto  es,  euyos  beneficios  íntegros  sean  utilizados  para  la  am- 
pliación y mejoramiento  de  los  servicios.  Esta  es  la  política  de  la  Asociación 
Médica  Americana. 

La  Cruz  Azul  depende  de  la  cooperación  de  nuestros  asociados  para  el 
buen  éxito  de  este  nuevo  plan,  y sin  embargo  lo  ha  aprobado  sin  considerar 
seriamente  las  sugestiones  que  le  ha  hecho  nuestra  Asociación.  Demás  está 
decir  que  será  para  nosotros  sumamente  difícil,  a pesar  de  nuestra  buena 
disposición,  ayudar  en  algo  sobre  cuyo  éxito  abrigamos  serias  dudas.  Nuestro 
plan  original  indudablemente  ofrecía  más  garantía,  porque  a la  postre  las 
pérdidas,  de  haberlas,  las  enjuga  el  médico,  sin  perjuicio  alguno  para  la  Cruz 
Azul  y mucho  menos  para  el  asegurado. 

Nos  parece  propio  hacer  un  nuevo  llamamiento  a los  directores  de  la 
Cruz  Azul  para  que  entren  nuevamente  en  conversaciones  con  el  comité  de  la 
Asociación  Médica  encargado  de  este  asunto,  con  el  objeto  de  llegar  a un 
entendido  en  cuanto  a la  forma  más  conveniente  de  llevar  a la  práctica  un 
plan  de  esta  naturaleza.  El  éxito  de  cualquier  plan  depende  mayormente  de  la 
buena  voluntad  de  todas  las  entidades  envueltas,  que  en  este  caso  en  parti- 
cular son:  la  dirección  de  la  Cruz  Azul,  los  miembros  de  dicha  entidad,  y los 
médicos  que  han  de  prestar  el  servicio.  Así  se  lo  hemos  comunicado  en  rei- 
teradas ocasiones  a los  directores  de  la  Cruz  Azul. 

El  Heraldo  Médico 

La  acogida  que  ha  tenido  El  Heraldo  Médico  ha  sido  tan  calurosa  entre 
el  público  que  nos  debemos  sentir  completa-mente  satisfechos.  Muchos  de  los 
artículos  publicados  en  EL  HERALDO  MEDICO  han  sido  reproducidos  o co- 
mentados en  la  prensa  diaria,  y además,  se  nos  ha  pedido  permiso  para  la 
reproducción  de  algunos  de  estos.  El  articulo  escrito  por  nuestro  compañe- 
ro, Dr.  Pedro  J.  Durand,  titulado  “UN  CRIMINAL  ANDA  SUELTO”,  será  re- 
producido por  la  agencia  de  Extensión  Agrícola  en  miles  de  folletos  y distri- 
buidos gratuitamente  entre  la  población  rural  de  nuestra  Isla.  Felicitamos  al 
doctor  Durand  por  el  interés  que  supo  infiltrar  a su  artículo,  y pedimos  a los 
demás  compañeros  lo  imiten  enviándonos  colaboración  para-  las  próximas  edi- 
ciones de  El  Heraldo  Médico. 
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El  Heraldo  Médico  es  el  agente  nuestro  que  nos  pone  en  comunicación 
con  el  pueblo,  y sus  potencialidades  deben  ser  explotadas  hasta  el  límite.  De- 
pende ésto  de  la  cooperación  vuestra. 

Nos  proponemos  hacer  nna  edición  especial  de  El  Heraldo  — la  última  del 
año — que  coincida  con  la  asamblea  anual  de  nuestra  Asociación  y que  recoja 
los  acontecimientos  médicos  más  sobresalientes  del  año.  Contamos  con  la  ayu- 
da de  todos  y cada  uno  de  nuestros  compañeros. 

Merecido  Homenaje 

El  viernes  22  de  los  cursantes  se  celebró  en  el  Hotel  Caribe  Hilton  un 
banquete  organizado  por  la  Junta  de  Directores  del  capítulo  local  de  la  Ameri- 
can Cancer  Society,  como  merecido  tributo  de  admiración  al  doctor  Isaac  Gon- 
zález Martínez,  con  motivo  de  haberle  otorgado  recientemente  la  American 
Cancer  Society  un  premio  en  reconocimiento  de  la  magna  labor  por  él  reali- 
zada para  combatir  el  problema  del  cáncer. 

El  acto,  al  cual  asistió  una  nutrida  representación  de  la  clase  médica 
puertorriqueña  y de  la  sociedad  en  general,  fué  un  exponente  sincero  del 
afecto  de  que  goza  el  doctor  González  Martínez  en  la  comunidad  por  sus  altas 
dotes  personales  y por  su  incansable  lucha  en  pro  de  la  salud  de  nuestro 
pueblo. 

Solicitud  Pro  Ayuda  Ateneo 

Deseamos  recordar  a los  compañeros  que  encomendamos  la  labor  de  re- 
colectar  fondos  para  el  Ateneo  en  los  distintos  distritos  que  aun  no  ha  ter- 
minado la  campaña. 

Es  necesario  que  todos  los  médicos  de  buena  voluntad  contribuyan  para 
esta  noble  causa  con  el  desprendimiento  que  le  permitan  sus  ingresos. 

Suplicamos  a los  compañeros  que  integran  los  distintos  comités  nos  de- 
jen saber  el  resultado  de  sus  gestiones  a la  mayor  brevedad. 

Ampliación  del  Edificio 

Tal  como  anunciáramos  en  nuestra  pasada  carta  mensual,  recientemente 
se  dió  comienzo  a las  obras  de  ampliación  de  nuestro  edificio. 

La  labor  de  cubrir  las  terrazas  para  habilitar  nuevos  salones  está  bas- 
tante adelantada,  y esperamos  que  la  misma  pueda  terminarse  con  tiempo  su- 
ficiente para  que  podamos  disfrutar  de  estas  facilidades  durante  la  próxima 
convención  de  la  Asociación. 

Actos  del  Comité  Auxiliar  de  Damas 

El  último  acto  auspiciado  por  el  Comité  Auxiliar  de  Damas  tuvo  lugar 
el  día  19  del  mes  en  curso.  Esta  actividad  tuvo  la  novedad  de  ofrecer  tres  pe- 
lículas de  interés  médico-social  habladas  y comentadas.  Una  de  éstas,  sobre  la 
Prevención  del  Cáncer  del  Seno,  está  hecha  con  técnica  y habilidad  superio- 
res. La  misma  está  a disposición  de  las  asociaciones  de  distrito  para  ser  exhi. 
bida  entre  grupos  de  damas. 

Las  otras  dos  películas  trataban  sobre  problemas  de  higiene  mental.  Los  co- 
mentarios  ofrecidos  por  el  doctor  Luis  M.  Morales,  fueron  como  él  siempre  lo 
hace,  llenos  de  colorido  e interés. 


GSO 


SECCION  ADMINISTHAI'IVA 


La.  concurrencia  a este  acto  del  Comité  Auxiliar  de  Damas  fué  grande, 
la  más  numerosa  en  actos  similares,  y se  expresó  en  favor  de  la  celebración 
de  otros  actos  como  éste.  En  vista  de  la  buena  acogida,  el  Comité  está  actual- 
mente organizando  el  sigui<ipite,  el  cual  será  oportunamente  anunciado  a las 
esposas  de  los  médicos  asociados. 

Comité  de  Oriemiación 

Con  el  propósito  de  ayudar  a la  juventud  médica  a desenvolverse  debidar 
mente  durante  sus  primeros  pasos  en  la  práctica  de  la  profesión,  hemos  nom- 
brado recientemente  un  Comité  de  Orientación,  el  cual  estará  integrado  por 
los  siguientes  compañeros;  Dr.  Luis  A.  Sanjurjo,  Dr.  Manuel  A.  Astor,  Dr.  J. 
Rodríguez  Pastor,  Dr.  J.  Basora-Defilló  y Dr.  A.  Acosta  Velarde. 

Este  comité  se  reunirá  en  uno  de  los  próximos  dias  para  trazar  su  pro- 
grama. Agradeceremos  cualquier  sugestión  que  tengan  a bien  enviarnos  los 
compañeros  sobre  el  particular. 


AVISOS 

Quinto  Curso  Postf/raduado 

El  quinto  curso  postgraduado  del  año  se  llevará  a efecto  en  el  domicilio 
de  nuestra  Asociación  durante  la  semana  del  16  al  20  de  octubre  próximo. 

Este  nuevo  curso  estará  a cargo  del  doctor  John  B.  Stanbury,  Profesor 
asociado  en  medicina  de  la  Escuela  de  Medicina  de  Harvard,  y constará  de  las 
siguientes  conferencias: 

Lunes,  16  de  octubre,  8:30  p.m.  Theory  and  Practice  in  Diseases  of  the 
Pituitary  Gland. 

Martes,  17  de  octubre,  8:30  p.m.  Considerations  in  the  Treatment  of  Dia- 
betic Acidosis  and  Coma. 

Miércoles,  18  de  octubre,  8:30  p.m.  The  Treatment  of  Disorders  of  the 
Adrenal  Cortex. 

Jueves,  19  de  octubre,  8:30  p.m.  Present-Day  Treatment  of  Disorders  of 
Thyroid  Function. 

Viernes,  20  de  octubre,  8:30  p.m.  The  Thyroid  Nodule  and  Thyroid 
Cancer. 

Invitamos  cordialmente  a los  miembros  de  la  Asociación  a matricularse  en 
este  huevo  curso,  que  sin  duda  alguna  resultará  sumamente  interesante. 

La  Asamblea  Anual  de  nuestra  Asociación  tendrá  lugar  del  13  al  17  de 
diciembre  próximo 

Los  compañeros  que  se  propongan  presentar  algún  trabajo  científico  en  di- 
cha ocasión,  deberán  enviar  el  título  y un  corto  resumen  del  mismo  al  presi- 
dente del  Comité  Científico,  Dr.  Ramón  M.  Suárez,  a la  mayor  brevedad. 

Asamblea  Regional  del  “American  College  of  Chest  Physicians” 

La  segunda  asamblea,  regional  del  “American  College  of  Physicians  se  ce- 
lebrará en  el  domicilio  de  la  Asociación  Médica  de  Puerto  Rico,  el  domingo 
5 de  noviembre,  a las  2:00  de  la  tarde. 

A este  acto  asistirá,  como  invita,do  de  honor  el  doctor  Maurice  C,  Pincoffs, 
presidente  electo  del  Colegio.  . , ,, 
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El  Gobernador  del  Colegio  para  Puerto  Rico,  Dr.  Rafael  Rodríguez  Molina, 
extiende  una  cordial  invitación  a toda  la  matrícula  de  la  Asociación  Médica 
para  este  acto,  durante  el  cual  regirá  el  siguiente  programa: 

The  Present-Day  Medical  Problems  in  Puerto  Rico  — Dr.  Juan  A.  Pons 

Leptospirosis 

a.  Clinical  Picture  — Eduardo  R.  Pons,  Jr.,  M.D. 

b.  Pathogenesis  — Enrique  Koppisch,  M.D. 

c.  Treatment  — Howard  E.  Hall,  M.D. 

Schistosomiasis  Mansoni 

a.  Acute  Schistosomiasis  Mansoni  with  a Note  on  the  Pathogenesis 

Rurico  S.  Díaz-Rivera,  M.D. 

b.  Management  of  Schistosomiasis  — Federico  Hernández-Morales, 

M.D. 

Clinical  Experience  with  Cortisone  and  ACTH  in  Puerto  Rico  — Andrés 
A.  Salazar,  M.D. 

A Cholesterol  Tolerance  Test.  Its  Usefulness  in  the  Diagnosis  of  Coro- 
nary Atheromatosis  — Roberto  Francisco,  M.D. 

Observations  on  the  Paroxysmal  Arrhythmias  — Maurice  C.  Pincoffs, 
M.D. 

Reception  and  Cocktails 
Dinner  (Formal) 

Brief  Addressess: 

R.  Rodriguez-Molina,  M.D.,  Donald  S.  Martin,  M.D.,  and  Maurice 
C.  Pincoffs,  M.D. 

Entertainment:  — Oscar  Costa-Mandry,  M.D.  and  Roberto  Francisco,  M.D, 
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Editor’s  Note: 

ll’e  are  pleased  to  publish  txco  communications  to  the  editors  lohich  con- 
cern an  article  by  Dr.  R.  Rodrlguez-Molina,  et  als,  entitled  “Rectal  biopsy  as 
criterion  for  evaluation  of  treatment  in  Schistosomiasis  Mansoni’’.  The  article 
was  published  in  the  July  1!)50  number  of  the  “Boletín  de  la  Asociación  Médica 
de  Puerto  Rico". 


September  5,  1950 

Editors 

Boletín  de  la  Asociación  Médica 
de  Puerto  Rico 
Santurce,  Puerto  Rico 

Sirs: 

In  the  July  issue  of  the  “Boletín”  an  article  was  published  by 
Dr.  R.  Rodriguez  Molina  and  others,  entitled:  “Rectal  Biopsy  as  a 
Criterion  for  Evaluation  of  Treatment  in  Schistosomiasis  Mansoni.” 
We  would  like  to  take  some  exceptions  to  the  methods  used  and 
to  the  conclusions  arrived  at  by  the  authors. 

In  the  first  place,  we  believe,  the  title  of  this  article  is  a 
misnomer,  as  the  authors  have  not  set  out  to  evaluate  the  method 
of  rectal  biopsy  as  a criterion  of  cure  in  schistosomiasis  as  their 
title  would  suggest,  but  rather  have  used  this  method  (erroneously 
at  that)  to  evaluate  the  curative  effect  of  the  drug  anthiomaline 
in  such  cases. 

Whenever  a method  is  to  be  evaluated  it  must  per  force,  be 
compared  to  at  least  one  other  available  method  and  in  order  that 
the  conclusions  arrived  at  be  valid,  both  procedures  must  be  per- 
formed under  identical  circumstances  and  on  the  same  group  of 
patients.  This  last,  the  authors  have  failed  to  do.  They  failed  to 
perform  parallel  stool  examinations  on  the  group  of  cases  in  which 
rectal  biopsies  was  performed.  Instead,  they  used  for  comparison 
purposes,  a totally  different  group  of  cases  in  which  only  stool 
exams  were  done. 

Secondly,  if  a method  is  to  be  given  a fair  evaluation,  the 
procedure  and  interpretation  recommended  by  the  describers  of 
the  method,  should  be  strictly  adhered  to  and  there  should  also 
be  a full  understanding  of  the  histopathology  and  natural  history 
of  the  disease  process  which  will  aid  in  the  interpretation  of  the 
findings  brought  forth  by  the  test.  The  size  of  the  sample  obtained 
by  the  authors  with  the  Hajek  sphenoid  punch  is  said  to  have 
varied  from  “a  pin’s  head  to  half  a grain  of  rice.”  This  section 
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of  rectal  mucosa  is  1 8 to  1 4 as  large  as  that  obtained  when 
using  the  recommended  instrument,  a Jackson  esopheal  specimen 
and  tissue  forceps.  There  seems  to  be  no  added  danger  in  obtaining 
the  larger  sized  sample.  On  the  other  hand,  it  is  obvious  that  the 
smaller  the  sample  the  less  accurate  the  test.  This,  probably,  ex- 
plains why  the  authors  reported  such  a high  percentage  of  cases 
showing  rectal  biopsies  in  which  no  ova  were  seen.  If  a large 
enough  area  of  mucosa  had  been  examined,  it  is  obvious  that  ova 
would  have  been  found,  as  ova  were  being  passed  in  the  stools, 
this  last  being  the  criteria  of  diagnosis  reported  in  the  selection 
of  the  cases. 

The  authors  failed  to  perform  biopsies  before  treatment  and 
hence  failed  to  establish  a base  line  which  should  always  be  re- 
quired for  purposes  of  comparison  with  results  obtained  im- 
mediately after  completion  of  treatment  and  during  the  follow  up 
period.  How  are  we  to  interpret  the  findings  immediately  after 
treatment  and  during  follow  up,  if  we  do  not  know  what  the  find- 
ings were  before  treatment?  For  instance,  of  the  14  cases  whose 
rectal  biopsies  immediately  after  treatment  failed  to  show  any 
cva,  how  many  of  them  had  ova  present  in  rectal  biopsies  before 
treatment  so  that  we  might  ascribe  the  disappearance  of  the  ova 
to  favorable  therapeutic  effect  of  the  drug? 

It  has  been  our  experience  that  during  and  immediately  after 
treatment  of  schistosomiasis  with  antimonials,  including  Anthio- 
maline,  rectal  biopsies  will  show  slight  if  any  reduction  of  the 
number  of  ova  seen.  This  would  seem  almost  illogical  to  ascribe 
to  these  drugs  the  ability  to  miraculously  disolve  or  otherwise 
get  rid  of  foreign  bodies  which  are  encarcerated  or  migrating 
through  the  mucosa.  However,  we  have  noted  that  during  and 
after  treatment  ova  show  signs  of  degeneration  and  death.  If  treat- 
ment has  been  successful  no  more  recently  laid  or  live  ova  are  to 
be  expected.  If  several  months  after  treatment  the  rectal  mucosa 
shows  no  live  eggs,  it  is  to  be  presumed  that  the  adult  worms  are 
either  dead  or  have  been  permanently  sterilized.  We  believe  that 
the  authors  of  this  paper  have  failed  to  grasp  this  all  important 
and  significant  concept  of  the  test.  Of  prime  importance  in  the 
evaluation  of  therapeutic  effects  is  not  whether  there  are  ova 
present,  or  not  in  the  rectal  biopsy,  rather  whether  if  present,  they 
show  signs  of  degeneration  or  death  on  the  one  hand,  or  else, 
have  the  appearance  of  viability  which  means  they  have  been 
recently  laid. 

The  usual  methods  used  routinely  for  stool  examination  in  the 
diagnosis  of  schistosomiasis  even  if  positive,  can  provide  no  in- 
formation as  to  viability  of  the  ova  as  the  procedure  employed 
kills  the  ova.  A patient  who  has  been  completely  cured  of  the  in- 
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festation  (e.g.  all  adult  worms  have  been  filled,)  may  occasionally 
pass  old,  dead  ova  in  the  stools  which  have  been  deposited  in  the 
intestinal  venules  previous  to  treatment  and  are  being  shed  off 
into  the  intestinal  lumen  through  the  passage  of  the  fecal  bolus 
or  whatever  other  mechanisms  help  in  this  process.  These  ova  if 
found  during  usual  stool  examinations  can  in  no  way  be  different- 
iated from  the  live  ova  of  an  active  infection.  Only  through  direct 
examination  of  rectal  mucosa  as  done  in  the  rectal  biopsy  method 
can  we  determine  with  certainty  evidences  of  activity  in  such 
cases. 


D.  Santiago  Stevenson,  M.D. 
F.  Hernández-Morales,  M.D. 


San  Juan,  Puerto  Rico 
October  3,  1950 


Editors 

Boletín  de  la  Asociación  Médica  de  P.  R. 

Santurce,  P.  R. 

Dear  Sirs: 

In  relation  to  the  statements  of  Drs.  Dwight  Santiago-Steven- 
son  and  F.  Hernández-Morales  concerning  our  article  and  which 
appears  in  letter  form  in  the  current  issue  of  the  “Boletín”,  we 
would  like  to  make  the  following  comments: 

We  feel  honored  when  our  work  draws  attention  from  such 
distinguished  physicians  as  Drs.  D.  S.  and  F.  H.  M.,  even  though 
it  is  with  the  purpose  to  take  exception  to  some  of  our  methods 
and  conclusions.  There  is  no  doubt  that  this  criticism  benefits  the 
medical  profession  as  a whole,  for  only  after  careful  study  from 
different  sources  and  points  of  view,  can  the  scientific  truth  be 
leached.  The  precedent  that  this  open  letter  has  established  in 
our  “Boletin”  should  be  followed  whenever  opinions  clash,  so  that 
better  understanding  between  the  authors  and  the  readers  can  be 
attained.  Thus,  it  would  not  be  proper  for  us  to  remain  silent, 
specially  when  it  appears  that  there  have  been  some  misinterpre- 
tations on  the  part  of  the  cited  authors,  which  we  would  like  to  clear 
up. 

In  the  first  place,  we  believe  the  title  of  the  article  is  not  a 
misnomer.  For  our  title  to  suggest,  that  the  rectal  biopsy  was 
used  as  a criterion  for  cure  of  schistosomiasis,  would  be  to  accept 
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the  words  cure  and  treatment  as  synonyms,  which  they  are  not. 
According  to  Borland’s  Medical  Dictionary  “treatment  is  the  mana- 
gement and  care  of  a patient  or  the  combating  of  his  disorders” 
and  cure,  “the  successful  treatment  of  a disease  or  wound”.  When 
we  wrote  the  title  of  “Rectal  biopsy  as  a criterion  for  evaluation 
of  treatment  in  Schistosomiasis  Mansoni”,  we  meant  just  that,  and 
that  alone. 

We  have  not  failed  to  perform  parallel  stool  examinations  on 
the  group  of  cases  in  which  rectal  biopsies  were  performed.  At  the 
bottom  of  page  416  of  the  July  1950  issue,  is  stated,  that  “In 
another  communication  (in  press)  comprising  a group  of  39  in- 
dividuals. . . the  stool  examination  was  employed.  . . etc.”  The 
fact  that  it  is  another  communication  does  not  mean  that  it  is 
another  group  of  cases,  for  those  39  individuals  include  the  29  cases 
in  which  the  rectal  biopsy  was  performed.  Therefore,  both  pro- 
cedures were  performed  under  identical  circumstances  and  on  the 
same  group  of  patients.  Thus,  at  least  from  this  point  of  view, 
our  conclusions  can  be  considered  valid. 

Secondly,  not  only  do  we  believe  that  we  have  adhered,  as 
reasonably  as  we  could,  to  the  method  of  rectal  biopsy  originally 
described  by  Ottolina  and  Atencio  in  1943,  and  later  modified  by 
Hernández-Morales  and  Maldonado  in  1945,  but  also  we  believe  that 
we  have  full  understanding  of  the  histo-pathology  and  natural 
history  of  the  disease  process,  as  far  as  the  modern  postulates  go 
in  regard  to  this  condition.  If  we  described  the  size  of  the  biopsies 
as  from  “a  pin’s  head  to  V-2  of  a grain  of  rice”,  it  was  to  adhere 
strictly  to  the  scientific  truth  even  though  we  had  to  include  the 
solitary  extremes.  By  far,  the  vast  majority  of  the  biopsies  taken 
were  in  the  size  which  usually  one  obtains  not  only  with  the  Hajeck 
Sphenoid  Punch  but  also  with  the  Jackson  Tissue  Forceps.  We 
have  performed  biopsies  with  both  instruments  and  the  difference 
in  size  is  hardly  enough  to  account  for  the  presence  or  absence  of 
ova  in  them,  more  so,  when  the  examination  of  the  specimen  is 
performed  with  a microscope.  We  wonder  what  statistical  dif- 
ference may  result  from  the  taking  of  a biopsy  a fraction  of  a 
millimeter  smaller,  if  such  were  the  case.  It  would  bo  too  great 
a coincidence  that  ova  were  lodged  just  in  that  fraction  of  a millime- 
ter of  tissue  which  was  not  removed.  Furthermore,  we  hope  that 
Drs.  D.S.  and  F.H.M.  have  not  assumed  that  by  a pin’s  head  we 
mean  the  head  of  the  smallest  pin  there  is.  Whe  we  used  that  term 
we  had  in  mind  the  pin  with  which  new  Arrow  shirts  are  offered 
to  the  public. 

In  our  opinion,  the  baseline  referred  to  in  the  fifth  paragraph 
of  Drs.  D.S.  and  F.H.M.’s  communication,  was  not  required  for  a 
proper  evaluation  of  treatment.  All  we  wished  to  know  prior  to 
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therapy  was  that  the  patients  harbored  Schistosoma  Mansoni.  The 
procedure  or  method  employed  to  establish  a diagnosis  was  of  no 
great  importance,  for  it  was  not  the  purpose  of  the  experiment  to 
compare  rectal  biopsies  prior  to  treatment  with  those  performed 
after  treatment. 

We  cannot  state  at  this  time  whether  “these  drugs  have  the 
ability  to  miraculously  dissolve  or  otherwise  get  rid  of  foreign 
bodies  which  are  encarcerated  or  migrating  through  the  mucosa”. 
What  we  can  state  with  certainty  is  that  ova  were  not  observed 
in  the  rectal  biopsies  taken.  For  some  reason,  they  were  not  there. 
We  have  not  failed  to  grasp  the  significant  concept  of  this  test. 
All  observations  made  in  rectal  biopsies  stated  whether  the  ova 
were  dead  or  alive.  However,  such  information  was  purposely  not 
included  in  our  article  in  order  to  avoid  confusion.  We  decided  to 
select  the  criterion  of  presence  or  absence  of  ova  for  the  simple 
reason  that  in  our  experience  examination  of  rectal  biopsy  in  un- 
treated cases  usually  shows  living  as  well  as  dead  ova. 

For  nearly  twenty  years  we  have  known  that  the  “usual 
methods  used  routinely  for  stool  examination  in  the  diagnosis  of 
Schistosomiasis,  even  if  positive,  can  provide  no  information  as  to 
the  viability  of  the  ova,  as  the  procedure  employed  kills  the  ova”. 
For  this  reason,  whenever  we  have  a positive  stool  for  S.  Mansoni 
by  the  routine  method  (concentration),  we  frequently  follow  these 
findings  with  several  stool  examinations  for  dead  or  alive  ova  with 
the  method  of  sedimentation  (Hoffman,  Pons,  Janer).  However, 
as  it  was  not  our  purpose  to  evaluate  the  effectiveness  of  treatment 
through  the  viability  of  the  ova,  this  information  was  not  included 
in  the  text. 

There  is  one  point  which  Drs.  D.S.  and  F.H.M.  have  failed  to 
mention,  which  we  believe  necessitates  clarification.  The  difference 
of  8%  in  the  detection  of  ova  between  the  stool  examinations  and 
the  rectal  biopsies  following  treatment,  may  not  have  any  statis- 
tical significance,  on  account  of  the  fact  that  our  series  of  cases, 
as  is  originally  stated  in  our  article,  is  rather  small.  Dr.  Fertig, 
statistician  from  Columbia  University  who  recently  gave  a series 
of  lectures  at  the  Medical  Association  of  P.  R.,  was  of  the  same 
opinion.  However,  he  was  pleased  to  see  how  cautious  we  were  in 
arriving  at  a conclusion  in  regard  to  this  point. 

We  have  tried  to  explain  in  detail  the  statements  to  which 
Drs.  D.S.  and  F.H.M.  took  exception.  We  hope  that  our  position 
is  now  better  understood.  To  them  we  are  grateful,  for  were  it 
not  for  their  criticism,  other  readers  who  may  have  had  the 
same  misunderstanding,  would  have  remained  misinformed. 

Dres.  R.  Rodri'guez-Molina,  Carlos  E.  Acevedo,  José  M.  Torres, 

V.  López,  R.  Ramirez-Rodriguez. 
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Cardiovascular  Disease.  By  Louis  H.  Sigler,  M.D.,  F.A.C.P.,  1st  Edition, 
527  pages  with  149  illustrations.  Gruñe  and  Stratton,  Inc.,  381  Fourth  Ave., 
New  York  16,  1949. 

The  author  is  to  be  congratulated  on  the  masterful  fashion  in  which  he 
has  presented  his  subject  matter.  He  has  kept  his  book  within  the  scope  of 
a text  on  the  fundamentals  of  cardiology,  but  still  presenting  the  required 
material  within  the  basic  fields  of  anatomy,  pathology  and  physiology,  which 
are  requisites  for  the  proper  understanding  of  the  clinical  aspects.  Whenever 
controversia:!  subjects  are  broached  all  sides  have  been  presented  fairly.  The 
bibliography  is  adequate  and  as  up  to  date  as  it  is  possible  to  present  it, 
even  at  times  to  include  personal  communications  of  material  which  at  the 
time  of  printing  the  book  as  yet  had  not  been  published. 

This  book  does  not  pretend  to  be  a reference  text.  It  is  to  be  highly  re- 
commended for  the  general  practitioner,  the  student  of  medicine  and  even 
will  be  found  to  be  interestingly  written  by  the  specialist  in  this  field. 

Particularly  commendable  is  the  fact  that  no  attempt  is  made  in  this  text 
to  go  at  any  length  into  electrocardiography  which  should  always  be  taken 
up  as  a separate  subject  in  itself- 
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Handbook  of  Medical  Management.  By  Milton  Chatton,  A.B.,  M.D.,  Sheldon 
Margen,  A.B.,  M.D.,  and  Henry  D.  Brainerd,  A.B.,  M.D.,  First  Edition,  Year 
1949-50,  University  Medical  Publishers,  Pa-lo  Alto,  California,  476  pp. 

Este  compendio  consta  de  un  pequeño  y atractivo  tomo  de  bolsillo  con 
cubierta  de  cartón.  Las  portadas  exteriores  e interiores  contienen  importante 
información  sobre  pesos  y medidas,  abreviaturas,  valores  hemáticos  normales, 
química  de  la  sangre,  y tabla  de  pesos  y estaturas  para  varones  y hembras. 

Con  pocas  excepciones  las  drogas  que  se  mencionan  en  el  texto  son  las 
aceptadas  oficialmente  por  una  de  tres  autoridades  norteamericanas  y otra 
inglesa-,  a saber,  la  Farmacopea  de  los  Estados  Unidos,  XIII  Revision,  el  For- 
mulario Nacional,  Octava  Edición,  Remedios  Nuevos  y No  Oficiales  y la  Far- 
macopea Inglesa,  Edición  1948.  Las  entidades  nosológicas  discutidas  y sus  ma- 
nifestaciones están  acompañadas  de  números  en  clave  tomadas  de  la  nomen- 
clatura standard  de  enfermedades  y operaciones  de  la  Asociación  Médica  Ame- 
ricana. El  índice  de  materias  consta  de  20  capítulos,  un  apéndice  y el  índice 
general.  A continuación  se  enumeran  los  distintos  capítulos  del  libro:  Aspec- 
tos generales  del  cuidado  del  enfermo;  tratamiento  general  sintomático;  dieta 
y nutrición;  enfermedades  de  la  piel;  del  sistema  respiratorio;  del  corazón; 
de  los  vasos  sanguíneos;  de  la  sangre  y sistema  linfático;  del  aparato  gastro- 
intestinal; del  sistema  génitourinario;  de  los  sistemas  oseo-muscular ; nervioso; 
enfermedades  metabólicas  y endocrinas;  enfermedades  neoplásticas,  venéreas 
e infecciosas;  enfermedades  de  origen  desconocido  y enfermedades  causadas 
por  toxinas.  La  Esquistosomiasis  de  Manson,  filariasis  y teniasis,  condiciones 
parasitarias  prevalecientes  en  Puerto  Rico  no  aparecen  en  el  texto. 

Bajo  el  título  de  cada  enfermedad,  se  encuentra  una  corta  discusión  in- 
cluyendo definición  y etiología;  a esto  le  sigue  el  diagnóstico  y tratamien- 
to. 


REVISTA  DE  LIBROS 


n.is 


Es  la  opinión  del  autor  de  esta  revista,  que  este  libro  llena  una  necesidad 
del  estudiante  de  medicina  y del  médico  general.  Una  vez  establecido  el  diag- 
nóstico. se  prepara  de  inmediato  el  plan  para  lograr  el  mayor  bienestar  del 
paciente  y para  atacar  el  mal  que  le  aqueja.  Sinceramente  opinamos  cue  este 
pequeño  libro  ha  de  ser  de  gran  valor  en  la  práctica  diaria  de  la  medicina. 

R.  R.  M. 

Management  of  Obstetric  Difficulties.  By  Paul  Titus.  M.D..  4th  edition 
1106  pages.  446  illustrations  (9  in  color).  $12.00.  C.  V.  Mosby  Co..  1950.  Pitts 
burgh. 

This  is  a very  valuable  contribution  to  the  doctor  who  seeks  advice  to 
handle  any  obstetrical  problem.  The  author’s  ability  to  manage  obstetric  dif- 
ficulties is  expressed  in  a right  to  the  point  so  practical  way  that  the  reader 
can  not  help  but  feel  that  he  is  listening  to  such  a consistent  approach.  The 
newer  concepts  on  sterility  and  its  treatment  are  well  covered;  the  handling 
of  threatened  and  habitual  abortions,  conservatism  in  placenta  previa,  the 
rather  complicated  views  on  toxemias  and  the  prophylaxis  and  treatment  of 
hemorrhage  and  shock  a-re  brought  up  to  date.  Pelvic  measurements  and  eva- 
luation by  x-ray  have  been  changed  so  as  to  provide  better  and  easier  inter- 
pretation. The  advantages  and  disadvantages  of  several  methods  of  anesthesia 
and  analgesia  are  outlined.  Changes  in  technic  of  several  obstetric  procedures 
are  included.  The  standardization  of  terms  agreed  upon  with  two  authors  of 
outstanding  books  on  the  specialty  will  be  of  great  help  to  do  away  with 
confusion  and  misunderstanding. 

R.  A.  G. 


Facts  for  Childless  Couples.  By  E.  C.  Hamblem,  B.S.,  M.D.,  F.A.C.S.,  a revised 
4th  printing,  110  pages,  13  figures,  6 temperature  chart  pages,  $2.00  Charles 
C.  Thomas,  1950,  Durham,  North  Carolina. 

Here  is  a book  of  undisputable  value  to  the  childless  couple.  Written  in 
a simple,  easy  to  understand  fashion,  covers  the  basic  principles  of  repro- 
duction so  as  to  give  the  reader  an  understanding  of  the  approach  of  the 
physician  to  his  and  her  problem.  It  further  helps  the  physician  in  explaining 
to  the  childless  couples  because  it  simplifies  the  awakening  of  well  based 
interest  and  disregard  ignorance  and  wrong  ideas  on  the  subject. 


R.  A.  G. 


Favored  Form 
of  Milk  for 
Infant  Formula 


How  Pet  Milk  Helps  in 
Your  Fight 
Against  Disease 


What  is  more  important  to 
the  newborn  infant  than 
clean,  safe  food?  Is  not  this 
your  first  concern  when 
choosing  a milk  for  your 
infant  patients? 

When  you  use  Pet  Evaporated 
Milk  for  infant  formula,  you 
are  assured  of  a completely 
safe  formula,  as  if  there  were 
no  germs  of  disease  in  the 
world.  Pet  Milk  is  heat-steri- 
lized in  its  sealed  container, 
protected  permanently  from 
any  source  of  contamination 
prior  to  actual  consumption. 

You  are  assured,  too,  that 
safe  Pet  Milk  retains  all  of  the 
food  values  that  the  best  of 
milk  can  be  depended  upon  to 
supply,  and  that  these  food 
values  are  uniform  wherever 
and  whenever  Pet  Milk 
is  purchased. 

Try  Pet  Milk  for  the  babies 
in  your  care!  Let  this 
safe  low-cost  milk  help  you 
in  your  continuous  fight 
against  disease. 


nil 


PET  MILK  COMPANY,  1472-1  Arcade  Building,  St.  Louis  1,  Missouri 

Distribuidores;  B.  FERNANDEZ  & HNOS.,  SUCKS. 

P.  O.  Box  3629  - San  Juan,  P.  R. 


a refreshing, 
soothing 
(ollyrium 

FOR  OCULAR  IRRITATION 
DUE  TO  EYESTRAIN, 
OUST,  SMOKE  OR  GLARE 


Ocusol®  is  an  isotonic,  aqueous  solution  containing  boric  acid  U.S.P.  1.1%, 
sodium  borate  U.S.P.  0.5%,  berberine  sulfate  0.01%,  distilled  extract *of 
witch  hazel  N.F.  2.6%,  camphor  U.S.P.  0.04%,  methylparaben  U.S.P.  0.05%, 
rose  oil  0.01%,  glycerin  U.S.P.  1.3%,  NaCl  U.S.P.  0.38%  and  water  94.01%. 

Ocusol  is  harmless  to  the  eyes;  it  may  be  used  as  often  as  required.  Each 
package  contains  a sanitary,  plastic  eye  cup.  ^ 


THE  NORWICH  PHARMACAL  COMPANY 
Norwich,  New  York,  U.  S.  A. 


Distribuidores— CESAR  CASTILLO,  INC.,  Calle  Tetuan  155,  San  Juan 


“Beminal”  Forte  with  Vitamin  C is 
recommended  whenever  oral  admin- 
istration of  massive  doses  of  B fac- 
tors and  vitamin  C is  desirable.  Each 
capsule  contains: 


forte. 


Thiamine  HCl  (Bi)  . 

Riboflavin  (B2)  . 

Nicotinamide  . . . 

Pyridoxine  HCl  (Be) 

Calc,  pantothenate  . 

Vitamin  C (ascorbic  acid)  100.0 mg. 

Dosage:  One  to  three  capsules  daily 
or  as  directed  by  the  physician. 


25.0  mg. 
12.5  mg. 

100.0  mg. 
1.0  mg. 

10.0  mg. 


The  “Beminal”  family  comprises  five  distinctive  com- 
binations for  the  selective  treatment  of  B deficiencies. 


*^Beminal” 

for 

therapy 


@ 

1.  “Beminal”  Forte  with  Vitamin  C. 
Capsules  No.  817 

2.  “Beminal”  fortified  with  Iron  and 

Liver,  Capsules  No.  816 

3.  “Beminal”  fortified  with  Iron,  Liver, 
and  Folic  Acid,  Capsules  No.  821 

4.  “Beminal”  Forte  Injectable  (Dried) 

No.  495 

5.  “Beminal”  Tablets  No.  815 


Distribuidores  en  Puerto  Rico 
F.  PONT  FLORES  — San  Juan,  Puerto  Rico 


Dondequiera 
: que  se  empleen 
> vitaminas... 


se  conocen  las  vitaminas 
de  Merck  & Go.,  Inc. 


Desde  cuando  puso  en  circulación  el  Acido 
Ascórbico,  hasta  el  reciente  aislamiento 
y la  fabricación  de  la  Vitamina  B12  Cristalina, 
Merck  & Co.,  Inc.  ha  mantenido  una  posición 
prominente  en  el  campo  de  las  vitaminas. 
Muchos  de  los  trabajos  más  importantes  para 
la  síntesis,  elaboración  y producción  en  gran 
escala  de  los  factores  vitamínicos  indepen- 
dientes, en  forma  pura,  se  deben  a la  investi- 
gación científica  de  Merck  & Co.,  Inc.  Esta 
larga  experiencia  y los  éxitos  obtenidos  son 
la  mejor  garantía  de  que  se  observan  métodos 
de  control  precisos  en  la  producción  y normas 
analíticas  exactas. 


Dondequiera  que  se  empleen  vitaminas,  se 
conocen  las  de  Merck  & Co.,  Inc.,  por  su 
potencia,  uniformidad  y eficacia  insuperables. 


Vitamina  B12  Cristalina  • Tiamina  (Clorhidrato 
para  ampollas;  Mononitrato)  • Riboflavina  • ! 

Niacina  • Niacinamida  • Vitamina  Bg  • 
Pantotenato  de  Calcio-d  • Acido  Ascórbico  • 
Menadiona  (Vitamina  K Activa)  • Vitamina  Ki 
• Vitamina  E Sintética  * Acetato  y Palmitato 
Sintéticos  de  Vitamina  A • Colinas 


Escríbanos  pidiendo  folleto 
descriptivo  gratis 


‘ Distribuidores-^CESAR  CASTILLO;  INC.,  Calle  Tetuan  155,  San  Juan 
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“Beminal”  Forte  with  Vitamin  C is 
recommended  whenever  oral  admin- 
istration of  massive  doses  of  B fac- 
tors and  vitamin  C is  desirable.  Each 
capsule  contains: 


forte, 


Thiamine  HCl  (Bi)  . 

Riboflavin  (B2)  . 

Nicotinamide  . . . 

Pyridoxine  HCl  (Be) 

Calc,  pantothenate  . 

Vitamin  C (ascorbic  acid)  100.0 mg. 

Dosage:  One  to  three  capsules  daily 
or  as  directed  by  the  physician. 


25.0  mg. 
12.5  mg. 

100.0  mg. 
1.0  mg. 

10.0  mg. 


V — ^ 
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'^Beminal” 

for 

therapy 

Ayerst,  McKenna 


The  “Beminal”  family  comprises  five  distinctive  com- 
binations for  the  selective  treatment  of  B deficiencies. 

1.  “Bemiruir’  Forte  with  Vitamin  C. 
Capsules  No.  817 

2.  “BeminaV’  fortified  with  Iron  and 
Liver,  Capsules  No.  816 

3.  Beminal”  fortified  with  Iron,  Liver, 
and  Folic  Acid,  Capsules  No.  821 

4.  *^Beminal”  Forte  Injectable  (Dried) 
No.  495 

5.  *‘Beminal”  Tablets  No.  815 


& Harrison  Limited 


^B’ 


E.  40th  St.,  New  York  16.  N.  Y, 


Distribuidores  en  Puerto  Rico 
F.  PONT  FLORES  — San  Juan,  Puerto  Rico 


Dondequiera 
que  se  empleen 
vitaminas... 


se  conocen  ias  vitaminas 
de  Merck  & Go.,  Inc. 


Desde  cuando  puso  en  circulación  el  Acido 
Ascórbico,  hasta  el  reciente  aislamiento 
y la  fabricación  de  la  Vitamina  B12  Cristalina, 
Merck  & Co.,  Inc.  ha  mantenido  una  posición 
prominente  en  el  campo  de  las  vitaminas. 
Muchos  de  los  trabajos  más  importantes  para 
la  síntesis,  elaboración  y producción  en  gran 
escala  de  los  factores  vitamínicos  indepen- 
dientes, en  forma  pura,  se  deben  a la  investi- 
gación científíca  de  Merck  & Co.,  Inc.  Esta 
larga  experiencia  y los  éxitos  obtenidos  son 
la  mejor  garantía  de  que  se  observan  métodos 
de  control  precisos  en  la  producción  y normas 
analíticas  exactas. 


Dondequiera  que  se  empleen  vitaminas,  se 
conocen  las  de  Merck  & Co.,  Inc.,  por  su 
potencia,  uniformidad  y eficacia  insuperables. 


Vitamina  B12  Cristalina  «Tiamina  (Clorhidrato 
para  ampollas;  Mononitrato)  • Riboflavina  • 
Niacina  • Niacinamida  • Vitamina  Bg  • 
Pantotenato  de  Calcio-d  • Acido  Ascórbico  • 
Menadiona  (Vitamina  K Activa)  • Vitamina  Ki 
• Vitamina  E Sintética  • Acetato  y Palmitato 
Sintéticos  de  Vitamina  A • Colinas 


Escríbanos  pidiendo  folleto 
descriptivo  gratis 


IMEKCK  (NOKTH  AMERICA)  INC. 

Ifil  Am  iiiii-  (tí  llic  .Vltirliiil'',  Ni'W  ^ Mlk  !.i.  N.  \ l',  S.  A. 


- Distribuidores— CESAR  CASTILLO;  INC.,  Calle  Tetuan  155,  San  Juan 


Medicación  natural  antirraquítica 


El  Aceite  de  Hígado  de  Bacalao  Concentrado  de  Juaits  proporciona 
las  potentes  y naturales  vitaminas  antirraquíticas  A y D.  Dos  gotas 
equivalen  vitamínicamente  a una  cucharadita  (dosis  diaria  mínima 
según  la  F.E.U.)  de  aceite  de  hígado  de  bacalao,  312  unidades  de 
la  vitamina  D derivadas  exclusivamente  del  aceite  de  hígado  de 
bacalao,  3.120  unidades  de  la  vitamina  A obtenidas  de  un  concen- 
trado de  aceite  de  hígado  de  bacalao  normalizado  con  aceites  de 
pescado. 

Esta  medicación  es  económica  y eficaz.  En  dosis  mayores  para 
las  madres  el  Aceite  de  Hígado  de  Bacalao  Concentrado  de  Juaits 
se  ofrece  en  cápsulas.  Cada  una  equivale  en  potencia  vitamínica 
a 4 cucharaditas  ( 16  cc.)  de  aceite  de  hígado  de  bacalao.  También 
lo  hay  en  tabletas. 

Para  el  niño,  para  la  madre 

, ACEITE  DE  HIGADO  DE  BACALAO  CONCENTRADO 

i'. 

i 

hite  Laboratories/  Inc./  Newark  7,  N.  J.,  E.  U.A.  • Fabricantes  de  Productos  Farmacéuticos 
Distribuidores:  FRANCISCO  N.  CASTAGNET 
San  Juan,  Puerto  Rico 


juáirs 


Ventajas  de  la  Avena  Quaker 
como  Alimento  para  los  Niños 


^ indiscutible  que  el  niño  debe 
^ recibir  suficientes  cantidades 
de  carbohidratos,  grasa, proteínas, 
minerales  y vitaminas  si  se  persi- 
gue su  desarrollo  normal  ...  y 
el  concepto  de  agregar  alimento 
sólido  a la  leche  materna  o a las 
fórmulas  de  la  leche  de  vaca,  no 
constituye  ninguna  innovación 
hoy  día.  En  efecto,  ahora  es  una 
práctica  bastante  corriente  entre 
los  pedíatras  de  muchas  partes, 
introducir  alimento  sólido  ade- 
cuado en  la  nutrición  de  los  bebés, 
empezando  con  frecuencia  a la 
edad  de  3 meses.  Esto  se  hace  con 
el  doble  interés  de  variar  los  re- 
quisitos nutritivos  y estimular 
desde  temprano  el  desarrollo  de 
los  buenos  hábitos  dietéticos. 
Entre  las  numerosas  ventajas  de 


la  Avena  Quaker,  se  destaca  la 
abundancia  de  sus  elementos  ali- 
menticios vitales  requeridos  por 
el  infante. 

En  vitamina  Bi,  en  proteína,  en 
hierro  y en  energía  alimenticia, 
no  hay  ningún  otro  alimento 
dentro  de  su  clase  que  sobrepase 
a la  Avena  Quaker.  Además,  la 
Avena  Quaker  es  fácil  de  digerir  y 
deliciosa  al  paladar.  Debido  a su 
general  alcance,  economía  y cali- 
dad inalterable,  la  Avena  Quaker 
puede  ser  clasificada  como  un 
valioso  suplemento  de  la  nutrí-' 
ción,  digna  de  la  más  alta  con- 
sideración en  la  dieta  requerida 
por  los  niños. 


AVENA 

QUAKER 

LA  MARAVILLA  ALIMENTICIA  DE  LA  NATURALEZA 

JH  ssm.  íHM  os 


[quemaduras 

L 

Rápido  restablecimiento  en  las  ' heridas 


ULCERAS 


El  único  tratamiento  fueron 
apósitos  de  Ungüento  de  Vitamina 
A & D White's  que  hizo  innece- 
saria la  dermopéndesis. 


0 Quemaduras  de  segundo  y tercer 
grado  que  comprenden  un  25% 
de  superficie  cutánea. 


Contribuye  a una  pronta  cicatrización  y a la 
formación  epitelial,  con  satisfactorio  alivio  en 
los  casos  de  quemaduras,  heridas  de  lenta 
cicatrización,  úlceras  indolentes,  lesiones 
avulsivas,  heridas  postoperatorias,  fisuras  del 
pezón  y otros  muchos  estados  dermatológicos. 


INGÜENTO  DE  VITAMINAS 


WHITE’S 

poro  (icotrizaciones  rápidas 


Vhite  Laboratories/  Inc./ Newark  7,  N.  J.,  E.  U.A.  • Fabricantes  de  Productos  Farmacéuticos 

Distribuidores:  FRANCISCO  N.  CASTAÍJNET 
San  .luán.  Puerto  Rico 


¡GRACIAS,  doctor! 


Así  expresa  su  agradecimlet ; 

la  madre  que  ha  seguido : 
consejo  de  su  médico  paraí 
mentar  a su  criatura. 

"¡Gracias,  doctor! . . . Graci 
por  haberme  recomendado  l 
CEREAL  INSTANTANEO  CLAPP’S, 
Me  siento  orgullosa  de  mi  nei 
tan  sano  y robusto,  y desde  q 
usted  me  lo  indicó,  nunca  le  fa 
su  CEREAL  INSTANTANEO  CLAPP'i 


Efectivamente,  señora  . . . Muchísimas  mad 
han  podido  comprobar  los  efectos  benéficos  de  una  dieta  científicamei 
'equilibrada  con  el  cereal  instantáneo  clapp's.  La  larga  experiencia  de  sus  elal 
radores  en  la  preparación  de  productos  exclusivamente  pata  niños,  los  ha  colocado  a la  vanguaj 
en  la  producción  de  alimentos  básicos  para  la  diera  infantil. 

Cuando  su  médico  le  recomienda  el  CEREAL  instantáneo  clapp’s,  lo  hace  tomando  en ) 
cuenta  su  contenido  saludable  de  minerales  y vitaminas 
. . . y el  escrúpulo  científico  y profiláctico  que  se  pone  en 
su  elaboración.  ¡A  todos  los  niños  les  encanta  el  cereal 
INSTANTANEO  CLAPP’Sl 


EL  PRIMER  ELABORADOR  DE  ALIMENT! 
EXCLUSIVAMENTE  PARA  NIÑOS 


Para  combatir  congestión  y aliviar  el  dolor  en  inflamaciones, 
hay  casos  en  que  nada  sirve  mejor  que  el  calor  húmedo 
continuo  — aplicado  como  cataplasma  medicada. 

El  valor  especial  de  Numotizine  para  estos  casos  está  en 
el  efecto  combinado  de  la  base  y los  medicamentos  que 
contiene,  los  cuales  producen  efectos  locales  y sistemáticos. 
La  base  hidrofílica  de  caolín-glicerina  ayuda  a inducir 
hiperemia;  favorece  la  absorción  paulatina  del  guayacol  y 
salicilato  de  metilo.  Una  aplicación  de  Numotizine  ejerce  su 
efecto  durante  muchas  horas. 


Indicado  para  bronquitis,  congestión  en  el  pecho,  irritación  en 
la  garganta  y como  auxiliar  para  obtener  alivio  sintomático 
en  influenza.  Puede  usarse  con  buenos  resultados  con  las 
sulfonamides. 


Se  suministra  en  tarros  de  cristal 
de  57,  1 14,  228,  425  y 850  gramos. 


ANALGESIA  Y 
DESCONGESTION 


de  'Pecáa 


Distribuidores:  FRANCISCO  N.  CASTAÍiNET 
San  Juan,  Puerto  Rico 


A LOS  SEÑORES  MEDICOS 
DE  SAN  JUAN  Y SANTURCE 

Nos  permitimos  recordarles  que  en  caso  de  urgencia  los  señores 
médicos  que  necesiten  del  servicio  de  nuestras  farmacias  en  San  Juan 
o en  Santurce,  durante  las  altas  horas  de  la  noche,  pueden  llamar 
personalmente  a los  encargados  de  dichas  farmacias,  al  teléfono, 
como  sigue: 

Para  servicios  en  San  Juan:  2-6544 

Para  servicios  en  Santurce:  2-7002  2-6831 

Los  señores  médicos  pueden  tener  la  seguridad  de  que  serán  in- 
mediatamente atendidos  en  dichos  casos  de  necesidad. 

No  se  atenderán,  sin  embargo,  llamada-s  hechas  por  personas 
particulares  que  no  puedan  usar  el  debido  discernimiento  sobre  la 
urgencia  o necesidad  de  las  llamadas. 


FARMACIA  BLANCO,  INC. 

(San  Juan  — Santurce) 


THESODATE  (BREWER) 

Definición:  El  Thesodate  (Brewer)  es  la  pastilla  original  con  RECU- 
BRIMIENTO ENTERICO  de  Acetato  Sódico  de  Teobromina. 
Inrlicaciones:  El  Thesodate  (Brewer)  se  indica  en  el  tratamiento  de 
la  enfermedad  de  la.  arteria  coronaria,  el  edema  y la  hipertensión. 
Distribución:  El  Thesodate  (Brewer)  se  vende  en  frascos  de  100 
pastillas. 

♦Thesodate,  480  mg.  (7%  granos). 

Thesodate,  480  mg.  (7%  granos);  Fenobarbital,  32  mg.  (V2  gra- 
no). 

Thesodate,  320  mg.  (5  granos);  Fenobarbital  16  mg.  (14  grano); 
Yoduro  de  Potasio  128  mg.  (2  granos). 

Dosis:  Una.  pastilla  antes  de  las  comidas  y antes  de  acostarse. 

COMPROBACION  CLINICA: 

1.  Riseman,  J.  E.  F.,  Brown,  M.  G.,  Arch.  Int.  Med.,  Vol.  60, 
pág.  100,  1937. 

2.  Brown,  M G.,  y Riseman,  J.  E.  F.,  J.  A.  M.  A.,  Vol,  109,  pág,  256, 
1937. 

3.  Levy,  R.  L..  Bruenn,  H.  G.,  Williams,  N.  E.,  Am.  H.  Jour.,  Vol. 

19,  pág.  639,  No.  6,  June,  1940. 

* El  Thesodate,  480  mg.  se  ha  usado  muchisimo  como  diurético.  La 
dosis  que  se  recomienda  es  do  ocho  pastillas  al  día-  por  dos  días  y luego 
cuatro  pastillas  diarias. 

Solicite  literatura 

BREWER  & COMPANY,  INC. 

Worcester,  Mass.,  U.S.A. 

Químicos  Farmacéuticos  desde  1852 
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TRES  RAZONES 

por  las  cuales  se  recomienda  HORLICKS 
durante  la  enfermedad  y la  convalecencia 

Es  un  problema  dar  a un  inválido  o a un  convaleciente  un  alimento 
adecuado  y apetecible,  pero  el  problema  deja  de  existir  cuando  se 
emplea  HORLICKS,  por  estas  tres  razones; 

1'HORLICKS  es  digerido  con 
toda  íacilidad  hasta  por  los  estó- 
magos más  delicados.  En  muchos 
casos  es  el  único  alimento  que  el 

f sacíente  puede  retener  y asimi- 
ar.  En  diversos  hospitales  y en  la 
práctica  privada  se  recomienda 
HORLICKS  para  ayudar  al  trata- 
miento de  úlceras  gástricas  duo- 
denales. 

2-LOS  CARBOHIDRATOS 

que  contiene  HORLICKS  (azúca- 
res de  malta  y de  leche)  pasan  rá- 
pidamente a la  corriente  sanguí- 
nea, impartiendo  energía  casi  de 
inmediato. 


Distribuidores:  FRANCISCO  N.  CASTAGNET 
San  Juan,  Puerto  Rico 


3~HORLICKS  contiene  alimen- 
tos de  fácil  asimilación  que  son 
reparadores  de  tejidos  durante  la 
convalecencia. 

Reg.  No.  1254  "A'’  S.S.A.  Prop.  B • 33 


De  venta  en 
farmacias  y 
tiendas  de 
abarrotes 


. about  30%  of  the  patients  who  consult  the 
general  practitioner  have  complaints  for  which 
there  is  no  discoverable  physical  or  organic  cause”  ^ 


Although  these  patients  have  no  apparent  organic 
basis  for  their  complaints,  they  are  ill  and  merit 
attention. 

In  functional  disorders,  response  to  stre.ss  is 
effected  via  both  branches  of  the  autonomic 
nervous  system.  Therefore,  treatment  consists, 
where  possible,  in  removal  of  the  emotogenic 
factor  (practical  psychotherapy)  and  the  "partial 
blockade”  of  the  efferent  autonomic  pathways. 
The  family  physician  is  well-qualified  to  help 
these  patients;  his  advice  will  do  much  to  achieve 
the  desired  change  in  habits  and  to  avoid 
unhealthy  situations. 

Medical  treatment  is  also  essential.  Controlled 
sedation  of  the  entire  autonomic  nervous  system 
can  be  accomplished  by  simultaneous  administra- 
tion of  bellafoline  (cholinergic  inhibitor), 
ergotamine  tartrate  (adrenergic  inhibitor)  and 


phenobarbital  (central  sedative)  in  the  form  of 
Bellergal.  This  preparation  inhibits  autonomic 
impulses  without  completely  blocking  organ 
function. 

Karnosh  iiml  Zuckcr"  state  that,  "Probably  the  best 
niedication  for  all  neurovegetative  disorders  is  a com- 
bination of:  •''a)  bellafoline  . . . (b)  er/>otamine  tartrate 
...(c)  phenobarbital.. .A  good  commercial  preparation 
of  these  ingredients  is  a tablet  called  bellergal  . . . The 
.uliilt  dose  of  bellergal  is  3 or  4 tablets  daily.”® 

BIDI.IOtiRAPHY 

1.  WII.UAMS,  V.  P.;  New  England  J.  Med  2}6;  111,  1947. 

2.  KARNOSH,  L.  J.  and  ZUt.KER.  E.  N.:  A Handbook  of 
Psychiatry.  St.  Louis,  Mosby,  1945. 
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Las  firmas  interesadas  en  adquirir  espacio  pa- 
ra exhibir  sus  productos  durante  la  próxima  asam- 
blea anual  deben  radicar  su  solicitud  en  la  secreta- 
ría de  la  Asociación  antes  del  10  de  noviembre 
próximo. 
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PATTERNED  AFTER  HUMAN  MILK 

S M-A,  ready  to  feed,  has  the  same  percentage  of  protein,  fat,  carbohydrate, 
and  ash  as  human  milk. 

Amino  Acids— Content  of  essential  amino  acids  equals  or  exceeds  the  average 
values  for  human  milk. 

Carbohydrate  is  lactose,  favoring  Correct  acidophilic  intestinal  flora. 

Fats— Index  of  unsaturated  fatty  acids  is  standardized  at  the  top  of  the  range 
found  in  human  milk. 

Vitamins  (including  vitansin  C)— S-M  A equals  or  exceeds  human  milk  in 
content  of  all  vitamins  for  which  minimum  daily  requirements  are  established. 
Minerals— S-M-A  exceeds  values  of  human  milk  for  calcium, 
phosphorus,  and  iron.  Both  S-M-A  and  human  milk  supply  an 
average  of  20  calories  per  ounce. 

S-M-A*  builds  husky  babies 

WYETH  INCORPORATED.-PHILA.  3,  PA. 

■ A'Ae L,^ . Jt'  . s '.  ^ ^ ^ ■ 
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Similarmente,  no  todas  las  tabletas  de  cobertura  en- 
térica son  ‘Enseals’  (Tabletas  de  Desintegración  a Término, 
Lilly.  Muchas  de  tales  tabletas  dependen  de  la  acidez  o la 
alcalinidad  para  liberar  la  medicación,  condiciones  que 
son  variables.  En  cambio  la  desintegración  de 
los  ‘Enseals’  depende  solamente  de  dos  factores:  TIEMPO  y 
HUMEDAD.  Cuando  administra  ‘Enseals’,  el  médico  puede  estar 
seguro  de  que  la  medicación  es  liberada  en  los  intestinos. 


Eli  Lilly  Pan-American  Corporation 


INO.ANAPOUS  6,  INDIANA,  C-  U-  A 


VOLUMEN  XLir 


(^PICAL  PUBUc 

HEALT^ 

HARVAg^^OOL 

heac<A 


NUMERO  11 


HARVARD  UNIVERSITY 
SCHOOLS  OF  MEDICINE  AND  PUBUC  HEALTH 
LIBRARY 

Boletín  de  la  Asociación 
Medica  de  Pnerto  Rico 


JUL  9 


ORGANO  OFICIAL 


PUBLICACION  MENSUAL 


NOVIEMBRE 
19  5 0 


Entered  as  second  class  matter,  JaJiuary  21,  1931  at  the  Post  Office  at  San 
Juan,  Puerto  Rico,  under  the  act  of  August  24,  1912. 


Bül,ETIN  DE  LA  ASOCIACION  MEDICA  DE  PUERTO  RICO 


OutiANo  Oficiad- 


junta  EDITORA 


Rafael  Rodríguez-Molina,  M.D. 
Presidente 


Ricardo  F.  Fernández,  M.D. 
Manuel  E.  Paniagua,  M.D. 
Rafael  Porrata  Doria,  M.D. 


Dwight  Santiago  Stevenson.  M i* 
Luis  Ortega,  M.D. 

Roberto  J.  Aguayo.  M.D. 


EDITORES  ASOCIADOS 

Rurico  S.  Díaz-Rivera,  M.D. 

Ramón  Lavandero,  M.D. 

Raíael  A.  Gil,  M.D. 

Juan  J.  Nogueras,  M.D. 

Ricardo  Cordero,  M.D. 

Ramón  Llobet.  Jr.,  M.D. 

Juan  Basora-Defilló,  M.D. 

Eli  S.  Rojas,  M.D. 

Luis  Alberto  Morales,  M.D. 

Luis  A.  Sanjurjo,  M.D. 

Jesús  M.  Rivera  Otero,  M.D. 
Manuel  Espinosa.  M.D. 

Guillermo  Arbona,  M.D. 

Carlos  E.  Muñoz  MacCormick,  M.D. 
J.  R.  González  Flores.  M.D. 

Félix  M.  Reyes.  M.D. 

Jaime  F.  Pou.  M.D. 

David  Rodríguez  Pérez,  M.D. 


OFICINA  ADMINISTRATIVA 

Edificio  de  la  Asociación  Médica  de  Puerto  Rico 
Apartado  de  Correos  3’866  - Santurce,  Puerto  Rico. 


VoL.  XLii  Noviembre,  195o  No.  ii 


Indice  de  Materias 

t. 

Página 

LA  CLASIFICACION  DE  LA  TUBERCULOSIS  PULMONAR  — 


Discusión  ele  las  Normas  de  la  American  Trudeau  Society  --  639 

J.  Rodríguez  Pastor,  M.D.,  Santurce,  P.  R. 

SOME  OBSERVATIONS  ON  RICKETS  IN  PUERTO  RICO 647 

Egidio  S.  Colón  Rivera,  M.D.,  D.A.B.P.,  Santurce,  P.  R. 

GENERAL' CHARACTERISTICS  OF  PERSONALITY  656 

Solomon  Katzenelbogen,  M.D.,  Washington,  D.C. 

RECENT  TRENDS  IN  POLIOMYELITIS  665 

Miguel  A.  Firpi,  Jr.,  M.D.,  Santurce,  P.  R. 


LA  PARALISIS  DEL  NERVIO  FRENICO  Y EL  PNEUMOPERI- 
TONEO  EN  EL  TRATAMIENTO  DE  LA  TUBERCULOSIS 

PULMONAR  673 

J.  J.  de  Lara-García,  M.D.,  Caguas,  P.  R. 

COMIENZOS  DE  UN  PROGRAMA  DE  SALUD  MENTAL  PARA 

PUERTO  RICO  676 

Guillermo  Arbona,  M.D.,  M.P.H.,  Santurce,  P.  R. 

EDITORIAL 682 

NOTA  NECROLOGICA  685 

PROGRAMA  DE  LA  CUADRAGESIMA-SEPTIMA  ASAMBLEA 
ANUAL  DE  LA  ASOCIACION  MEDICA  DE  PUERTO  RICO  — 
Diciembre  12-17,  1950  687 


Entered  an  second  class  matter,  January  21,  1931  at  the  Post  Office  at  San 
Juan,  Puerto  Rico,  under  the  act  of  August  24,  1912. 


SuBCBiPcióN  Anual;  |4.00 


ORETON 


high  dosage  and  sustained  action 

ORETOIV*  (Testosterone  Propionate  U.S.P.  XIII)  in  oil  for 
intramuscular  injection  in  male  hypogonadism  and  climacteric, 
functional  uterine  bleeding,  inhibition  of  lactation  and 
palliation  of  female  breast  carcinoma. 


moderate  and  maintenance  dosage 

ORETON-M*  Tablets  (Methyltestosterone  U.S.P.  XIII)  by 
I ■ mouth  in  mild  male  climacteric,  functional  dysmenorrhea, 
premenstrual  tension  and  relief  of  postpartum 
breast  engorgement. 

single  dose  with  continuous  action 

ORETON-F*  Pellets  (free  testosterone)  by  subcutaneous 
implantation  for  sustaining  therapy  in  eunuchism,  eunuchoidism 
and  in  some  cases  of  the  male  climacteric. 


convenient  buccal  administration 

ORETON  Buccal  Tablets  (Testosterone  Propionate  U.S.P.  XIII) 
in  PoLYHYDROLf  base  for  intraoral  administration  when 
high  dosage  is  desired  and  injection  therapy  is  not  feasible. 


local  application 

ORETOIV-M  Ointment  (Methyltestosterone  U.S.P.  Xlll) 
for  percutaneous  application  in  certain  senile  skin  disturbances, 
especially  those  accompanied  by  pruritus. 

tPoLYHYOROL  trade'inark  of  Scberiog  Corporatioo 


Distribuidores-CESAR  CASTILLO,  INC,  Calle  Tetuan  155,  San  Juan 


PABENA 


PRECOOKED  OATMEAI. 

''ll«min-ond-niintral-«ni'l‘*''^ 

prepared  for  human  üse.sodfumchlorw^-^jj^ 
"«i.  ina  reduced  iron.  Paben»  (umlshee  «13”* 


lecfuoing  thiamine,  and  nutntionalty  im 


u'^™' “PMh  calcium,  and  P'’‘»P'’°'“’^|jciisO»‘- 
, ^«uih  Cdoking  and  drying.  Pabena  « 

" » MlaUble.  convenient  to  prepare,  economic*"’ 

*">UI«E»  NO  COOKING.  Add 


««»• 


ttilk 


with 


nfe.  ...re«réa§i 


PABENA  a . a precooked  oatmeal 
specified  by  physicians 


PABENA*  is  oatmeal,  and  has  the  rich,  full  oatmeal 
flacor.  Its  nutritional  cjualities  and  its  vitamin  and 
mineral  content  are  similar  to  those  of  Pablum.* 

PABENA  is  valuable  for  infants  and  children  who 
are  sensitive  to  wheat,  and  is  an  ideal  first  solid  food. 


PABENA,  like  all  Mead’s  products,  is  adver- 
tised only  to  the  medical  jirofession. 


• T.  M.  ncg.  U.  S.  Pat.  Off. 


I*.  Ü.  IJox  .‘J081  — San  .luan,  1*.  K, 


Para  prevenir  o dominar  la  retención 
urinaria  postoperatoria 


El  Cloruro  de  Urecolina  proporciona  la  tan 
deseada  solución  para  el  penoso  problema  de  la 
retención  urinaria.  Puede  emplearse  como  un 
medio  eficaz  de  prevención  administrándolo  siste- 
máticamente después  de  las  intervenciones  qui- 
rúrgicas practicadas  en  el  abdomen.  Igualmente 
eficaz  cuando  se  lo  emplea  en  el  tratamiento 
mismo,  el  Cloruro  de  Urecolina  produce  alivio 
rápido  y evita,  en  un  gran  porcentaje  de  los  casos, 
la  necesidad  y la  inconveniencia  del  cateterismo. 
Reproduciendo  los  efectos  de  la  estimulación 
parasimpática,  la  droga  es  también  eficaz  en  el  tra- 
tamiento de  la  retención  urinaria  crónica  o fun- 
cional debida  a la  atonía  muscular  sin  obstrucción. 

Se  ba  comprobado  que  el  Cloruro  de  Urecolina 
es  igualmente  beneficioso  en  la  prevención  y el 
alivio  de  la  distensión  abdominal  postoperatoria, 
en  la  retención  gástrica  posterior  a la  vagotomía 
y en  casos  especiales  de  megacolon. 


Cloruro  de 


Atonía 

de  la  vejiga 

Atonía 

intestinal 


Se  suministra  en  tabletas  de  5 mg.,  en 
frascos  <¡uc  contienen  100  tabletas,  para 
empleo  oral,  y en  cartones  de  6 ampollas 
de  1 C.C.,  5 mg.  por  c.c.,  para  inyección 
subcutánea. 

Se  proporciona  literatura  sobre  el  Cloruro 
'■  de  Urecolina,  a solicitud. 

Urecolina* 


(Nombre  de  Fábrica  del  Cloruro  de  Betanecol) 
(Uretano  de  Cloruro  de  /í-Meticolina  de  Merck  & Co.,  Inc.) 


SUBSIDIARIA  DE 

MERCK,  (North  'AMERICA)  INC.  Sk™(Ti»1 

161  Avenue  of  the  AmeriCa^y  í^cw  York  1.3,  N.  Y.,U.S.A.  Fabricantes  de 

• Productos  Qfuinncos.  . 

-C  Rali  way.  N.  J.,  U.  S..  A, 


Distribuidores— CESAR  CASTILLO,  INC.,  Calle  Tetuán  155,  San  Juan 
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¿O  dejamos  a 
la  decisión  de 
ios  que  saben... , 


En  cuanto  a recetarlo,  esto  lo  dejamos  en 
manos  de  los  que  saben  — es  decir  de  los 
señores  Médicos.  Lo  que  nosotros  hacemos 
es  elaborar  un  producto  de  tan  buena  cali- 
dad, que  al  necesitarse  un  alimento  especial 
de  esta  índole,  el  Doctor  gustosamente  re- 
cetará Hemo  Borden’s. 


Porque  Hemo  es  un  bebida  alimenticia  sana, 
fortificada  con  cantidades  apreciables  de 
vitaminas  y minerales.  Además  Hemo  tiene 
un  delicioso  sabor  a chocolate.  Hemo  se 
anuncia  a base  de  lo  que  realmente  es  — un 
exquisito  complemento  alimenticio— tomado 
caliente  o frío. 


NOTA:  La  Tabla  que  preientamos  al  pie,  muestra  de  una  manera  clara  y fácil  el  contenido  vitamínico  y 
de  minerales  do  Hemo  comparado  con  los  requerimientos  minimos  diarios  del  adulto,  de  dichos  elementoi. 
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HEMO  COMPARADO  CON  LAS  NECESIDADES 
MINIMAS  DIARIAS  DEL  ADULTO 


Vitamina  A 
Vitamina  Bi 
Vitamina  62(0) 
Vitamina  D 
Niacinamida 
Hierro 
Calcio 
Fósforo 


Requerimientos 
Mínimos  Diarios 
de  los  Adultos* 

4000  Unid.  Int. 
333  Unid.  Int. 

2 miligramos 

400  Unid.  Int. 

★ ★ 

10  miligramos 
750  miligramos 
750  miligramos 


1 V3  onzas  ó 38 
gramos  de  Hemo  en 
polvo  (2  porciones) 

4000 
333 
2 

400 

10  mgms. 
14.7 
376 
288 


2 porciones  de  Heme 
en  2 vasos  de  a 8 onzot 
(240  c.c.)  de  teche 

4900 

400 

3 

410 

10.3  mgms. 
15.7 
950 
750 


*Según  han  sido  establecidos  por  el  Administrador  Federal  de  Seguri* 
dad  bajo  la  autoridad  de  la  Ley  Federal  de  Alimentos  y Drogas  de 
Jos  Estados  Unidos. 

**Los  requer/m/entos  mínimos  diarios  del  adulto  aun  no  definitiva» 
mente  establecidos. 


Hemo 


ELABORADO  POR  IOS  FABRICANTES  DE  KLIM 


Envasado  en 
latas  de  I fibra 
ó 453  gramos 
(24  porciones) 


Hecho^por  THE  BORDEN  COMPANY,  NEW  YORK,.N  Y,  E U A 


Distribuidores  para  Puerto  Rico: 

PLAZA  PROVISION  COMPANY,  Fortaleza  104,  San  Juan,  P.  R. 


La  Lámpara  de  Hendidura  de  Poser 


0ISEÑADA  por  B & L,  la  Lám- 
para de  Hendidura  de  Poser 
para  el  diagnóstico  diferencial 
en  la  patología  del  ojo,  presenta 
muchas  ventajas  en  biomicros- 
copia.  La  iluminación  brillante 
del  tipo  Koeppe  lleva  una  hendi- 
dura ajustabíe.  Un  microscopio 
gran  angular  y binocular  de  16x 
permite  abarcar  toda  la  córnea. 
Oculares  con  puntos  ópticos  lar- 
gos facilitan  el  examen  rápido 
del  campo  ancho.  Ambos  brazos 
rotan  alrededor  del  ojo  del  pa- 
ciente como  centro.  Es,  pues, 


una  lámpara  indispensable  para 
el  oftalmólogo. 

H.  V.  GROSCH  CO. 

Calle  Comercio  402 
San  Juan,  Puerto  Rico 

BAUSCH  & LOMB 

Optical  Co.  - Rochester,  N.  Y.. 
E.  U.  A. 

Fundada  en  1853 
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Until  there  are  mechanical  means  for  winding- 
up  the  failing  heart  . . . consider  this: 

Nativelle  isolated  Digitaline  to  minimize 
the  disadvantages  of  whole  leaf.  He 
replaced  variable  results  with  the 
predictable  effects  of  dosage  by  weight. 

Digitaline  Nativelle  digitalizes  in  a few 
hours  and  maintains  the  maximum  efficiency 
obtainable.  This  maintenance  is  positive! 

Complete  absorption  and  a uniform 
rate  of  dissipation  provide  full  digitalis 
effect  between  doses.  Elimination  of  crude 
substances  virtually  eliminates  side  effects. 

Digitaline  Nativelle 

Chief  active  pr  inciple  of  digitalis  purpurea  (^digitoxin) 


Ease  of  Administialion 

RAPID  DIGITALIZATION;  1.2  mg.  in  equally  divided  doses  of  0.6  mg.  at  three-hour  intervals. 

MAINTENANCE:  0.1  or  0.2  mg.  daily  depending  upon  patient’s  response.^ 
CHANGE-OVER:  Prescribe  0.1  or  0.2  mg.  of  Digitaline  Nativelle  to  replace  maintenance  doses  of  0.1  gm.  or  0.2  gm.  of  whole  leat)» 
Send  for  new  brochure  “Modern  Digitalis  Therapy”  Varick  Pharmacal  Co.  Inc.  (Division  of  E.  Fougcra  8c  Co.  Inc.)  75  Varick  Si.,  New  York.  * • 
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Simplifique  la  analgesia  y antipiresis 
de  los  niños  con  ASPERGUM 


ASPERGUM  proporciona  “analgesia  salival”,  suave  alivio  en  la  zona 
bucofaríngea.  Más  eficaz  que  los  gargarismos  y pulverizaciones,  posee 
además  un  suave  efecto  sistemático  en  los  niños. 

Alivio  sintomático  después  de  la  amigdalectomía,  amigdalitis, 
resfriados,  fiebre  y dolor  de  cabeza. 

Dosis  adecuada— 3 V2  gts.  de  aspirina  por  tableta. 

Dosificación  agradable— a los  niñps  Ies  gusta  mascar  el  chicle, 
base  del  Aspergum. 

Conveniente  y de  más  eficacia  local  que  los  gargarismos  y las 
pulverizaciones. 

ASPERGUM  de  ^^)íllmd4 

\ Desde  hace  más  de  veinte  años  reconfortante  ayuda  al  paciente 

hite  Laboratories,  Inc.,  Newark  7,  N.  J.,  E.  U.  A.  • Fabricantes  de  Productos  Farmacéuticos, 

Distribuidores:  FRANCISCO  N.  CASTAGNET 
San  Juan,  Puerto  Rico 


Fuerza  Perdurable 

. . . Erigida  sobre  una  Base  Solida 

La  alimentación  correcta  tlel  bebé  es  de  inestimable 
importancia  en  los  primeros  meses  de  su  vida.  Es  precisa- 
mente durante  este  período  cuando  se  requiere  una  base 
sólida  para  que  el  niño  se  desarrolle  fuerte  y saludable. 

DRYCO  ES  IDEAL  COMO  ALIMENTO  EN  LOS  CLIMAS  CALIDOS 
La  tierna  criaturita  necesita  proteínas  en  cantidades  apre- 
ciables para  llenar  las  necesidades  de  su  crecimiento 
muy  rápido  de  la  temprana  edad,  así  como  para  formar 
sus  tejidos.  DRYCO,  con  su  alto  valor  proteico  llena 
estos  requisitos.  Y el  contenido  reducido  de  grasa  de 
DRYCO  provee  una  cantidad  adecuada  de  este  elemento, 
disminuyendo  la  posibilidad  de  trastornos  digestivos.  En 
los  climas  cálidos  o tropicales  ésta  es  una  señalada  ven- 
taja. 

ESPECIALMENTE  ENVASADO  PARA  RETENER  SU  FRESCURA 

DRYCO  es  la  mejor  leche  fresca,  consistentemente  uni- 
forme, fácilmente  digestible  y enriquecida  con  vitaminas. 
Se  envasa  especialmente  en  latas  cerradas  al  vacío  para 
asegurar  su  frescura  original  y valor  nutritivo  en  cual- 
quier clima. 


% 


Distribuidores  para  Puerto  Rico: 

PLAZA  PROVISION  COMPANY,  Fortaleza  104,  San  Juan,  P.  R. 


UtlOHS 

ravenous 


«ÍS?JhVaX*Ww 


to  relieve  nausea  and  vomiting 
of  pregnancy  and  in  adoles- 
cent acne 


pyrIbexin 


(Pyridoxine  HCI  Thiamine  Ctiloride) 
Each  1 cc  contains: 

Vitamin  Bl  50  mg 

Vitamin  B6 50  mg 

VIALS  OF  10  ec 


IROBLEX 


for  use  In  hypochromic  and 
tritional  anemias 


NICOTINAMIDE  50. 

IRON  CACOD^T.ATE  10. 

LIVER  (10  U.S.P.  UNITS 

PER  CC)  0. 

Phenol  (As  preservative)  0.5% 

VIALS  OF  10  cc 


NION  CORPORATION  LOS  angeles  38,  California 

JOAQUIN  BELENDEZ  SOLA,  INC 

P.O  BOX  I 188,  SAN  JUAN,  PUERTO  RICO 


Liver  - B Complex) 


( Iron 


Each  cc  contains: 


Thiamine  HCl  (Bl)  100. 


mg 


Riboflavin  (B2) 


0.5  mg. 


Pyridoxine  UCl  (B6)  1. 


Improved 

Formula 


, eye 
lotion 


OCUSOL 


lOTlOH 


tmn» 


0 refreshing^ 
soothing 
^ollyrium 


FOR  OCULAR  IRRITATION 
DUE  TO  EYESTRAIN, 
DUST,  SMOKE  OR  GLARE 


Norwich^ 


Ocusol®  is  an  isotonic,  aqueous  solution  containing  boric  acid  U.S.P.  1.1%, 
sodium  borate  U.S.P.  0.5%,  berberine  sulfate  0.01%,  distilled  extract -of 
witch  hazel  N.  F.  2.6%,  camphor  U. S.  P.  0.04%,  methylparaben  U. S.  P.  0.05%, 
rose  oil  0.01%,  glycerin  U.S.P.  1.3%,  NaCl  U.S.P.  0.38%  and  water  94.01%. 

Ocusol  is  harmless  to  the  eyes;  it  may  be  used  as  often  as  required.  Each 
package  contains  a sanitary,  plastic  eye  cup. 


wi 

THE  NORWICH  PHARMACAL  COMPANY 

Norwich,  New  York,  U.  S.  A. 

Distribuidores— CESAR  CASTILLO,  INC.,  Calle  Tetuon  155,  San  Juan 


SEGÜM 


...En  el  Polo  Norte 
o en  la  Selva  Tropical 


V 


Eli  cualquier  clima,  bajo  las  condi- 
ciones más  variadas,  la  Leehe  KLIM 
es  siempre  sejiura,  pura  y uniforme- 
mente nutritiva.  En  efecto,  KLIM 
ha  sido  usada  en  muchas  expedi- 
ciones al  Polo  Norte  y al  Polo  Sur 
y hajo  el  sofocante  ealor  de  las 
selvas  eeuatoriales.  Y siempre  la 
frescura  uniforme,  sahor  y ealidad 
inmejorahles  de  esta  cremosa  leche 
en  polvo  permaneeen  intactos  en  su 
lata  cerrada  al  vacío,  envasada  por 
medio  de  un  proeedimiento  espe- 
cial. 

Considere  tamiiién.  Doctor,  otras 
grandes  ventajas  de  la  Leche  KLIM, 


tal  eomo  su  fáeil  digestibilidad,  una 
de  las  razones  por  la  cual  muchos 
pedíatras  recomiendan  esta  leche 
superior  en  la  alimentaeión  de  los 
niños. 

Además  de  que  es  una  leehe  ideal 
para  la  nutrieión  de  los  niños  y para 
la  familia  en  general,  KLIM  es  un 
alimento  suave  pero  muy  vigori- 
zante para  los  ancianos  de  estóma- 
go delicado.  Esta  leche  tan  saluda- 
ble también  se  recomienda  en  las 
dietas  de  convalecientes  y frecuen- 
temente en  las  de  aquellos  que  pa- 
decen de  úlceras  pépticas. 

No  hay  mejor  leche  que  KLIM. 

KLIM 


LA  PREFERIDA  EN  TODO  EL  MUNDO 

¡Sos  compiareremos  rn  suministrarle  informes  profesionales 
completos  sobre  la  Leche  KLIM.  Solo  tiene  que  escribir  a: 

THE  BORDEN  COMPANY,  División  de  Exportación 
350  Madison  Avenue,  Nueva  York  17,  N.  Y.,  E.  U.  A. 


Dislrihuidures  para  I’uerto  Rico: 

I’LAZA  PROVISION  COMI’ANY,  Fortaleza  101,  San  .Juan,  P.  R. 


Latest  in  a Long  Line  of 


This  completely  new  line  of  microscopes 
continues  the  tradition  of  quality  established 
in  1 847  by  Charles  A.  Spencer,  the  first 
American  microscope  maker.  You  are 
cordially  invited  to  see  and  try  them. 

Ask  your  distributor  or 
write  Dept.  Y3. 


LABORATORY 
MICROSCOPES 
loi  school  and 
collagt  use. 


MONOCULAR 
MICROSCOPES 
for  medical, 
industrial,  educational 
laboratories. 


INCLINED 
BINOCULAR 
MICROSCOPES 
for  biological  and 
bacteriological 
laboratories. 


CONVERTIBLE 
MICROSCOPES, 
binocular-monocular 
for  advanced  work. 


MOLD  COUNT 
MICROSCOPES 
for  food  processing. 


PATHOLOGIST'S 

MICROSCOPES 


BACTERIA  COUNT 
MICROSCOPES 
for  dairy  Industries. 


BREWMASTER'S 

MICROSCOPES 


TEXTILE 

MICROSCOPES 


WATER  AND 
SEWAGE  - 
MICROSCOPES 


PUERTO  RICO  OPTICAL  COMPANY 

SAX  JUAN.  PUERTO  RICO 


Agentes  Exclusivos  de 
AMERICAN  OPTICAL  COMPANY 


SPENCER 


FOR  AN  INDIVIDUALIST 


T)HYSICIANS  concerned  with  infant  feeding 
have  found  that  the  exceptional  flexibil- 
ity-of-use  offered  by  Dextri-Maltose*  is  an 
important  advantage  in  adapting  formulas 
to  the  individual  requirements  of  the  baby. 

By  the  inclusion  of  Dextri-Maltose  in  ap- 
propriate amount,  the  caloric  value  and  car- 
bohydrate content  of  a formula  can  easily  be 
adjusted  to  the  infant’s  special  needs. 

Since  the  physician  has  forms  of  Dextri- 
Maltose  available,  an  individual  infant’s  for- 
mula may  be  changed  according  to  various 
clinical  or  physiologic  indications  without 
disturbance  of  his  routine. 

Being  a mixture  of  carbohydrates,  Dextri- 
Maltose  offers  special  qualities  of  digestibil- 
ity and  slowness  of  absorption.  Hence  it  is 
an  ideal  carbohydrate  for  use  in  diarrhea  and 
other  gastrointestinal  disturbances. 

I*.  O.  Hox  ;U)H1  ■ 


Dextri-Maltose  dissolves  rapidly  in  water  or 
milk.  It  can  be  used  in  your  preferred  method 
of  formula  preparation.  *T.M.Reg.U.S.Pat.Off. 


San  .luan,  I*.  K. 


Now  fortified  with 
Folic  Acid  and 
B vitamins- 


Patients  with  chronic  or  nutritional  anemias  may  be  deficient 
in  several  factors  essential  for  blood  regeneration — iron,  liver 
factors  and  B vitamins,  including  folic  acid. 


Each  daily  dose  of  Bepron  Fortified  (1  fluidounce)  supplies— 

Total  soluble  constituents  of  2 ounces 
of  whole  beef  liver 
3 grains  of  iron  (Fe)  as  saccharated 
ferrous  iron,  equivalent  to  9.6  grains 
of  dried  ferrous  sulfate 
5 mg.  of  folic  acid 
2 mg.  of  thiamine  hydrochloride 
2 mg.  of  riboflavin 
15  mg.  of  niacinamide. 

Bepron  Fortified  is  recommended  for  the  treatment 
of  chronic  or  nutritional  hypochromic  microcytic 
anemias,  and  for  maintenance  therapy  of  certain 
macrocytic  or  normocytic  anemias. 


Supplied  in  bottles  of 
16  fluidounces. 


BiPRON*  FORTIFIED 


WYETH  INCORPORATED  • PHILADELPHIA  3, 

Distribuidores:  FRANCISCO  N.  CASTAGNET 
San  Juan,  Puerto  Rico 


BIOLAC  ES  UN  ALIMENTO  COMPLETO 

Ofrece  las  Ventajas  de  la  Leche  Materna  " 


Los  Niños  alimentados  con 
Bíolac  obtienen  todos  los  compo- 
nentes alimenticios  esenciales. 

Porque  Bíolac  es  excelente 
leche  de  vaca,  modificada  en  tal 
forma  que  proporciona  todos  los 
componentes  alimenticios  esen- 
ciales de  la  leche  materna.  Con- 
venientemente envasado  al  vacío 
en  forma  de  polvo,  sólo  hay  que 
mezclarlo  con  agua  para  preparar 
la  fórmula. 

He  aquí  razones  por  qué  los 
niños  reciben  toda  la  nutrición 
que  necesitan,  de  este  alimento 
(con  excepción  de  la  vitamina 
Z.)  . . . por  qué  tantos  médicos 
recetan  Bíolac: 

1 • Bíolac  es  hecho  de  leche  de 
la  más  alta  calidad.  Vacas  salu- 
dables sometidas  a la  prueba  tu- 
berculina,  suplen  la  leche  que  se 
convierte  en  Bíolac.  Este  polvo 
se  conserva  sin  refrigeración. 


2.  Bíolac  es  enriquecido  y mo- 
dificado para  que  actúe  como 
la  leche  materna.  Se  le  agrega 
lactosa,  el  azúcar  natural  de  la 
leche  materna.  El  contenido  de 
grasa  se  reduce;  los  glóbulos  se 
dividen  en  partículas  de  tamaño 
similar  a los  de  la  leche  materna. 
La  proteína  es  provista  en  canti- 
dades que  compensan  las  diferen- 
cias biológicas  que  existen  entre 
la  proteína  de  la  leche  de  vaca  y 
la  de  la  leche  materna.  Se  le  agre- 
gan vitaminas  y hierro. 

3«  Bíolac  es  un  alimento  com- 
pleto. Bíolac  iguala  o supera  los 
requisitos  reconocidos  de  vitami- 
nas A,  Bi,  B-  y D,  calcio,  fósforo, 
hierro,  proteína,  azúcar  y grasa. 
(Nótese  que  ni  la  leche  materna 
ni  la  de  vaca  suplen  cantidades 
suficientes  de  la  vitamina  C,  la 
cual  debe  agregarse  al  régimen 
por  medio  de  jugo  de  naranja  o 
de  tomate.) 


4.  Bíolac  es  tan  sano.  Como 

sólo  se  usa  un  ingrediente  para 
preparar  la  fórmula  de  Bíolac, 
casi  se  eliminan  las  posibilidades 
de  errores  al  medirlo  y mezclarlo. 
Preparada  cuidadosamente  la  fór- 
mula Bíolac  será  uniforme  día 
tras  día. 

5.  Bíolac  es  fácil  de  preparar. 

Sencillamente  mezcle  el  Bíolac 
con  agua  fría  previamente  her- 
vida, y la  fórmula  estará  lista. 
Cada  lata  trae  una  cuchara  de 
medir. 

6»  Bíolac  es  fácil  de  recetar. 

Recuerde  que  Bíolac  es  un  ali- 
mento infantil  completo.  Los  ni- 
ños lo  toman  con  mucho  agrado 
y sólo  la  adición  de  la  vitamina 
C es  necesaria,  a su  debido  tiem- 
po, para  asegurar  el  crecimiento 
normal  y la  buena  salud  de  las 
criaturas. 


Bíolac 


THE  BORDEN  COMPANY 

3S0  Moditon  Avanuc,  N«w  York,  N.Y. 

Bíoloc  es  leche  pura  de  vaca, 
modificada.  Sencillamente  se 
mezcla  con  a/tua  pura  para 
obtener  una  férmula  infantil 
equilibrada. 


Distribuidores  para  Puerto  Rico: 

PLAZA  PROVISION  CO.MPANY,  Fortaleza  101,  San  Juan,  P.  R. 


Libby’s  exclusive  process  of  homo- 
genization provides  these  advanta- 
geous features  in  Libby’s  BabyFoods: 
Rupture  of  cellulose  capsules;  uni- 
form dispersion  of  food  solids  through- 
out the  food  mass;  absence  of  liquid 
separation;  easier  availability  of  nutri- 
ents. Mothers  will  tell  you  their  chil- 
dren like  Lihhy’s,  that  the  satin-smooth 
texture  of  Lihhy’s  makes  for  ready 
acceptance  by  the  infant.  And  mothers 
appreciate  the  fact  that  Libhy’s  Baby  Foods 
flow  freely  through  regular  size  nipple  open- 
ings when  mixed  with  the  milk  formula. 


What  their 
mothers  will 
tell  you . . . 


Beets  • Carrots  • Green  Beans  • Peas  • Spinach  • Squash  • Vegetable  Soup  • Mixed 
Vegetables  • Garden  Vegetables  • Liver  Soup  • Vegetables  with  Bacon  • Vegetables 
with  Beef  and  Barley  • Vegetables  with  Lamb  • Apples  and  Apricots  • Apples  and 
Prunes  • Apple  Sauce  • Apricot-Fariua  • Peaches  • Peaches-Pears-Apricots  • Pears 
and  Pineapple  • Prunes  (with  Pineapple  Juice  and  Lemon  Juice)  • Custard  Pudding 


NEW  EFFECTIVE 

HEMATINIC 


provides  readily  available  iron  for  the  anemia 
patient.  Gastrointestinal  symptoms  are  notably  absent,  since 
the  source  of  iron  in  Laurium  is  ferrous  gluconate — readily 
absorbed,  well  utilized,  better  tolerated. 

In  treatment  of  iron  deficiency  and  nutritional  anemias — 
despite  the  qualitative  and  quantitative  adequacy  of  the 
iron  prescribed — the  conversion  of  iron  salts  to  hemoglobin 
may  be  balked  by  absence  of  necessary  hemopoietic  ad- 
juncts. Laurium  is  fortified  with  adjunctive  hematinic  principles 
that 

promote  utilization  of  iron 

stimulate  erythropoiesis 

correct  concomitant  vitamin  deficiencies 


Administration — As  a dietary  supplement,  one  or  two  capsules  daily.  In  the  treatment 
of  hypochromic  o'-  nutritional  anemia,  one  or  two  capsules  three  times  daily  as  re- 
quired by  the  severity  of  the  anemia  and  the  response  to  therapy. 


Each  capsule  contains: 

Ferrous  Gluconofe 300  mg. 

Liver  Concentrate  (1:20) 200  mg. 

(Equivalent — 4 Gm.  Fresh  Liver) 

Folic  Acid 1 mg. 

Thiamine  Hydrochloride 2 mg. 

Riboflavin 1 mg. 

Niacinamide 1 0 mg. 

Ascorbic  Acid 15  mg. 

Each  capsule  contains  approximately  33  mg.  of 
elemental  iron — three  times  the  Minimum  Daily 
Adult  Requirement — two  times  the  M.D.R.  for 
thiamine,  one-half  the  M.D.R.  for  riboflavin  and 
ascorbic  acid,  with  10  mg.  of  niacinamide.  The 
need  for  folic  acid  in  human  nutrition  has  not 
been  established. 


Division  Nutrition  Research 
Laboratories,  Inc. 
Chicago  1 1 , Illinois 


Laurium:  supplied  in  bottles  of  30  and  100  capsules 


Distributors;  Drug  Center,  Inc.,  Apartado  8037,  Santurce 


Cristalización 
significa 

dureza 

Sulfato  de  Dihidroestreptomicina  Cristalino 

elaborado  por  Mcrck  & Co.,  IllC. 


Merck  & co.,  Inc,  que  fué  la  primera  en  fabricar  Sulfato  de 
Dihidroestreptomicina,  ofrece  nuevamente  un  adelanto  de  gran 
importancia  en  la  quimioterapia  de  la  tuberculosis  y de  ciertas 
infecciones  no  tuberculosas— el  Sulfato  de  Dihidroestreptomicina 
^Cristalino  — la  forma  más  pura  actualmente  disponible  de  este 
antibiótico. 

Además  de  la  alta  actividad  antibacteriana  y la  baja  neuro- 
toxicidad  características  del  Sulfato  de  Dihidroestreptomicina, 
la  forma  cristalina  ofrece  las  siguientes  ventajas  apreciables: 

• la  más  alta  potencia 

• Uniformidad  insuperable 

• Máxima  ausencia  de  impurezas 


M 

S*  «uminiitro  «n  1 

Iroiquitot  cómodos  I 

do  uno  y cinco  gromos.  | 

MERCK  (NORTH  AMERICA)  INC. 

SUBSIDIARIA  DE 
EXPORTACION  DE 
MERCK  h CO..  Inc. 

Fabrieante$  de 

• 

161  Avcnne  of  the  Americas,  New  York  13,  N.  Y.,  U.  S.  A. 

iKrfbonos  pidíondo  folUto 
dtKripfivo  gratis. 

SLCESORES  DE  P.  W.  R.  EXPORT  rOKPOR,\TION 

Producto»  Quimico». 
Rtbway,  N.  J.,  U.  S.  A. 

Distribuidores— CESAR  CASTILLO;  INC.,  Calle  Tetuan  155,  San  Juan 


For  high  initial 

and  sustained  blood  levels  , . . 


Cryslicillin  Fortified 

Squibb  Procaine  Penicillin  G for  Aqueous  Injection,  300,000 
units,  with  Buffered  Penicillin  G Potassium,  100,000  units 

• Easy  to  prepare  and  inject 

• Safe  and  painless 

• Very  high  initial  blood  level 

• Sustained  action  — effective  level  maintained 
around  the  clock  with  one  injection  per  day 


Viils  of  400,000  units  (1  dose) 

2.000. 000  units  Ci  doses)  ind 

4.000. 000  units  (10  doses). 


*«irp»TieiUtN*  ti  A ACOlSTtACO  TAAOCMAAK 
Of  C.  «.  fOOiti  4 tOM»  tOU  A 


Squib»  A LEADER  IN  PENICILLIN  RESEARCH  AND  MANUFACTURE 


en  lo  boco  y la  garganta 

En  las  pastillas  TyrOZETS  se  han  combinado  las  notables 

propiedades  anfibióficas  y m'icrobicidas  de  la  tirotric 
con  la  conocida  acción  analgésica  de  la  benzocaína. 

Resultado:  una  fórmula  terapéutica  ideal  en  forma  de  pastillas 
de  sabor  muy  agradable  y de  gran  eficacia  medicamentosa. 

TyroZETS  ataca  los  gérmenes  patógenos  en  la  cavidad  bucal 
y combate  la  formación  de  focos  infecciosos. 

TyrOZETS  calma  rápidamente  la  irritación  y el  dolor  de  garganta. 
Rp.  TyroZETS  para  la  asepsia  bucal  y faríngea,  procesos 
anginosos,  en  las  post-tonsilectomias,  etc. 


TYROZETS 


Philadelphia  1,Pa.,  E.U.A. 


} 


LAS 


«^AUREOMICINA 


EL  ANTIBIOTICO  VERSATIL- 
PRODUCTO  DE  LA  INVESTIGACION  LEDERLE 


Nunca,  en  la  historia  de  la  medicina,  ha  existido  un 
producto  que  tan  súbitamente  deje  a un  lado  todo 
producto  rival,  y se  imponga  en  el  corto  espacio  de 
un  año,  como  lo  ha  hecho  la  aureomicina.  Todos  los 
médicos  la  aclaman  como  un  antibiótico  de  valor  com- 
I probado,  esencial  en  el  tratamiento  de  las  infeccionés 

siguientes: 

Amibíasis  "k  Brucelosis 

k Endocarditis  bacteriana  subaguda  resistente  a la  penicilina 
k Fiebre  botonosa  k Fiebre  de  la  garrapata  africano 

k Fiebre  punteada  de  las  Montañas  Rocosas 
'A^Fiebre  Q k Granuloma  inguinal 
k Infecciones  debidas  a H.  Influenzae 
k Infecciones  Gram-negativas 
(Incluyendo  las  causadas  por  el  grupo  coli-aerógenes) 
k Infecciones  Gram-positivas 
(incluyendo  los  estreptocócicos,  estafilocócicos  y neumocócicas) 
k Infecciones  oftálmicas  debidas  a bacterias  o a organismos 
parecidos  a los  virus 

k linfogranuloma  venéreo  k Neumonía  primaria  atípica 
k Peritonitis  k Psitacosis  (enfermedad  de  los  loros) 

k Pústula  Rickettsiósica  k Septicemia  bacteroide 

★ Sinusitis  ★ Tifus  k Tularemia 


LA  AUREOMICINA  SE  VENDE 
EN  LAS  FORMAS  SIGUIENTES  — 
AUREOMICINA  S.  CH.  (Polvo  dispersible  de  sabor  o chocolate); 
Frascos  de  25  dosis 

CAPSULAS:  Frascos  de  25,  50  mg.  coda  una;  hoscos  de  8 y 16,  250 
mg.  codo  una 

OFTALMICO:  Frascos  de  25  mg.  con  gotero 
TROCISCOS:  Frascos  de  25,  15  mg.  codo  uno 
UNGÜENTO:  Tubos  de  28,4  gm.  (30  mg.  de  aureomicina) 
INTRAVENOSO:  Frascos  con  100  mg.  de  aureomicina 
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Respite  for  the  respiratory  tract  derr  ands  a therapeutically 
sound  combination  of  effective  ingredients  which  will  be  SOOTHING 
to  mucous  membranes,  DEPRESSANT  to  the  cough  reflex, 
DECONGESTANT,  and  EXPECTORANT  in  action. 

DEKA®  and  SYNEPHRICOL®  will  build  prescription  practice  and 
profits  for  you  during  the  coming  fall  and  winter.  Stock  them  in 
gallons... both  are  exempt  narcotics,  pleasant  tasting,  and  are 
being  extensively  detailed  and  nationally  advertised  to  physicians. 
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LA  CLASIFICACION  DE  LA  TUBERCULOSIS  PULMONAR 

DISCUSION  DE  LAS  NORMAS  DE  LA  AMERICAN  TRUDEAU  SOCIETY* 
J.  RODRIGUEZ  PASTOR,  M.D.** 

Todos  los  médicos  que  dedican  atención  especial  a la  tubercu- 
losis conocen  esa  publicación  de  la  Asociación  Nacional  de  Tuber- 
culosis que  se  llama  “Diagnostic  Standards”.  Las  normas  de  diag- 
nóstico propuestas  en  esta  publicación  han  sido  aceptadas  en  Es- 
tados Unidos,  no  sólo  por  los  médicos  que  hacen  práctica  privada, 
sino  también  por  los  organismos  del  gobierno,  y han  servido  para 
unificar  y hacer  comparables  las  clasificaciones  de  la  tuberculo- 
sis usadas  en  distintas  clínicas  y hospitales  y en  distintas  partes 
del  país.  Aquí  en  Puerto  Rico  hemos  venido  usando  constantemen- 
te los  términos  propuestos  en  Diagnostic  Standards,  tales  como 
los  que  clasifican  la  tuberculosis  en  mínima,  moderadamente  avan- 
zada y muy  avanzada,  y otros  como  detenido,  aparentemente  dete- 
nido, inactivo,  aparentemente  curado,  etc.,  etc.  Sin  embargo,  no 
siempre  damos  a estos  términos  la  significación  exacta  que  tienen, 
y esto  ha  sido  causa  de  confusión  en  el  pasado. 

Con  motivo  de  haberse  aprobado  recientemente  por  el  Sub 
Comité  de  Clasificación  Clínica  de  la  American  Trudeau  Society 
una  revisión  completa  de  las  normas  de  diagnóstico  contenidas 
en  “Diagnosis  Standards”,  he  creído  conveniente  hacer  un  ligero 
repaso  de  las  normas  de  diagnóstico  últimamente  aprobadas,  com- 
parándolas con  las  que  se  han  venido  usando  hasta  ahora,  y ha- 
cer a la  vez  algunas  consideraciones  sobre  la  importancia  de  esta- 
blecer una  mayor  uniformidad  en  la  lectura  de  las  placas  de  Ra- 
yos-X  del  tórax. 

Las  nuevas  normas  de  diagnóstico  incluyen  varias  clasifica- 
ciones. Una  de  éstas  es  la  antigua  clasificación  referente  a la  ex- 

* Leído  en  la  reunión  del  American  College  of  Chest  Physicians,  Capítulo 
de  Puerto  Rico. 

**  De  la  Clínica  Antillas,  Río  Piedras,  P.  R. 
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tensión  de  las  lesiones.  Otra  se  refiere  al  grado  de  actividad  de 
las  lesiones,  y las  divide  en  activas,  inactivas,  y detenidas.  Otra 
aún  se  refiere  a la  condición  del  paciente,  expresada  en  términos 
del  ejercicio  que  hace. 

Lo  que  debemos  recordar  es  que  cada  una  de  estas  clasifica- 
ciones tiene  una  significación  precisa,  y cuando  usamos  términos 
como  “activo”,  “inactivo”,  “detenido”,  o “apai’entemente  detenido”, 
debemos  saber  exactamente  qué  es  lo  que  queremos  decir. 

En  primer  lugar,  todo  caso  de  tuberculosis  debe  ser  clasifica- 
do de  la  manera  más  completa  posible,  y la  clasificación  que  se 
use  debe  ser  uniforme,  de  modo  que  cuando  un  enfermo  pasa  de  un 
médico  a otro,  o de  un  hospital  a otro,  se  sepa  exactamente  cuál 
es  su  condición  clínica.  Esto  nos  ayuda  a todos  y ayuda  también  al 
paciente. 

Empecemos  por  la  clasificación  en  cuanto  a extensión  de  las 
lesiones.  Las  normas  de  diagnóstico  adoptadas  por  la  American 
Trudeau  Society  nos  dicen  que  todo  caso  de  tuberculosis  pulmonar 
cae  en  una  de  tres  categorías:  Mínimo,  moderadamente  avanzado 
y muy  avanzado. 

Las  lesiones  mínimas  son  lesiones  pequeñas,  unilaterales  o bi- 
laterales, sin  cavernas.  La  extensión  total  de  estas  lesiones  no  de- 
be abarcar  más  tejido  pulmonar  del  equivalente  a la  parte  de  pul- 
món que  queda  por  encima  de  la  articulación  del  cartílago  de  la 
segunda  costilla  con  el  esternón,  (o  por  encima  de  la  espina  de  la 
cuarta  o del  cuerpo  de  la  quinta  vértebra  dorsal,  en  uno  de  los 
lados). 

Las  lesiones  moderadas  avanzadas  pueden  afectar  ambos  pul- 
mones, o uno  solo,  pero  su  extensión  total  no  debe  exceder  los  si- 
guientes límites:  Si  se  trata  de  lesiones  discretas,  éstas  deben  cu- 
brir no  más  del  volumen  de  un  pulmón,  o su  equivalente,  en  caso 
de  ser  bilaterales.  Si  las  lesiones  son  densas  no  deben  cubrir  más 
del  equivalente  de  la  tercera  parte  de  un  pulmón.  Si  hay  cavernas, 
el  diámetro  total  de  éstas  no  deberá  pasar  de  4 centímetros.  Le- 
siones más  extensas  que  las  anteriores,  se  denominan  “muy  avan- 
zadas”. 

En  la  última  revisión  de  normas  de  diagnóstico  de  la  “Ameri- 
can Trudeau  Society”  se  especifica  que  la  extensión  de  las  lesio- 
nes puede  clasificarse  separadamente  para  cada  pulmón,  si  así  se 
desea  hacerlo.  En  tales  casos,  sin  embargo,  debe  especificarse  ade- 
más la  extensión  total  de  todas  las  lesiones  existentes  en  ambos 
pulmones.  De  acuerdo  con  lo  anterior,  estaría  bien  decir,  por  ejem- 
plo, lesión  mínima  en  el  pulmón  derecho  y moderadamente  avan- 
zada en  el  izquierdo;  pero  después  de  esto  deberá  añadirse:  Exten- 
sión total,  moderadamente  avanzada,  o muy  avanzada,  según  sea 
el  caso. 
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Las  lesiones  pueden  localizarse  en  relación  con  los  segmentos 
broncovasculares.  Con  respecto  a este  particular,  la  Asociación  Na- 
cional de  Tuberculosis  ha  aceptado  oficialmente  la  terminología  y 
clasificación  de  los  segmentos  broncopulmonares  que  exponen  Jack- 
son  y Huber,  en  la  vigésimo-quinta  edición  de  Gray’s  Anatomy, 
páginas  1134  y 1135.  De  acuerdo  con  esta  terminología,  un  seg- 
mento broncovascular  es  la  parte  de  pulmón  que  corresponde  a un 
bronquio  determinado.  Los  segmentos,  como  es  natural,  varían  en 
cada  pulmón  y en  cada  lóbulo,  de  acuerdo  con  los  ramales  en  que 
se  dividen  los  bronquios.  En  el  pulmón  derecho,  el  lóbulo  superior 
consta  de  tres  segmentos,  apical,  anterior  y posterior.  El  lóbulo 
medio  se  divide  en  dos  segmentos  y el  inferior  en  cinco.  En  el  pul- 
món izquierdo,  donde  el  bronquio  del  lóbulo  superior  se  divide  en 
dos  ramales,  cada  división  forma  dos  segmentos.  El  lóbulo  inferior 
del  pulmón  izquierdo,  tiene,  a su  vez,  cuatro  segmentos.  En  total, 
el  pulmón  derecho  consta  de  diez  segmentos  broncovasculares,  y el 
izquierdo  de  ocho.  Como  los  segmentos  son  de  diferente  tamaño 
y su  distribución  es  distinta  en  cada  uno  de  los  dos  pulmones,  una  le- 
sión moderadamente  avanzada  que  en  la  base  del  pulmón  derecho 
abarca  tres  segmentos  broncovasculares,  podría  abarcar  solamen- 
te uno  o dos  en  la  parte  superior  del  mismo  pulmón,  o del  pulmón 
contrario. 

La  clasificación  de  las  lesiones  en  cuanto  a su  extensión  se 
ajusta  a reglas  específicas  en  casos  que  han  sido  sometidos  a diver- 
sos procedimientos  terapéuticos.  Cuando  se  trata,  por  ejemplo,  de 
una  lesión  tratada  con  neumotórax  o con  neumoperitoneo,  la  cla- 
sificación debe  ser  la  que  tenía  la  lesión  antes  de  colapsarse  el  pul- 
món. De  acuerdo  con  esto,  una  lesión  muy  avanzada  que  ha  sido 
colapsada  con  neumotórax,  seguirá  llamándose  muy  avanzada  mien- 
tras se  mantenga  el  neumotórax,  aún  cuando  las  cavernas  estén  ce- 
rradas y no  haya  infiltración  alguna  en  la  parte  visible  del  pulmón 
colapsado.  Igual  regla  seguiremos  en  casos  de  neumoperitoneo. 

Al  expandirse  el  pulmón,  la  lesión  se  reclasificará  de  acuerdo 
con  las  sombras  que  aparezcan  en  el  parénquima  del  pulmón  ex- 
pandido. 

En  casos  de  colapso  permanente  o resección  pulmonar,  se  se- 
guirá usando,  durante  toda  la  vida  del  i)aciente,  la  clasificación 
que  existía  antes  de  la  intervención,  a menos  que  aparezcan  nue- 
vas lesiones.  En  tales  casos  se  añadirán  las  nuevas  lesiones  a las 
anteriores,  al  hacerse  la  reclasificación.  Ejemplo:  un  caso  de  tu- 
berculosis pulmonar  muy  avanzado  a quien  .se  le  hicieron  dos  tiem- 
l)os  de  toracoplastia  en  el  lado  izquierdo  hace  5 años,  habrá  de  se- 
guir con  la  clasificación  de  muy  avanzado  ahora  y durante  el  re.s- 
tü  de  su  vida,  aún  cuando  se  encuentre  en  pertectas  condiciones  físi- 
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cas  y aún  cuando  la  parte  no  colapsada  del  pulmón  izquierdo,  y el 
l)ulnión  derecho  se  hallen  completamente  sanos. 

En  casos  que  han  sido  tratados  con  aire  o con  cirugía,  la 
forma,  sitio  y duración  del  procedimiento  terapéutico  usado  se 
añadirá  en  paréntesis  a la  clasificación  de  la  extensión  de  la 
enfermedad.  Ejemplo:  Muy  avanzado,  (toracoplastia  del  lado  iz- 
quierdo, dos  tiempos,  hace  5 años). 

p]n  casos  que  no  han  recibido  colapsoterapia  ni  han  sufrido 
resecciones,  la  lesión  después  del  tratamiento  se  reclasificará  se- 
gún los  cambios  que  se  noten  en  la  placa  radiográfica.  En  un  caso 
sin  colapso  y con  pulmones  enteros,  una  lesión  que  antes  fué  muy 
avanzada  podría  reclasífícarse  como  mínima,  pero  una  vez  que 
un  caso  ha  sido  clasificado  como  de  tuberculosis  pulmonar,  no  po- 
drá llamarse  negativo  aún  cuando  las  placas  radiográficas  aparez- 
can enteramente  claras.  En  tales  casos  la  clasificación  apropiada 
será  tuberculosis  pulmonar  mínima.  En  otras  palabras,  una  vez 
comprobado  el  diagnóstico  de  tuberculosis,  el  caso  no  volverá  a 
llamarse  negativo. 
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Además  de  la  clasificación  de  la  lesión  de  acuerdo  con  su  ex- 
tensión en  la  placa  radiográfica,  hay  una  clasificación  clínica,  que 
toma  en  cuenta  el  grado  de  actividad  de  la  lesión,  de  acuerdo  con 
los  Rayos-X,  los  síntomas  y el  laboratorio,  y trata  de  evaluar  ade- 
más la  condición  física  del  paciente,  en  términos  del  ejercicio  que 
hace. 

En  primer  lugar,  está  la  clasificación  de  “acvivo”.  El  caso  ac- 
tivo se  describe  del  siguiente  modo:  Las  lesiones  en  un  caso  activo 
pueden  ser  estables,  regresivas  o progresivas.  El  paciente  debe  te- 
ner, o haber  tenido  recientemente,  síntomas  de  origen  tuberculo- 
so. El  esputo  y el  contenido  gástrico  casi  siempre  son  positivos 
para  bacilos  de  tuberculosis,  aunque  en  ciertos  casos  no  es  posible 
hallar  los  bacilos,  aún  después  de  repetidos  cultivos  e inoculaciones 
en  animales. 

En  la  anterior  definición  es  importante  notar  dos  cosas:  pri- 
mero, que  las  lesiones  regresivas,  es  decir,  las  que  están  mejoran- 
do, pueden  clasificarse,  y se  clasifican  ordinariamente,  como  acti- 
vas. En  efecto,  el  solo  hecho  de  que  una  lesión  esté  mejorando  visi- 
blemente, indica  que  está  activa.  Si  en  una  serie  de  placas  se  no- 
ta que  la  lesión  cambia  notablemente  de  una  placa  a otra, 
aunque  el  cambio  sea  en  sentido  favorable,  debemos  concluir  que 
la  lesión  está  activa.  Queremos  poner  énfasis  en  este  punto,  por- 
que son  muchos  los  casos  en  que  una  lesión  tuberculosa  ha  sido 
clasificada  como  inactiva  prematuramente,  con  perjuicio  para  el 
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enfermo.  La  única  lesión  inactiva  es  la  lesión  estable,  que  a través 
de  una  serie  larga  de  placas  no  revela  cambios  de  significación. 

Otro  punto  importante  es,  que  una  lesión  puede  estar  activa, 
aun  cuando  los  análisis  del  esputo,  y hasta  los  cultivos  e inocula- 
ciones en  cobayos,  resulten  negativos  para  bacilos  de  tuberculosis. 
En  tales  casos  los  síntomas  del  paciente  resultan  una  guía  más 
segura  que  los  análisis  de  laboratorio. 

Cuando  se  clasifica  un  caso  como  activo,  debe  especificarse  el 
período  de  actividad,  siempre  que  sea  posible. 

Ejemplo: 

Activo  (17  meses). 

Activo  (3  años). 

Las  designaciones  activo  mejorado,  o activo  sin  mejoría,  pue- 
den usarse,  después  de  un  período  adecuado  de  observación  o tra- 
tamiento. 

Inactivo. 

Un  caso  inactivo  debe  llenar  los  siguientes  requisitos: 

(1)  Las  placas  en  serie  deben  demostrar  que  las  lesiones  son 
estables  (o  que  tienden  a una  muy  lenta  regresión),  y que  no  hay 
cavernas. 

(2)  No  debe  haber  síntomas  de  origen  tuberculoso. 

(3)  Si  hay  expectoración,  ésta  debe  ser  negativa  para  bacilos 
de  tuberculosis,  no  sólo  al  examen  microscópico  por  concentración, 
sino  también  al  cultivo  o a la  inoculación  en  animales  (deben  ha- 
cerse 3 cultivos  o inoculaciones,  uno  semanal  durante  3 semanas 
consecutivas).  Si  no  hay  expectoración,  pueden  hacerse  cultivos  o 
inoculaciones  del  contenido  gástrico,  o de  las  .secreciones  pulmo- 
nares obtenidas  por  aspiración  directa  del  árbol  tráqueobronquial. 

Las  condiciones  anteriores  deben  haber  existido  por  6 meses 
cuando  menos.  Se  indicará  el  período  de  inactividad,  por  ejemplo: 

Inactivo  (1  año). 

Inactivo  (2  años). 

Los  tres  requisitos  del  caso  inactivo,  pues,  son  los  siguientes: 

(1)  Lesión  estable  en  las  placas  de  Rayos-X  durante  G meses. 

(2)  Ausencia  de  síntomas  por  G meses. 

(3)  Ausencia  de  bacilos  en  el  esputo,  comprobada  medianu* 
tres  cultivos  o inoculaciones  en  animales. 
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Detenido. 

p]l  término  detenido  significa  menos  que  inactivo.  Un  caso 
puede  estar  detenido  y sin  embargo  no  estar  inactivo.  lOn  el  caso 
inactivo,  todos  los  análisis  del  esi)uto,  los  cultivos  y las  inoculacio- 
nes deben  ser  negativos ; pero  en  el  caso  detenido  no  tiene  que  ser 
asi.  Un  caso  puede  llamarse  detenido  aún  cuando  el  cultivo  o la 
inoculación  en  animales  sea  positivo,  y aún  cuando  alguno  que  otro 
examen  concentrado  del  esputo  revele  bacilos,  siempre  que  las  pla- 
cas de  Rayos-X  en  serie  indiquen  que  la  lesión  está  estabilizada  y 
no  tiene  cavernas,  y siempre  que  el  paciente  no  manifieste  sínto- 
ma alguno  de  origen  tuberculoso.  Las  anteriores  condiciones  de 
estabilidad  de  la  lesión  y ausencia  de  síntomas,  deben  haber  exis- 
tido por  tres  meses  cuando  menos.  Se  indicará  el  período  de  tiempo 
(lue  lleva  detenida  la  lesión.  Por  e.jemplo: 

Detenido  (6  meses). 

Detenido  (1  año)  etc. 

Actividad  indeterminada. 

Cuando  no  se  ha  determinado  la  actividad  mediante  exáme- 
nes adecuados  de  Rayos-X  y laboratorio,  la  designación  será,  “acti- 
vidad indeterminada”.  Si  se  i'equiere  un  estimado  provisional  de  la 
condición  clínica,  para  fines  de  salud  pública,  pueden  usarse  los 
términos: 

(a)  probablemente  activo,  o (b)  probablemente  inactivo.  De- 
ben hacerse  esfuerzos  por  clasificar  los  casos  y evitar  estas  desig- 
naciones. 

Condición  en  cuanto  al  ejercicio: 

La  condición  física  del  enfermo  debe  expresarse  en  términos 
de  la  cantidad  de  ejercicio  que  viene  haciendo.  B^sto  se  especifica 
en  números  romanos,  después  de  la  clasificación. 

I.  — El  paciente  no  se  levanta. 

II.  — El  paciente  se  levanta  menos  de  una  hora  al  día. 

III.  — El  paciente  se  ha  levantado  una  hora  todos  los  días  du- 
rante dos  meses. 

IV.  — El  paciente  se  ha  levantado  por  lo  menos  dos  horas  dia- 
rias, durante  un  período  mínimo  de  dos  meses. 

V.  — El  paciente  hace  vida  ordinaria. 

I’ljemi)lo.s  de  clasificación  completa: 

Inactivo  (6  meses)  IV. 

Detenido  (3  meses)  III. 

Activo  mejorado  (8  meses)  11. 
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Clasificaciones  descartadas. 

Las  clasificaciones  de  quiescent,  aparentemente  detenido  y 
aparentemente  curado,  han  sido  descartadas. 

Aparentemente  curado  equivale  ahora  a 

Inactivo  (3  años),  V. 

La  antigua  clasificación  de  aparentemente  detenido,  equivale 

a Detenido  (3  meses)  III. 

La  clasificación  de  quiescent  equivale  a activo,  mejorado. 

^ ^ 

Es  importante  que  los  médicos  que  tratan  casos  de  tuberculo- 
sis y sobre  todos  los  que  leen  placas  de  Rayos-X  del  tórax,  se  fa- 
miliaricen con  los  anteriores  términos.  Es  de  gran  importancia 
que  haya  uniformidad  en  las  lecturas  de  placas  y en  los  informes 
que  salen  de  cada  clínica,  de  modo  que  los  términos  “detenido”, 
“inactivo”,  etc.,  tengan  la  misma  significación  en  cada  uno  de  los 
hospitales  y clínicas  de  la  isla.  Con  frecuencia  se  suscitan  grandes 
discusiones  sobre  si  un  caso  determinado  es  o no  es  inactivo.  Tales 
discusiones  no  debieran  surgir,  si  todos  tuviéramos  en  cuenta  que 
el  término  “inactivo”  tiene  una  significación  precisa.  Un  caso  de 
tuberculosis  no  puede  llamarse  inactivo  a menos  que  se  hayan  he- 
cho tres  cultivos  o inoculaciones  del  esputo  o el  residuo  gástrico 
en  cobayos,  a intervalos  de  una  semana,  con  resultados  negativos. 
Si  en  un  caso  determinado  falta  este  requisito,  no  hay  lugar  algu- 
no para  discusiones.  El  caso  no  puede  llamarse  inactivo,  por  la  sen- 
cilla razón  de  que  no  ha  sido  debidamente  estudiado. 

Esto  nos  lleva  a otra  consideración,  que  es  la  siguiente:  Un 
diagnóstico  de  “inactivo”  no  puede  hacerse  a base  de  una  o dos 
placas,  o a base  de  un  estudio  de  15  días.  Es  necesario  haber  es- 
tudiado el  enfermo  por  un  período  de  seis  meses,  cuando  menos,  o 
tener  a mano  los  records,  informes  de  laboratorio  y placas  de  Ra- 
yos-X de  los  seis  meses  anteriores. 

Lo  mismo  ocurre  cuando  tratamos  de  hacer  un  diagnóstico  de 
‘detenido”,  con  la  diferencia  de  que  en  este  caso  una  observación 
de  tres  meses  sería  suficiente. 

La  clasificación  de  la  cantidad  de  ejercicio  que  hace  el  enfermo 
es  muy  útil,  sobre  todo  en  los  hospitales,  donde  el  ejercicio  debe 
recetarse  como  si  fuera  una  medicina,  dándose  la  orden  correspon- 
diente por  escrito  para  cada  paciente. 

En  resumen,  la  clasificación  del  enfermo  tuberculoso  de  acuer- 
do con  las  normas  adoptadas  i)or  la  American  Trudeau  Society 
constituye  un  medio  de  conseguir  uniformidad  en  la  terminología 
que  usan  los  médicos  expecializados  en  tuberculosis,  y contribuye 
a facilitar  el  diagnóstico  y tratamiento  de  los  casos. 
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SOME  OBSERVATIONS  ON  RICKETS  IN  PUERTO  RICO 


EGIDIO  S.  COLON  RIVERA,  M.D.,  D.A.B.P* 

Rickets  is  a disease  which  consists  in  a disturbance  of  the 
calcium  and  phosphorus  metabolism  which  prevents  the  normal 
deposition  of  calcium  salts  in  the  growing  parts  of  the  skeleton. 
It  develops  when  two  factors  concur;  namely,  insufficient  exposure 
of  the  organism  to  ultraviolet  rays,  and  insufficient  intake  of  Vi- 
tamin D. 

Secretions  of  the  human  skin  contain  7 dihydrocholesterol, 
a provitamin  D.  This  provitamin  is  activated  by  the  ultraviolet 
rays  of  the  sunlight  in  the  range  of  296-310  my  and  converted  into 
vitamin  D,  which  is  then  utilized  by  the  body.  Most  foods  contain 
only  a negligible  amount  of  vitamin  D,  so  that  if  an  infant  is  not 
protected  from  rickets  by  sunlight,  he  should  have  his  diet  sup- 
plemented with  vitamin  D containing  fish  oils  or  their  substitutes. 

There  are  several  contributory  factors  which  influence  the 
development  of  rickets  in  a child  with  a vitamin  D deficiency.  Of 
these,  the  most  important  is  rapid  growth,  since  the  growing  parts 
of  the  bone  are  those  most  affected  by  the  rachitic  process.  Age 
also  influences  its  appearance,  but  only  as  an  expression  of  growth 
plus  the  time  that  it  takes  for  a rachitic  process  to  manifest  itself. 
Premature  children  are  in  a class  by  themselves  because  of  their 
predisposition  to  develop  rickets.  Race  and  genetic  factors  have 
also  been  said  to  be  important,  but  it  is  difficult  to  determine 
whether  or  not  it  is  actually  the  environment,  rather  than  race  or 
genetic  make-up  which  influences  it. 

Rickets  can  be  divided  into  two  groups  according  to  etiology: 
the  exogenous  and  the  endogenous.  The  exogenous  is  the  ordinary 
rickets;  the  endogenous  depends  on  defects  in  the  metabolic  pro- 
cesses in  the  body.  Renal  rickets  is  not  true  rickets,  but  rather  a 
renal  type  of  hyperparathyroidism  with  changes  in  the  skeleton 
as  in  Osteitis  Fibrosa. 

The  symptoms  of  rickets  are  just  an  expression  of  the  influen- 
ce of  weight  bearing  on  an  abnormally  soft  bone,  in  an  individual 
in  whom  the  ligaments  are  relaxed,  the  muscles  are  poorly  deve- 
loped and  of  poor  tone,  and  there  is  other  evidence  showing  that 
calcification  is  not  proceeding  normally.  Some  of  these  symptoms 
are:  craniotabes,  larger  than  usual  fontanelles  and  sutures,  bossing, 
delayed  dentition,  defects  in  tooth  enamel  with  tendency  to  caries, 
rachitic  rosary,  pigeon-breast  deformity,  Harri.son’s  groove,  scolio- 
sis, kyphosis,  lordosis,  rachitic  pelvis,  epiphyseal  enlargement  at 

* From  the  Dei)artment  of  Pediatrics,  of  the  San  .Juan  City  Hosi)ital.  Read  at 
the  monthly  Staff  Meeting  of  the  San  .luan  City  Hospital,  October  16,  1950, 
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wrists  and  ankles,  greenstick  fractures,  bow-legs,  knock-knees,  coxa 
vara,  rachitic  dwarfism,  relaxation  of  the  ligaments,  poor  muscular 
development  with  delayed  motor  development,  and  pot  belly. 

In  the  diagnosis  of  rickets,  the  laboratory  and  X-ray  studies 
are  of  great  help.  The  normal  values  of  phosphorus  in  infants  is 
from  4.5 — 5.5  mgm/100  cc.  In  the  rachitic  infants  it  is  usually 
1 educed  to  1.5 — 3.5  mgm/100  cc.  The  serum  calcium  is  usually 
normal,  from  10 — 12  mgm/100  cc,  or  slightly  reduced.  The  product 
of  the  Calcium  level  times  the  phosphorus  level  which  has  been 
used  as  an  index  of  the  presence  of  rickets  does  not  always  hold 
true  and  its  use  is  being  discouraged.  The  alkaline  phosphatase,  in 
children  normally  between  5 — 15  Bodansky  units,  is  elevated  in 
rickets.  In  mild  cases  it  is  from  20 — 30  units,  and  in  severe  cases  it 
may  go  up  to  60  units. 

In  the  X-ray,  the  following  changes  can  sometimes  be  observed: 
cupping,  spreading,  fraying,  increased  joint  space,  decreased  density 
of  the  shaft,  prominent  trabeculae,  and  double  contour  of  the  bone. 

Rickets  has  so  far  been  considered  practically  nonexistent  in 
Puerto  Rico.  There  are  several  factors  which  help  in  preventing 
its  occurrence. 

(1)  Sunlight  — This  is  present  uniformly  and  in  adequate  in- 
tensity throughout  the  entire  year. 

(2)  Sky  shine  — Even  if  there  is  not  direct  exposure  to  the 
sun,  there  is  sufficient  reflected  rays  to  activate  the  pro- 
vitamin in  the  skin. 

(3)  Climate  — The  uniformly  warm  climate,  plus  outdoor 
activities,  makes  the  sunlight  available. 

(4)  Buildings  — Tall  buildings  which  cut  down  the  available 
sunlight  and  sky  shine  are  not  numerous. 

(5)  Food  — Foods  containing  vitamin  D,  such  as  egg  yolk, 
milk,  butter  and  liver  have  a higher  natural  content  becau- 
se the  animals  from  which  they  are  derived  are  exposed 
to  the  action  of  much  sunlight. 

Though  the  totals  are  small,  there  is  a difference. 
Samples  of  February  eggs  were  reported  to  contain  140 
I.U./lOO  gms.  while  samples  of  June  eggs  were  reported 
to  contain  390  I.U./lOO  gms.  (100  gms.  equals  about  5 
yolks).  The  milk  of  cows  kept  indoors  contains  5 — 8 I.U. 
per  quart,  while  that  of  cows  outdoors  has  40  or  more  I.U. 
per  quart. 

The  availability  of  oranges  may  also  have  an  antira- 
chitic effect  in  Puerto  Rico.  Orange  juice  acts  by  virtue 
of  the  citrate  it  contains;  and  the  citrate  seems  to  make 
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available  for  absorption  certain  phosphorus  complexes  of 
low  biological  availability. 

(6)  Breast  Feeding  — This  practice,  which  is  more  prevalent 
here  than  in  the  United  States,  also  helps  in  cutting  down 
the  incidence  of  rickets.  The  antirachitic  effect  of  breast 
milk  as  compared  to  cow’s  milk  is  explained  on  the  grounds 
of  its  superior  adjustment  to  the  nutritional  needs.  Its 
content  of  vitamin  D however,  is  not  much  more  than 
that  of  cow’s  milk.  Breast  milk  contains  0.4 — 10.  I.U.  per 
100  cc.  while  cow’s  milk  contains  0.3 — 4.4  I.U.  per  100  cc. 
We  must  remember  too  that  it  is  being  produced  by 
someone  who  has  an  adequate  amount  of  vitamin  D. 

(7)  Mothers  — Babies  are  born  of  mothers  who  are  not  suf- 
fering from  Vitamin  D deficiency,  and  thus  they  are 
afforded  an  added  protection  from  rickets. 

As  far  as  I have  been  able  to  determine,  the  only  work  done 
in  Puerto  Rico  in  regard  to  rickets  was  done  in  1933  by  Martha 
Elliot  and  Edith  B.  Jackson.  They  studied  584  children,  of  which 
320  were  one  year  or  less ; and  244  between  13  and  34  months.  The 
age  in  20  children  was  not  known.  In  this  series  they  found  5 cases 
of  rickets,  proven  by  X-ray,  and  are  the  following: 

1.  A 7-month-old  infant  who  had  lived  all  of  his  life  in  a stone 
cellar  lighted  only  by  an  electric  light.  The  infant  showed 
severe  frank  rickets. 

2.  Three  infants,  all  less  than  6 months  of  age,  who  showed 
changes  in  their  bones  of  slight  or  very  slight  rickets. 

3.  One  child  had  evidence  of  an  old  rachitic  process  that  had 
occurred  when  living  in  New  York,  but  which  had  healed  several 
months  before  the  time  of  the  study. 

This  study  produced  an  incidence  of  less  than  U/i,  and  would 
have  been  even  lower  if  they  had  eliminated  case  1 and  3 from 
the  series ; from  this  they  concluded  that  rickets  was  a rare  disease 
in  Puerto  Rico. 

During  the  three-year  period  of  June  1946-June  1949  we  saw 
at  the  Pediatric  Department  of  the  San  Juan  City  Hospital  only 
one  case  which  was  diagnosed  as  probable  rickets.  However,  from 
June  1949  until  October  1950,  we  have  seen  seven  more  cases  in 
which  rickets  has  been  diagnosed.  In  five  of  these  cases,  severe 
bowlegs  was  the  presenting  complaint;  in  two  more,  multiple  signs 
of  rickets  were  present,  and  one  more  was  a case  of  florid  rickets 


1'  M 


E.  S.  COLON  lUVERA 


assogiatecl  with  cirrhosis  of  the  liver.  These  cases  were  studied 
with  X-Rays  and  determinations  of  calcium,  phosphorus,  and  alka- 
line phosphatase  levels  in  the  blood.*  In  the  first  five  cases  the 
blood  chemistry  values  were  within  normal  limits  and  the  X-rays 
showed  changes  corhpatible  with  the  diagnosis  of  “healed  rickets”. 
In  case  No.  6 the  blood  chemistry  values  were  normal  but  the  X-ray 
showed  definite  signs  of  active  rickets,  and  later,  signs  of  healing 
under  vitamin  D thei'apy.  In  case  No.  7,  both  the  blood  chemistry 
and  the  X-rays  were  indicative  of  active  rickets.  In  case  No.  8 the 
blood  chemistry  values  and  the  X-rays  showed  evidence  of  severe 
frank  rickets.  In  this  case  it  was  interesting  to  note  that  a sister 
had  died  previously  of  cirrhosis  of  the  liver,  and  the  patient  also 
showed  advanced  cirrhosis  of  the  liver.  He  has  shown  no  response 
to  vitamin  D therapy  in  the  form  of  concentrate  or  sun  baths,  and 
it  has  been  postulated  that  the  damage  to  the  liver  has  interfered 
with  the  utilization  of  the  vitamin  D,  resulting  in  the  production 
of  rickets. 

Below  are  listed  some  factors  which  might  have  affected  the 
increase  in  the  number  of  cases  of  rickets  seen  in  the  last  year: 

(A)  There  has  been  an  increased  awareness  that  rickets  can  and 
does  occur  in  Puerto  Rico,  and  this  possibly  has  led  to  a more 
thorough  search  for  it. 

(B)  There  has  been  a marked  increase  in  the  number  of  patients 
seen  in  our  Out-Patient  Dept.  The  number  of  patients  seen 
daily  in  1946  was  50-100,  and  this  number  has  risen  to  300-400 
in  1950. 

(C)  It  may  also  be  just  coincidental  that  these  cases  came  in  at 
this  time  and  we  may  not  see  another  case  for  some  years. 

These  factors  will  explain  why  we  have  been  seeing  more  cases 
of  rickets,  but  it  does  not  explain  why  we  have  rickets  in  Puerto  Ri- 
co if  the  conditions,  as  explained  above,  were  optimal  for  its  absence. 
And  so  We  must  eliminate  those  cases  due  to  endogenous  rickets. 
One  of  these,  case  No.  8,  definitely  belongs  in  this  classification. 
In  the  others,  the  possibility  of  endogenous  rickets  was  investigated, 
but  there  was  no  evidence  pointing  toward  the  Toni-Fanconi  syndro- 
me, disturbance  in  the  cystine  metabolism,  chronic  acidosis.  Vitamin 
D resistant  rickets,  celiac  disease,  or  renal  rickets.  This  leaves  us 
with  7 cases  of  exogenous  origin  in  which  we  have  not  been  able 
to  determine  which  set  of  circumstances  brought  about  their 
development,  but  in  which  the  probable  main  factors  were  insuffi- 

♦ See  table  of  cases. 
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cient  exposure  to  sunlight  of  children  who  were  not  receiving 
vitamin  D supplements.  We  have  not  been  able  to  find  out  exactly 
why  they  did  not  receive  sufficient  sunlight  in  a place  where  it  is 
so  universally  available,  but  it  does  point  to  the  fact  that  it  can 
happen. 

And  so,  in  conclusion,  it  may  be  said  that  rickets  is  not  so 
rare  in  Puerto  Rico  as  has  been  thought,  and  it  is  the  duty  of 
physicians  to  try  and  prevent  its  occurrence. 

* An  acknowledgment  is  made  to  Dr.  Antonio  Ortiz,  Chief  of  Service  of  the 
Pediatric  Department  of  the  San  .Tuan  City  Hospita-1,  under  whose  direction 
this  work  was  done. 


FIG.  1. — Shown  as  an  example  of  the  first  five  cases.  The  X-ray  shows  some 
widening  of  the  epiphysis;  l)owing,  specially  of  the  tihia;  and  thickrning  of 
the  cortex  in  the  medial  side  of  the  tihia. 
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FIG.  2. — Cupping,  fraying,  and  spreading  of  the  distal  ends  of  radius  and  ulna. 
Some  osteoporosis  with  prominent  trabeculao. 


FIG.  3. — Same  case  as  above,  about  3 weeks  after  Vitamin  I)  therapy.  Shows 
the  same  findings  as  in  the  previous  one  plus  evidence  of  healing  as  seen 
by  presence  of  the  zone  of  preparatory  calcification. 
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FIG.  4. — Signs  of  active  rickets  are  present  as  in  figures  2 and  3.  The  rachitic 
process  is  more  pronounced,  and  there  is  evidence  of  healing.  There  is  a 
“periostitis”  seen  because  of  the  new  bone  been  formed  around  the  cortex. 


FIG.  5. — Signs  of  severe  rickets  are  present.  There  are  evidences  of  numerous 
fractures.  There  has  been  some  retardation  in  the  appearance  of  the  epi- 
physeal centers  of  ossification, 
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GENERAL  CHARACTERISTICS  OF  PERSONALITY’*' 


SOLOMON  KATZENELHOGEN,  M.D.** 

DEFINITION  OF  PERSONALITY 

The  term  personality  is  derived  from  the  word  persona  which 
originally  meant  the  theatrical  mask  used  in  Greek  drama.  In  the 
course  of  time  the  word  persona  has  acquired  different  meanings: 

1 —  As  one  appears  to  others,  but  not  necessarily  as  one  really  is; 

2 —  The  part  one  plays  in  life;  3 — The  individual  qualities  that 
make  the  individual  fit  for  his  or  her  work;  4 — Distinction  and 
dignity.  These  meanings,  concerned  exclusively  with  the  social 
function  of  the  person,  have  remained  to  be  the  background  for 
modern  definitions  of  personality.  Thus,  Allport’s  definition  is: 
“Personality  is  the  integration  of  those  systems  of  habit  that  re- 
present an  individual’s  characteristic  adjustment  to  his  environ- 
ment.’’ “The  term  personality  refers  to  the  sum  total  of  the  react- 
ions and  characteristics  of  the  individuals  in  the  light  of  their 
effect  upon  the  social  group  or  groups  in  which  the  individual  is 
placed’’.  The  author,  Anderson,  specifies  that  “Personality  seems 
to  me  to  be  a social  concept  rather  than  an  individual  one.’’  William 
Healy  offers  the  following  definition : “Personality  is  an  integrated 
system  of  habitual  adjustments  to  the  environment,  particularly 
to  the  social  environment.’’ 

Personality  can  be  adequately  understoood  only  as  a biosocial 
being;  social  effectiveness,  vital  as  it  is,  does  not,  however,  consti- 
tute the  whole  life  of  the  person.  The  weakness  of  these  definitions 
lies  in  the  fact  that  they  leave  out  of  consideration  the  subjective 
feelings,  i.e.,  the  inner  life  of  the  individual:  his  ideas,  concepts, 
ambitions,  aspirations,  worries,  frustrations,  preoccupations,  joys, 
sorrows.  All  these  and  his  relationship  with  the  external  world 
constitute  the  full  life  of  a human  being.  Therefore,  a more  ade- 
quate, matter  of  fact  definition  of  personality  might  be:  The  per- 
son as  he  is,  in  his  inner  life  and  in  his  social  functioning.  A com- 
prehensive study  of  personality  comprises  the  morphological,  phy- 
siological, chemical  and  psychological  aspects,  inasmuch  as  the 
function  of  the  person  is  determined  by  the  interaction  between 
the  various  components  of  his  organism  and  by  the  interaction 
between  him  and  the  environment.  But  it  should  be  emphasized 
that  the  function  of  the  person  cannot  be  translated  in  terms  of 


♦ Based  on  the  Lecture;  “PERSONALITY”  given  at  San  Patricio  Hospital, 
San  Juan,  Puerto  Rico,  September  5,  1950. 

**  Saint  Elizabeths  Hospital,  Washington,  D.  C. 
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physiology,  not  even  in  terms  of  brain  physiology.  It  must  be 
studied  psychologically  — by  clinical  observation  or  special  psy- 
chological methods.  One  finds  support  for  this  assertion  in  a state- 
ment made  by  no  less  an  authority  than  Sherrington,  who,  with 
reference  to  the  relationship  between  brain  and  mind  said  “as  for 
me,  what  little  I know  of  the  how  of  the  one,  does  not  even  begin 
to  help  me  toward  the  how  of  the  other.  The  two,  for  all  I can  do, 
seem  to  remain  disparate  and  disconnected.” 

PERSONALITY  FORMATION  AND  DEVELOPMENT 

One  may  distinguish  three  aspects:  The  parental  genes,  the 
intrauterine  development,  and  the  development  from  birth  onward. 

The  Parental  Genes:  The  effect  on  the  progeny  of  the  original 
qualities  of  the  parental  genes  before  they  reach  the  uterus  is 
generally  recognized.  An  interesting  demonstration  of  injury  of 
germinal  cells  in  a diseased  body  and  the  consequent  ill-effects 
on  the  progeny  is  presented  by  a clinical  observation  of  Healy:  A 
man  convalescing  from  typhoid  fever,  against  Healy’s  advice,  im- 
pregnated his  wife  before  he  regained  his  usual  good  health.  The 
result  was  an  extremely  defective  child  who  died  within  the  second 
year.  This  married  couple  previously  had  two  well-developed  chil- 
dren and  a few  years  following  the  unfortunate  incident  again  had 
a perfectly  normal  child. 

The  Intrauterine  Development:  It  begins  with  the  meeting 
and  fusion  of  two  germ  cells.  Each  cell  contributes  what  is  called 
hereditary  or  genetic  characteristics.  Geneticists  in  their  experi- 
mental studies  on  genes  have  abundantly  proven  that  the  basic 
characters  of  genes  are  not  immutable.  It  is,  therefore,  more  appro- 
priate to  regard  hereditary  (genetic)  characteristics  not  as  fixed 
qualities  to  appear  fatefully  in  the  adult,  but  rather  as  potentiali- 
ties for  the  further  development  of  the  person.  Hereditary  potent- 
ialities are  subject  to  modifications  produced  by  changes  in  their 
first  environment — the  intrauterine  one.  The  effect  of  the  intraute- 
rine life  on  the  hereditary  characters  is  aptly  described  by  the  ge- 
neticist Riddle:  “It  has  become  clear  that  the  specific  conditions  un- 
der which  a gene  or  factor  operates  and  developes  have  an  equal 
value  with  the  germinal  factors  in  the  appearance  of  anything  that 
can  be  called  heredity.  The  factors  distributed  by  germs  cells  set 
limits  to  the  nature  and  appearance  of  adult  characteristics.  So  do 
the  conditions.”  The  implications  of  the  geneticist’s  findings  for  per- 
sonality function  are  as  follows:  In  the  perennial  discussion  of  the 
respective  role  of  nature  and  nurture  in  personality  development 
it  should  be  borne  in  mind  that  the  genes  are  carriers  of  potential 
qualities;  that  the  nature  and  extent  of  development  of  those 
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potentialities  in  the  progeny,  even  in  the  stages  of  embryo  anci 
foetus,  is  already  determined  not  only  by  the  innate  properties 
of  the  genetic  substance  but  also  by  the  quality  of  the  environment. 

THE  FAMILY  ENVIRONMENT 

The  new  born  is  entirely  dependent  on  mother  or  her  substi- 
tute for  food  and  other  biological  needs.  The  proper  care  to  satisfy 
those  needs  may  be  efficiently  provided  for  the  child  but  with 
different  attitudes,  i.e.,  in  a mechanical  way,  with  an  attitude  of 
indifference  or,  what  is  much  worse,  in  a state  of  bad  humor,  an- 
xiety, tension.  Yet,  one  should  remember  that  among  the  child’s 
biological  needs,  the  need  for  affection  is  very  essential.  Just  as 
proper  food  and  physical  care  are  necessary  for  the  satisfactory 
physical  growth  of  the  child,  so  are  warmth,  affection,  integrated 
with  the  physical  care,  indispensable  for  the  wholesome  emotional 
development.  A genuinely  loving  mother  attitude  will  satisfy  and 
further  the  development  of  one  of  the  infant’s  basic  innate  emo- 
tions, namely,  desire  for  affection,  and  keep  in  abeyance  the  growth 
of  another  equally  basic  innate  emotion,  which  is  fear.  It  is  already 
in  this  early  period  in  the  life  of  the  child  that  groundwork  is 
laid  for  the  development  of  the  adult’s  social  behavior.  For,  the 
parents  and  the  other  persons  around  the  baby  constitute  his  or 
her  first  social  milieu.  It  should  be  borne  in  mind  that  because 
the  baby  absorbs  the  emotional  reactions  of  those  of  the  home 
environment,  the  parents  and  others  close  to  the  baby  have  the 
task  of  adjusting  to  the  new  ways  of  life  brought  on  by  the  child. 
In  the  measure,  they  go  through  the  adjustment  gracefully,  cheer- 
fully and  affectionately  towards  the  baby  and  each  other,  at  least 
in  the  presence  of  the  baby,  they  prepare  a favorable  social  milieu 
for  the  further  development  of  the  future  “he”  or  “she”. 

As  the  child  grows,  more  and  more  duties  are  imposed  upon 
him.  He  must  accept  new  modes  of  food  intake  and  later  on  ob- 
serve toilet  rules  regarding  time  and  place  and  other  rules  for 
cleanliness,  table  manners  and  otherwise  socially  desirable  con- 
duct. The  observance  of  those  rules  brings  reward  for  good  be- 
havior and  non  observance  leads  to  punish-ment  for  bad  behavior. 
The  evaluation  of  good  or  bad  behavior  understandingly  is  apt  to 
to  be  influenced  by  the  inconvenience  the  infant’s  acts  may  cause 
the  parents:  it  will  certainly  be  influenced  in  the  child’s  further 
development  — near  school  and  school  age — by  the  understanding 
and  attitudes  of  father  and  mother  as  to  the  how  of  bringing  up  a 
child.  Such  parental  attitudes  constitute  the  first  social  and 
cultural  milieu  for  the  child,  and  a very  effective  one,  for  the 
reason  that  the  child  has  no  doubts  as  to  the  omniscience  of  father 
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and  mother.  Moreover,  it  should  be  borne  in  mind  that  children, 
because  of  their  extreme  emotional  attachment  to  and  dependence 
on  their  parents,  plus  their  feeling  that  mother  and  dad  know 
everything,  are  readily  impressed  by  their  actions  and  reactions. 
These  impressions,  good  and  bad  in  early  childhood  not  only  have 
their  immediate  effects  on  the  emotional  equilibrium  of  the  child, 
but,  as  recognized  by  students  of  normal  and  abnormal  personality 
function,  they  also  become  integrated  with  the  child’s  personality 
and  remain  as,  so  to  speak,  emotional  memories  — conscious  and 
unconscious.  Such  originally  disturbing  reminiscences  may  be  con- 
ducive later  on  to  disorders  in  personality  function. 

Doubters  of  the  validity  of  the  thesis  that  there  may  be  causal 
relationships  between  personality  malfunction  of  the  adult  and  his 
or  her  past  home  life,  advance  the  well  understandable  argument 
that  persons  regarded  as  perfect  normal  specimens  might  also  have 
had  a very  unfavorable  past  home  life.  The  observation  is  fortuna- 
tely correct  but  the  inference  appears  to  be  wrong.  It  is  a truism 
to  point  to  medical  experience  which  teaches  us  that  without  the 
notion  of  predisposition  one  could  hardly  fully  explain  a great  many 
if  not  all  physical  and  mental  diseases:  Only  a few  of  those  who 
live  with  tuberculous  patients  and  under  the  same  conditions  will 
contract  the  disease.  One  may  be  allergic  to  certain  substances 
— as  the  pharmacist  was  in  reacting  with  asthmatic  attacks  each 
time  he  handled  castor  oil  — and  yet  live  comfortably  without 
allergic  reactions,  as  long  as  one  stays  away  from  contacting  such, 
for  the  particular  person,  allergenes.  The  same  holds  true,  of  course, 
for  personality  disorders:  Granting  that  psychotics  and  neurotics 
have  certain  predispositions,  the  remaining  of  the  latt®r  in  a latent 
state  or  being  actuated  into  diseases  will  depend,  at  least  in  certain 
individuals,  on  the  environmental  conditions.  One  may  briefly  for- 
mulate the  respective  role  of  predisposition  and  environment  in 
personality  disorders  as  follows:  In  case  of  a strong  predisposition, 
psychoneurotic  or  psychotic  diseases  may  be  caused  by  a relatively 
mild  adverse  environment.  In  case  of  a mild  predisposition  such 
disorders  may  be  provoked  only  by  a severely  adverse  environment. 

Heretofore  the  discussion  has  been  concerned  with  the  role 
of  environment  in  the  physical  and  mental  development  of  the 
person,  beginning  with  the  intrauterine  life;  special  emphasis  has 
been  laid  on  environmental  factors  in  early  childhood.  The  reason 
for  such  emphasis  is  that  the  early  period  in  the  life  of  an  indi- 
vidual is  the  most  flexible  phase,  most  susceptible  to  any  influence. 
This,  however,  should  not  be  construed  to  imply  that  the  happenings 
in  early  childhood  are  the  only  potential  causative  agents  of  per- 
sonality disorders  in  the  adult  and  that  their  potency  may  be  so 
great  that  they  fatefully,  as  it  were,  would  determine  what  the 
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individual  is  to  become  in  adulthood.  Such  an  erroneous  understand- 
ing is  bound  to  lead,  both  in  treatment  and  mental  hygiene,  to 
excessive  concentration  on  environment  in  one  phase  of  the  per- 
son’s life  and  thereby  minimize  the  attention  due  to  other  phases. 
It  seems  to  me  far  more  realistic  to  recognize  — as  expressed  on 
another  occasion — “that  environmental  influences  begin  in  the 
intrauterine  life,  affect  the  progeny  most  potently  in  early  child- 
hood, but  remain  effective  throughout  the  life  of  the  individual.” 
To  be  more  specific,  I should  like  to  add  that  environmental  in- 
fluences remain  effective  as  they  are,  per  se,  regardless  of  whether 
or  not  they  can  be  considered  with  reasonable  certainty,  either 
as  being  connected  with  or  as  symbolizing  life  experience  in  early 
childhood. 


THE  BROADER  SOCIAL  ENVIRONMENT 

We  have  studied,  heretofore,  the  effect  of  the  family  — the 
first  social  milieu  for  the  growing  child  — on  character  formation. 
But  the  family  itself  is  influenced  by  the  society  in  which  it  lives. 
It  behooves  us  now  to  review  the  relationship  between  the  indi- 
vidual’s patterns  of  behavior  and  the  characteristic  attitudes  of 
the  broader  environment,  namely,  the  social  group  in  which  he  and 
his  family  live.  This  relationship  is  a mutual  one:  Society  very 
largely  determines  the  characteri.^tics  of  its  individual  member.s 
and  they,  in  turn,  contribute  to  the  establishment  and  maintenance 
of  the  code  of  behavior  of  the  society.  It  should  be  emphasized,  how- 
ever, that  society  at  large  is  molding  the  individual  only  within 
certain  limits ; those  limits  are  set  by  constitutional  and  socio- 
economic factors.  Biological,  constitutional  peculiarities  account  for 
the  fact  that  certain  individuals  are  differently  receptive  to  the 
dominant  culture  of  their  social  group;  and  that  others  do  not 
accept  altogether  passively  the  dictates  of  society.  This  holds  true 
for  the  miniature  society  constituted  by  the  family  and  for  the 
society  of  the  country,  nation  or  any  ethnographic  group:  In  the 
same  family,  one  child  is  accultured  to  the  father;  the  other  to  the 
mother;  the  third  to  one  or  another  sibling;  and  some  children’s 
attitudes  are  being  formed  principally  outside  of  their  family.  Also, 
in  society  at  large  there  are  always  individuals  who  rebel  against 
the  pressure  of  social  forces;  and  there  always  have  been  in  each 
social  group  — to  use  the  modem  terminology  — different  classes 
who  accept  only  certain  aspects  of  the  culture  at  large ; otherwise, 
their  psychologies  are  largely  group  or  class  psychologies.  It  is  not 
only  the  social  order  itself  but  the  feeling  of  the  individual  toward 
that  social  order  which  is  equally  potent  in  shaping  the  personality. 
Thus,  the  various  aspects  of  personality  characteristics  of  an  indi- 
vidual result  from  forces  within  and  without. 
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The  life  of  more  primitive  people  lends  itself  best  for  studies 
of  the  role  of  the  environment  — the  family  and  society  at  large 
in  shaping  the  personality.  We  shall  therefore  use  the  information 
gathered  by  Margaret  Meade,  Linton  and  other  ethnologists,  an- 
thropologists and  social  scientists. 

Among  the  social  factors  determining  the  mode  of  living  of  a 
community  and  the  effect  of  the  community  life  on  the  general 
personality  characteristics  of  it’s  members,  economic  factors  are 
in  the  fore-front.  Linton  quotes  the  following  illustration:  Two 
communities  in  Madagascar,  The  Tanala  and  Betsielo  speak  a com- 
mon language  and  have  much  in  common  in  other  life  aspects. 
But  their  economic  organization  in  the  course  of  time  became 
different,  namely,  the  Betsielo  changed  the  dry  method  of  rice 
cultivation  to  the  wet  method;  whereas,  the  Tanala  remained  the 
dry-rice  cultivators.  Correspondingly,  the  Betsielo  became  a com- 
petitive community,  while  the  Tanala  remained  a cooperative 
society.  The  role  of  economics  in  the  development  of  personality 
characteristics  is  apparent  in  the  respective  attitudes  of  people 
in  communities  where  there  is  a constant  struggle  against  cold 
and  scarcity  of  food  and  in  communities  where  there  is  no  such  a 
struggle  for  existence.  In  the  former,  people  do  not  know  what 
leisure  is;  in  the  latter  a psychology  of  leisure  develops  and  is 
enjoyed,  at  least,  by  some  members  of  the  community.  Dialetical 
materialism  maintains  that  in  any  community  it  is  the  economic 
status  of  a social  group  which  very  considerably  if  not  completely 
determines  its  dominance  in  creating  the  culture  of  the  community 
and  thereby  shaping  personality  development.  However,  the  life  of 
certain  primitive  communities,  again  suggests  the  working  of 
other  than  purely  economic  factors.  Thus,  Margaret  Meade  relates 
the  following  about  the  life  of  certain  primitive  African  people: 
When  great  schools  of  fish  appear,  approaching  the  shore,  the  be- 
havior in  various  tribes  differs;  in  some,  those  who  first  notice 
the  fish  inform  only  their  close  relatives ; the  fish  are  caught  by 
a relatively  small  group  of  the  community;  its  members  are  in- 
evitably competitive  personalities.  In  other  tribes  the  natives  who 
see  the  fish  coming  ashore  inform  the  whole  community  through 
“town  criers”  like,  and  the  whole  community  benefits  from  the 
catch.  It  is  self-evident  that  the  personalities  of  the  last  mentioned 
tribes  are  cooperative  personalities.  Thus,  with  the  same  economic 
situation  in  a community,  its  members  may  have  different  psycho- 
logies — at  least  as  to  certain  very  essential  aspects  of  life.  The 
inevitable  inference  is  that  in  addition  to  economic  factors,  other, 
non-economic  ones,  determines  the  behavior  of  groups  of  individuals 
in  their  struggle  for  existence;  and  that  at  least,  certain  important 
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personality  characteristics  are  derived  from  such  social  attitudes. 
Such  non-economic  factors  lie  within  the  person  himself. 

With  regard  to  forces  within  the  person,  the  importance  of 
experience  in  early  life  was  stressed  for  the  understanding  of  per- 
sonality function  in  adult  life.  How  early  life  experiences  may  lay 
the  foundation  for  the  development  of  the  person  and  are  apt  to 
influence  his  behavior  and  feeling  toward  the  outside  world  in  his 
adult  life,  again,  may  find  illustration  in  ethnological  studies.  I 
shall  borrow  from  those  of  Mead  and  Bateson  on  the  Balinese 
character.  There  are  two  outstanding  personality  characteristics  of 
the  Balinese:  The  ordinary  Balinese  in  his  daily  life  shows  marked 
withdrawness ; he  is  often  absent-minded  and  apathetic.  The  other 
characteristic  is  that  he  loves  public  ceremonials,  during  which  he 
is  extremely  excited.  At  such  ceremonials,  public  processions,  such 
as  those  portraying  the  struggle  between  the  dragon  and  the  witch, 
the  dancing,  body  posturing  and  gesturing  are  extremely  violent. 
Can  this  usual  passivity,  withdrawness  of  the  adult,  on  the  one 
hand  and  his  violent  excitement  at  public  exhibitions,  on  the  other, 
be  related  to  or  explained  by  his  early  childhood  life?  The  child 
in  his  first  year  is  given  much  attention,  affection  by  the  mother. 
Then,  there  is  a radical  change  in  the  mother’s  attitude ; she  turns 
away  when  the  child  cries  out,  as  he  has  learned  heretofore  to  cry 
out,  for  affection.  Not  only  the  mother  does  not  respond  to,  but 
she  actively  tries  to  frustrate  his  need  for  affection  by  teasing  him: 
she  fondles  another  child  provided  by  another  mother  for  that 
purpose.  When  the  child  has  a temper  tantrum,  the  mother  smiles. 
When  the  child  walks  a few  feet  away  from  the  mother,  she  fright- 
ens him.  The  father  wisely  participates  less  in  frustrating  the 
child.  The  child  thus  feels  early  in  life  that  he  is  rejected  by  the 
outside  world  and  he  withdraws  into  himself.  His  need  for  attention, 
affection  finds  satisfaction  in  concentrating  on  his  own  body;  and 
this  interest  in  his  body  expresses  itself  in  the  posturing,  gesturing 
and  dancing  which  compensate  for  the  satisfaction  the  mother 
stopped  giving  him.  Thus,  the  development  of  the  essential  per- 
sonality characteristics  of  the  Balinese  appears  to  be  determined 
by  the  parents’  attitude  in  upbringing  children.  Such  upbringing 
creates  dynamic  forces  within  the  person  motivating  his  adult 
behavior. 

PSYCHOLOGICAL  MATURITY 

Psychological  maturity  may  be  defined  as  the  state  of  intel- 
lectual and  emotional  development  and  the  optimum  degree  of 
harmony  between  the  two  in  relation  to  the  chronological  age  of 
the  person.  This  definition  implies,  it  will  be  noted,  that  maturity 
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is  a personality  attribute  which,  in  normal  persons,  is  more  or  less 
developed.  It  is  a relative  and  not  an  absolute  quantity. 

Various  criteria  for  the  appraisal  of  maturity  may  be  consider- 
ed: 1 — Ability  to  evaluate  facts  without  significant  interference 
of  one’s  emotions  — wishes,  desires,  likes,  dislikes,  apprehensions, 
fears  or  other  emotions.  2 — Ability  to  stand  on  his  own  when  it 
is  called  for.  3 — Ability  to  depend  on  others  within  certain  limits. 

4 —  Ability  to  establish  a give-and-take  human  relationship;  the 
capacity  to  take  is  just  as  important  as  the  capacity  to  give. 

5 —  Ability  to  consider  differences  in  other  individuals  with  as  much 
interest,  respect,  sympathy  as  we  ourselves  would  consider  such 
differences  in  those  dear  to  us.  6 — Ability  to  live  predominantly 
by  the  reality  principle  instead  of  by  the  pleasure  principle;  that 
is,  to  be  able  to  make  the  best  of  a frustrating  experience  when 
necessary.  7 — Ability  to  cultivate  a variety  of  interests  and  a cer- 
tain degree  of  socialization.  A person  whose  mental  functioning 
is  not  below  average  normal  and  yet  is  so  markedly  egocentric 
that  he  does  not  have  either  the  desire  or  the  capacity  to  socialize 
and  to  cultivate  interests  compatible  with  his  capabilities  and  op- 
portunities is  not  a reasonably  mature  person.  8 — Willingness  and 
capacity  to  gain  knowledge  of  oneself,  i.e.,  insight.  More  often  than 
not  human  beings  firmly  believe  that  they  know  themselves.  So- 
crates professed  not  to  know  himself;  but  in  a class  of  students 
in  psychology,  according  to  Allport,  96  per  cent  of  them,  in  an- 
swering a questionnaire,  stated  that  they  had  perfect  knowledge 
of  themselves.  To  appraise  insight  the  following  procedure  may 
be  adequate:  Find  out  from  the  person’s  past  life  certain  situations 
in  which  his  behavior,  reactions  were  obviously  at  fault.  Discuss 
with  the  person  those  past  events  with  the  object  of  determining 
the  present-day  reactions  or  attitudes  towards  his  previous  some- 
what unusual  or  distinctly  abnormal  behavior.  Discuss  with  the 
person  those  of  his  ideas  which  appear  to  be  out  of  the  ordinary; 
certain  of  his  worries,  preoccupations,  attitudes  which  obviously 
have  little  justification  at  their  face  value.  Does  the  person  under- 
stand that  they  are  well-  nigh  groundless,  or  is  he  trying  to 
explain  them?  Can  one  accord  his  explanation  any  reasonable 
plausibility?  Has  the  person  acquired  a somewhat  new  orientation 
in  life  which,  he  believes,  will  be  helpful  in  preventing  the  recur- 
rence of  his  troubles.  Does  that  new  attitude  appear  to  be  in  har- 
mony with  the  individual’s  assets  and  liabilities  and  with  the  en- 
vironmental circumstances?  What  is  the  relationship  between  the 
person’s  own  appraisal  of  his  abilities,  lack  of  abilities,  defects, 
outstanding  personality  traits  — favorable  and  unfavorable  ones — 
and  the  appraisal  of  the  same  by  others;  is  the  accord  or  discre- 
pancy well  marked?  Does  the  person  show  a tendency  to  blame 
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others  for  his  failures,  misfortunes,  partly  or  wholly  because  of 
lack  of  sufficient  recognition  of  his  own  faults,  defects?  How  does 
the  person  take  criticism?  How  does  he  react  to  a joke  ridiculing 
certain  incongruities  in  his  behavior  or  ridiculing  those  who  are 
dear  to  him? 

As  corollaries  of  insight  one  considers:  Awareness  of  one’s 
qualifications  — assets  and  liabilities.  Intelligence  is  regarded  by 
some  as  an  important  corollary  of  insight.  However,  inasmuch  as 
intelligence  may  be  overwhelmed  by  emotional  reactions,  it  does 
not  seem  to  be  a necessarily  sufficient  corollary  of  adequate  in- 
sight. A third  corollary  is  a sense  of  humor,  defined  as  the  ability 
to  laugh  at  certain  incongruities  in  ideas  and  actions  of  those  who 
are  dear  to  us,  including  ourselves. 
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The  purpose  of  this  paper  is  to  present  the  highlights  of  re- 
cent advances  in  the  diagnosis,  pathology,  epidemiology,  clinical 
characteristics  and  management  of  Poliomyelitis.  Much  of  the  ma- 
terial that  I will  cover  is  made  up  of  theories,  some  of  which  are 
not  generally  accepted  by  the  different  investigators  and  perhaps 
will  be  held  as  entirely  inadequate  in  the  near  future. 

Poliomyelitis  is  an  acute  communicable  disease  which  in  the 
majority  of  the  cases  is  characterized  by  few,  if  any  clinical  symp- 
toms other  than  those  of  mild  upper  respiratory  or  gastrointestinal 
infection.  In  the  more  severe  but  typical  infection  it  exhibits 
partial  or  complete  paralysis  of  the  muscles  of  the  skeletal  system. 

During  the  past  ten  years  different  strains  of  poliomyelitis 
viruses  have  been  isolated.  These  have  been  divided  into  five 
groups  on  the  basis  of  host  pathogenicity.  Each  of  these  contains 
six  or  seven  different  strain  of  viruses.  Of  these  groups  only  the 
first  three  are  pathogenic  to  man.  The  third  group  (Group  C) 
contains  the  Daldorf  virus  and  similar  strains  which  produce  a 
disease  similar  to  Poliomyelitis  but  without  paralysis.  All  these 
strains  of  viruses  within  the  same  group,  with  few  exceptions, 
have  a common  predominant  antigen,  that  is  they  are  antigenically 
the  same.  The  practical  values  of  the  virology  as  it  has  been 
presented  are  evident. 

a — It  explains  the  second  attacks  of  poliomyelitis  which  have 
been  reported. 

b — It  gives  a reason  for  the  difficulty  which  has  been  encoun- 
tered in  the  development  of  a prophylactic  vaccine.  It 
becomes  clear  that  any  successful  vaccine  must  include 
representative  of  at  least  the  first  two  groups  (A  & B). 

c — These  antigenic  studies  are  leading  the  way  to  a simple 
laboratory  diagnosis. 

In  recent  years  much  experimental  data  has  been  accumulated 
on  the  epidemiology  of  Poliomyelitis.  The  apparent  increase  in  the 
incidence  of  the  disease  has  two  explanations: 

1.  — More  accurate  diagnosis 

2.  — In  the  period  covering  the  years  1936-1940,  only  4%  oí 

the  cases  of  Poliomyelitis  which  were  reported  were  of  the 
non-paralytic  variety.  On  the  other  hand,  in  the  subse- 
quent four  year  period,  34  of  the  cases  reported  were 
non-paralytic. 


MIGUEL  A.  Finn,  JR. 


liCilt 


The  method  of  transmission  of  the  disease  is  still  a moot  ques- 
tion. However  today  most  authorities  feel  that  the*  disease  is 
spread  by  direct  contact  either  with  an  active  clinical  case  or  with 
a healthy  carrier.  The  reasons  for  such  views  are  difficult  to  con- 
tradict. 


a.  It  is  possible  to  recover  the  virus  from  the  oropharynx  of 
over  40''/  of  clinical  cases  and  some  authorities  have  dis- 
covered the  virus  there  for  five  days  prior  to  the  onset  of 
the  disease  and  for  about  five  days  after  onset.  The  virus 
of  poliomyelitis  has  been  found  in  the  stool  for  as  early  as 
nineteen  days  prior  to  the  onset  of  clinical  symptoms  and 
has  been  found  excreted  in  the  stools  as  late  as  120  days 
after  the  beginning  of  the  disease. 

b.  The  existence  of  a healthy  carrier  state  is  well  established. 
In  one  epidemic  area,  a carefully  controlled  series  of  experi- 
ments showed  a large  number  of  patients  that  had  the  virus 
isolated  from  the  stool  without  any  clinical  symptoms  of  the 
disease. 

In  certain  families  poliomyelitis  attacks  many,  if  not  all, 
members  of  a household,  but  not  all  develops  the  paralytic  form  of 
the  disease.  The  late  Dr.  Toomey  of  Cleveland,  Ohio,  had  a theory 
that  has  been  referred  to  as  the  Catalyst  Theory.  He  believed 
that  the  affected  patient,  may  have  some  unknown  factor  or  factors 
missing,  or  some  overabundance  of  factors  in  the  body  which  acti- 
vates the  virus.  This,  he  explains  by  the  fact  that  in  a family 
with  a case  of  this  disease,  the  virus  can  be  isolated  in  several 
members  of  the  household,  whereas  only  one  member  may  con- 
tract the  disease. 

It  is  interesting  to  note  that  the  incidence  of  Poliomyelitis  in 
infants  under  five  months  is  very  low.  Some  investigators  claim 
this  is  probably  due  to  decreased  exposure,  but  the  majority  ex- 
plain the  low  incidence  on  the  basis  of  transmission  of  transpla- 
cental immunity  which  apparently  protects  the  infants  during  this 
period  unless  the  mother  should  be  susceptible  to  the  disease.  The 
low  incidence  of  the  disease  in  people  over  thirty  years  old  sug- 
gest that  this  people  might  have  acquired  immunity  and  this  is 
in  favor  of  transplacental  type  of  protection  during  early  infancy. 

The  virus  of  poliomyelitis  is  mainly  neurotropic  and  spread 
along  the  axons  of  the  peripheral  nerves  and  attacks  the  ganglion 
cells  of  the  gray  matter,  particularly  in  the  cervical  and  lumbar 
segments  of  the  cord.  The  anterior  horn  cells  undergo  degenera- 
tion, although  the  damage  might  be  reversible,  if  it  is  not  too  ex- 
tensive. There  is  marked  edema  of  the  spinal  cord,  causing  irri- 
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tation  of  the  posterior  horn  cells,  with  subsequent  pain.  The 
cerebellum,  brain,  and  basal  ganglia  are  involved  although  no 
severe  neural  degeneration  has  been  observed.  Lesions  of  the 
viscera  have  been  described  as  follows.  The  lungs  may  appear 
hyperemic,  edematous,  and  sometimes  atelectatic.  The  spleen  may 
exhibit  edema.  The  terminal  ileum  usually  shows  lymphoid  hyper- 
plasia. The  heart  exhibits  a myocarditis  with  infiltration  of  lym- 
phocytes in  the  myocardium  giving  it  a flabby  appearance.  This 
myocarditis  has  been  confirmed  by  electrocardiographic  studies 
performed  by  several  investigators  like  Luccesi  and  Gefter.  In  a 
series  of  cases  I followed  at  Childrens  Hospital  in  Washington,  D.C. 
during  the  year  1948,  EKG  were  performed  on  44  patients,  10  exhi- 
biting abnormal  tracings  interpreted  as  myocarditis,  the  tracings 
reverting  to  normal  after  the  acute  phase  of  the  disease  was  over. 
The  kidneys  may  appear  hyperemic  and  occasionally  exhibit  a 
cloudy  swelling. 

Most  of  the  destruction  which  occurs  in  Poliomyelitis  takes 
place  during  the  first  five  days  of  paralysis.  After  this  period, 
a phase  of  slow  recovery  begins  usually  lasting  up  to  12-16  months. 

There  are  four  types  of  Poliomyelitis: 

a.  abortive  — no  residual  paralysis 

b.  spinal  — paralysis  or  weakness  of  muscle  or  muscle  group 

c.  Bulbar 

d.  Bulbospinal  — mixed  involvement 

Since  most  of  us  are  well  acquainted  with  abortive  and  spinal 
Poliomyelitis  I will  discuss  briefly  the  Bulbar  type. 

Bulbar  Poliomyelitis  is  an  involvement  of  the  brain  stem  and 
centers  in  the  medulla  oblongata  by  the  pathological  process.  There 
are  five  groups  of  Bulbar  Poliomyelitis: 

1 —  The  upper  cranial  nerve  group:  includes  involvement  of 
the  cranial  nerves  down  to  the  oculomotor  (N  viii)  This 
type  is  not  directly  fatal ; symptoms  are  ptosis,  paralysis 
of  the  facial  muscles  pterygoids  and  ciliary  muscles. 

2 —  Lower  cranial  nerve  group:  involvement  of  the  pharynx 
makes  this  group  dangerous  to  life.  Accumulation  of 
pharyngeal  secretions,  inability  to  swallow,  exhaustion. 

3 —  The  respiratory  center  group:  here  we  have  irregular, 
shallow  breathing  with  periods  of  apnea.  Patients  die  of 
respiratory  failure  and  pulmonary  edema. 

4 —  The  circulatory  center  group:  Patient  appears  flushed 
with  extremely  rapid  pulse.  They  usually  die  of  circu- 
latory collapse. 
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5 — Encephalitic  Group:  Patient  exhibits  feeling  of  impending 
death.  They  stay  awake  long  periods  of  time.  Have  to 
watch  for  accumulative  fatigue.  May  have  extreme  le- 
thargy followed  by  coma,  delirium,  mania. 

It  is  very  important  to  differentiate  that  group  of  poliomye- 
litis which  has  involvement  of  the  respiratory  center  from  that 
which  has  high  spinal  cord  involvement  with  paralysis  of  the 
intercostals  and  or  diaphragm.  Today,  many  physicians  look  on 
the  respirator  with  disfavor  because  their  experience  with  its 
use  has  been  unsuccessful.  However,  the  physician  who  keeps  in 
mind  that  the  respirator  should  not  be  used  in  pure  bulbar  cases, 
will  soon  find  it  to  be  a life  saving  device.  The  only  poliomyelitis 
patient  that  will  do  well  in  the  respirator  is  the  one  who  has  high 
spinal  cord  involvement.  A patient  who  has  intercostal  and  /or 
diaphragmatic  paralysis  plus  involvement  of  the  bulbar  type  is 
also  a candidate  for  the  respirator.  The  one  most  important  dif- 
ferential feature  between  involvement  of  the  respiratory  center 
and  high  spinal  cord  involvement  is  the  respiratory  rhythm.  The 
patient  with  high  spinal  paralysis  has  regular  respirations,  the 
patient  with  respiratory  center  involvement  has  a grossly  irregular 
respiratory  rhythm. 

Spinal  fluid  findings  in  this  disease  are  well  known  and  re- 
quire little  repetition  except  to  mention  that  the  degree  of  abnor- 
mality in  the  spinal  fluid  bears  little  if  any  relationship  to  the 
degree  of  involvement.  The  number  of  cells  usually  ranges  between 
20  and  100  with  predominance  of  polymorphonuclear  in  the  early 
stages,  soon  to  be  replaced  by  lymphocytes.  When  a severe  menin- 
gitic involvement  occurs,  the  cells  often  reach  1,000  or  over.  There 
is  an  usual  elevation  in  the  protein  which  persists  even  after  the 
number  of  cells  return  to  normal  which  occurs  usually  by  the  end 
of  the  second  week  of  the  disease. 

The  majority  of  the  cases  of  Poliomyelitis  go  undiagnosed 
since  they  only  present  mild  respiratory  and  / or  gastrointestinal 
symptoms  and  at  the  present  time  there  is  not  an  adequate  diag- 
nostic test.  Abortive  poliomyelitis  may  be  confused  with  a lympho- 
cytic choriomeningitis  or  an  encephalitis.  Encephalitis  can  be  ruled 
out  by  complement  fixation  tests  except  when  following  vaccinia  or 
the  common  acute  contagious  diseases  such  as  measles  or  chicken 
pox.  Mumps  encephalitis  can  be  distinguished  by  means  of  neu- 
tralization tests  and  a recently  developed  skin  test.  Meningitis 
can  usually  be  differentiated  by  the  spinal  fluid  findings.  Tuber- 
culous meningitis  can  be  diagnosed  usually  by  tuberculosis  history, 
low  spinal  fluid  sugar  and  chlorides  and  a higher  protein  values 
than  those  found  in  Poliomyelitis.  Guillain  Barre  syndrome  can  be 
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differentiated  because  the  symmetry  of  the  paralysis,  normal  cell 
count  and  complete  recovery.  Bulbar  Paralysis  occurs  in  diphtheria 
but  the  history  and  spinal  fluid  findings  usually  can  establish  the 
diagnosis.  Other  diseases  which  may  be  confused  are  lead  poi- 
soning, acute  osteomyelitis,  rickets,  scurvy,  acute  leukemia,  in- 
fectious mononucleosis,  rheumatic  fever,  trichinosis,  polyneuritis, 
typhoid  fever  and  pneumonia.  It  is  best  however,  whenever  there 
is  any  doubt  regarding  the  diagnosis  and  specially  during  an  epi- 
demic, to  treat  the  patient  as  poliomyelitis  until  proven  otherwise. 

Lack  of  knowledge  concerning  the  methods  of  spread  of  polio- 
myelitis limits  the  prophylactic  measures.  Overtiring  and  ex- 
haustions should  be  avoided  during  an  epidemic  since  the  degree  of 
paralysis,  should  the  patient  contract  the  disease,  is  usually  more 
severe.  Exposure  to  cold  or  polluted  waters  should  be  avoided. 
The  use  of  swimming  pools  is  debatable  since  some  investigators 
claim  that  the  factor  of  dilution  yields  pools  harmless.  However, 
many  contacts  of  Poliomyelitis  can  be  traced  to  the  pools.  The 
factor  of  fatigue  while  swimming  might  play  a part  here.  All 
fruits  should  be  washed  carefully.  The  late  Dr.  Toomey  thought 
that  the  fresh  fruit  season  in  the  United  States  had  some  connection 
with  the  Poliomyelitis  season.  He  especially  recommended  washing 
the  peaches  well  since  they  had  a rough  surface  which  could  very 
well  harbor  the  virus.  Milk  should  be  pasteurized.  Tonsillectomy 
should  be  avoided.  At  this  point  I would  like  to  emphasize  that 
it  has  been  fairly  well  proven  that  the  recently  tonsillectomized 
patient  dees  not  contract  the  disease  more  readily  than  the  non- 
tonsillectomized  one,  but  that  the  incidence  of  bulbar  type  of  polio- 
myelitis, should  the  patient  contract  the  disease  is  much  higher.  It 
must  be  repeated  that  during  an  epidemic,  every  person,  should 
try  to  maintain  the  best  possible  health,  should  avoid  constipation, 
and  it  is  recommended  that  should  the  person  contract  an  upper 
respiratory  or  gastrointestinal  disturbance,  bed  rest  should  be  ob- 
.served. 

The  management  of  a patient  with  Poliomyelitis  is  necessarily 
one  which  requires  teamwork  and  cooperation  in  order  to  obtain 
optimal  beneficial  results.  The  pediatric,  orthopedic,  nursing  and 
physical  therapy  department  must  operate  as  a unit.  The  patient 
is  considered  a Pediatrics  problem  as  long  as  he  is  febrile.  Forty- 
eight  hours  after  the  temperature  has  returned  to  normal,  a muscle 
evaluation  should  be  carried  on  by  the  Orthopedist  or  by  the  Physio- 
therapist. Passive  motion  should  be  started  then,  in  order  to  try 
to  maintain  the  length  of  the  muscle.  Motion  should  be  carried 
on  gently  and  persistently  and  attempts  .should  be  made  to  carry  the 
joint  to  as  nearly  a range  of  motion  as  possible.  Hot  packs  are 
instituted  as  long  as  muscle  spasm  is  present.  hVorn  this  point  on 
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the  patient  becomes  primarily  an  orthopedic  problem  and  it  is  for 
the  best  of  the  patient  that  this  department  takes  over  his  care. 

The  patient  must  be  made  as  comfortable  as  possible.  As  a 
rule  adults  are  more  uncomfortable  than  children.  Whenever  the 
patient  complains  of  pain,  aspirin  is  the  only  drug  that  should  be 
used.  Codeine  is  a depressant  of  the  cough  reflex  and  should  be 
avoided  since  there  is  a possibility  that  patient  may  become  a 
bulbar.  Morphine  should  be  avoided  since  it  is  a central  nervous 
system  depressant  and  a cough  inhibitor.  If  patient  is  too  uncom- 
fortable one  may  be  forced  to  use  codeine  or  morphine  but  whenever 
possible  this  should  be  held  as  a last  resort.  If  barbiturates  have  to 
be  used,  the  longer  acting  ones  are  less  depressant  of  the  central 
nervous  system  than  the  faster  acting  one  such  as  seconal  or 
amytal. 

Patient  should  always  be  placed  on  a hard  non-yielding  mat- 
tress with  a foot  board  away  from  it,  leaving  a space  for  heels. 
Many  patients  with  Poliomyelitis  have  foot  drop  due  to  anterior 
tibial  weakness  and  the  foot  board  serves  as  support. 

In  Cleveland  City  Hospital  an  attempt  is  made  on  all  poliomye- 
litis patient  to  clean  the  gastrointestinal  tract.  Patients  without 
bulbar  involvement  over  5 years  of  age  are  given  2 ounces  of  a 
50 solution  of  magnesium  sulphate  once  daily  for  two  days.  A 
saline  enema  is  given  once  daily  for  5 days.  Patients  with  no 
bulbar  involvement  under  5 years  of  age  are  given  one  ounce  of  a 
50%  solution  of  Magnesium  Sulphate.  This  solution  may  be  given 
by  stomach  tube,  if  necessary,  saline  enemas  are  also  given  daily  for 
5 days.  In  patients  with  bulbar  involvement  saline  enemas  are 
given. 

Urinary  retention  is  common  in  patients  with  leg  involvement. 
When  bladder  gets  full  it  may  dribble.  Long  urinary  reten- 
tion may  prolong  the  disease,  so  immediate  catheterization  is  re- 
commended and  this  procedure  is  to  be  repeated  every  8 hours,  if 
bladder  is  not  emptied  spontaneously.  This  situation  can  often 
be  overcome  by  the  use  of  a new  Parasympathetic  drug  called 
Furmethide,  which  stimulates  the  urinary  bladder.  This  drug  is 
administered  intramuscularly  in  dosages  ranging  from  1.25  to  5.0 
mgms.  depending  on  the  patients  age.  No  side  reactions  are  noticed 
and  the  response  is  usually  prompt.  In  most  cases  the  bladder  is 
emptied  in  about  15  minutes  after  the  administration  of  the  drug. 
If  no  success  is  met  with  the  first  dose,  a second  dose  may  be 
administered  half  an  a hour  later,  with  usually  prompt  relief. 
This  drug  should  not  be  used  in  cases  with  bulbar  involvement. 

The  use  of  Sulfanilamide  group  of  drugs  is  not  recommended 
by  many  of  the  leading  investigators.  A series  of  experiments 
with  monkeys  revealed  that  those  treated  with  these  drugs  had 
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more  severe  muscular  involvement,  when  injected  with  the  virus 
of  Poliomyelitis.  This  has  been  attributed  to  the  fact  that  these 
drugs  interfere  with  kidney  function. 

Sodium  Phenosulfazole  (Darvisul)  was  used  in  patients  during 
the  1948  epidemic,  by  several  medical  centers.  It  was  found  to 
be  of  no  value  in  the  treatment  of  Poliomyelitis. 

Atropine  should  not  be  used  in  bulbar  patients  since  it  dries 
the  secretions  and  they  become  inspissated. 

Curare  has  been  used  to  relieve  muscle  spams  but  danger  of 
depression  of  the  respiratory  and  circulatory  center  exists.  It  has 
been  used  in  some  centers  to  make  patient  relax  when  he  is  placed 
on  the  respirator  and  is  fighting  in  making  the  adjustment  to  the 
new  environment. 

Priocaline  has  been  used  in  muscle  spams  but  has  been  found 
of  little  value. 

Atropine  should  not  be  used  in  bulbar  patients  since  it  dries 
the  secretions  and  they  become  inspissated. 

Fluids  should  be  limited  parenterally  and  internally  since  they 
increase  the  amount  of  secretions.  In  patients  with  bulbar  invol- 
vement who  are  unable  to  swallow,  they  are  limited  parenterally 
to  500  cc  in  children  or  1000  cc  in  adults.  It  is  better  to  keep  the 
patient  dehydrated  than  to  drown  him  in  his  own  secretions. 

Gavage  feedings  should  be  avoided  since  the  insertion  of  the 
tube  cause  trauma  and  increases  the  amount  of  secretions. 

Most  recently  there  has  been  a great  deal  of  discussion  re- 
garding the  value  of  tracheotomy  in  bulbar  poliomyelitis.  The 
general  tendency  at  the  present  time  is  to  avoid  the  tracheotomy 
and  only  to  use  it  as  a last  resort.  When  a patient  has  marked 
laryngeal  involvement  with  excess  accumulation  of  mucus  and  is 
so  apprehensive  that  he  will  not  sleep,  a tracheotomy  sometimes 
Help  to  calm  him. 

I discussed  briefly  before  the  type  of  patient  that  should  be 
placed  in  the  respirator.  Pure  bulbar  should  never  be  placed  in 
this  apparatus  since  they  are  unable  to  expectorate  and  will  aspirate 
their  secretions.  The  use  of  the  respirator  should  be  limited  to 
those  patients  with  diaphragmatic  and  / or  intercostal  paralysis. 
The  respirator  rests  the  intercostal  and  accessory  muscles  of  res- 
piration and  allows  the  patient  to  rest.  Occasionally  a mixed  type 
of  bulbar  type  who  also  has  involvement  of  the  diaphragmatic  or 
intercostal  muscles  has  to  be  placed  in  the  respirator.  The  prog- 
nosis in  this  type  of  patient  is  very  poor. 

Recently  a new  type  of  machine  used  for  artificial  respiration 
was  invented  at  Pittsburgh  at  the  Wat.son  School  of  Physiotherapy. 
This  looks  like  an  ordinary  bed  but  it  has  a rocking  motion  alter- 
nating the  raising  of  the  foot  of  the  bed  with  the  head  of  the  bed. 
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It  seems  to  be  of  great  help  to  patients  who  are  apprehensive  about 
being  locked  in  the  respirator. 

SUMMARY 

In  summary,  I have  discussed  briefly  some  of  the  recent  ad- 
vances in  Poliomyelitis.  Several  of  the  prominent  features  are 
as  follows: 

a.  The  virology  of  this  disease  was  reviewed.  The  multipli- 
city of  strains  perhaps  offers  an  explanation  for  the  second  at- 
tacks of  the  disease  and  the  difficulty  in  the  development  of  a 
prohylactic  vaccine. 

b.  The  virus  of  poliomyelitis  is  mainly  neurotropic,  but  it 
is  a widespread  infection,  affecting  most  of  the  organs  of  the 
body,  in  a transient  fashion. 

c.  Changes  in  spinal  fluid  in  Poliomyelitis  bears  little  if  any 
relationship  to  the  degree  of  muscular  involvement. 

d.  The  majority  of  the  cases  of  Poliomyelitis  go  undiagnosed 
since  they  only  present  mild  respiratory  and  or  gastrointestinal 
symptoms  and  at  present  there  is  no  adequate  diagnostic  test. 

e.  The  use  of  the  respirator  should  be  limited  to  patients 
with  involvement  of  the  intercostal  muscles  and,  or  diaphragm. 
The  respirator  should  never  be  used  in  a pure  bulbar  case. 

f.  The  use  of  a number  of  drugs  in  this  disease  was  reviewed. 
Furmethide  has  been  found  of  great  value  in  cases  of  urinary  re- 
tention. The  present  day  antibiotics  are  of  no  value  in  the  treat- 
ment of  this  disease. 
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LA  PARALISIS  DEL  NERVIO  FRENICO  Y EL  PNEUMOPERI- 
TONEO  EN  EL  TRATAMIENTO  DE  LA  TUBERCULOSIS 

PULMONAR 


J.  J.  DE  LARA-GARCIA,  M.D.* 

Las  operaciones  sobre  el  nervio  frénico  datan  prácticamente 
de  cuatro  décadas  para  acá.  Empezaron  a practicarse  para  el  trata- 
miento de  bronquiectasia  y cavernas  tuberculosas  de  la  base  del 
pulmón  en  la  segunda  década  de  este  siglo,  pero  su  mayor  auge 
ocurrió  durante  la  tercera.  Miles  de  frenicectomias  y avulsiones  se 
practicaron,  a veces  indiscriminadamente,  para  toda  clase  de  le- 
siones tuberculosas. 

A este  exceso  se  puso  control  durante  la  tercera  década,  ca- 
yendo la  operación  del  frénico  a un  puesto  secundario  más  acorde 
con  los  frutos  de  la  experiencia  y la  experimentación. - 

El  pneumoperitoneo  es  un  hermano  menor,  pues  aunque  antes 
del  1930  se  usó  esporádicamente  en  el  tratamiento  de  la  tubercu- 
losis intestinal,  no  fué  sino  después  de  ese  año  cuando  empezó  a 
generalizarse  y a instituirse  su  práctica  para  tratar  las  lesiones 
del  pulmón. 

Durante  los  últimos  quince  años,  se  han  ido  relacionando  más 
y más  estas  dos  formas  de  tratamiento,  de  tal  modo  que  ya  hoy  día 
casi  todos  los  tisiólogos,  al  indicar  uno  de  los  dos  medios  de  trata- 
miento para  un  caso,  están  pensando  en  el  momento  en  que  el  otro 
pueda  reforzar  la  acción  del  primero.-^’  ** 

En  algunos  centros  es  sistemático  ya  practicar  el  aplastamien- 
to del  frénico  primero  e instituir  el  pneumoperitoneo  a los  pocos 
días;  nosotros  sin  embargo  preferimos  el  eclecticismo  de  conside- 
rar cada  paciente  de  por  si  y discutir  todas  y cada  una  de  las  posi- 
bilidades terapéuticas. 

Al  estudiar  un  paciente  y pensar  en  la  posibilidad  de  una  fré- 
ricopraxia  o de  un  pneumoperitoneo,  observamos  la  forma  y la 
posición  del  diafragma  en  radiografías  de  frente  y de  lado,  y en 
fluoroscopía.  Por  medio  de  este  estudio  determinamos  también  su 
funcionamiento,  y tratamos  de  apreciar  la  influencia  que  pueda 
tener  sobre  los  distintos  segmentos  del  pulmón.  Tomando  como  re- 
ferencia sombras  en  el  parénquima,  notamos  los  posibles  cambios 
de  posición  de  éstas  con  respecto  a la  pared  torácica  durante  los 
movimientos  respiratorios.  De  haber  cambio  de  posición  relati- 
va, se  presume  más  fuertemente  que  la  paralización  del  diafragma 
permitirá  mayor  reposo  y relajación  en  ese  pulmón  o segmento. 
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De  no  observarse  el  cambio  de  posición,  la  operación  no  produci- 
rá alteración  alguna  en  la  mecánica  de  la  respiración  de  ese  pacien- 
te, y por  consiguiente  el  éxito  de  la  operación  será  menos  seguro.^ 

La  mayor  parte  de  las  intervenciones  quirúrgicas  en  tuber- 
culosis pulmonar,  tienen  como  fin  la  obliteración  de  cavidades.  La 
posición  que  éstas  ocupen  influye  mucho  en  la  selección  del  trata- 
miento, pues  sabemos  que  las  situadas  en  la  base  o en  el  hilio,  di- 
fícilmente cierran  con  pneumotórax  o toracoplastia.'  Con  alguna 
frecuencia  las  cavernas  en  esta  localización  responden  favorable- 
mente a la  parálisis  del  frénico. 

Cuando  tenemos  dudas  de  que  la  paralización  del  diafragma 
pueda  ser  beneficiosa,  tratamos  de  establecer  primeramente  el 
pneumoperitoneo.  Este  procedimiento  es  fácilmente  reversible,  y se 
puede  suspender  si  es  que  falla.  Si  por  el  contrario,  después  de  un 
tiempo  razonable  lo  consideramos  provechoso,  podemos  recurrir  a 
la  frenicopraxia  para  reforzar  el  colapso  ventajosamente. 

El  pneumoperitoneo  puede  provocar  una  atelectasia  en  los  seg- 
mentos inferiores  en  pacientes  con  tuberculosis  endobronquial.  An- 
tes de  iniciar  el  pneumoperitoneo  por  lo  tanto,  debe  practicarse  la 
broncoscopia  para  descartar  tuberculosis  endobronquial;  de  exis- 
tir ésta  se  debe  tratar  con  un  corto  curso  de  PAS  y estreptomici- 
na. Debemos  recordar  además,  que  con  un  buen  pneumoperitoneo, 
el  diafragma  se  mueve  mucho  menos  que  antes.  Eso  no  implica  ne- 
cesariamente que  la  operación  sobre  el  frénico  no  vaya  a ser  efec- 
tiva, pues  la  experiencia  nos  ha  enseñado  lo  contrario.  Los  cambios 
tróficos  que  se  producen  en  el  pulmón  después  de  las  operaciones 
sobre  el  frénico  se  atribuyen  no  solamente  a la  paralización  del 
diafragma,  sino  principalmente  también,  al  cese  del  influjo  de  las 
fibras  simpáticas,  las  cuales  influyen  grandemente  sobre  la  circu- 
lación pulmonar. 

Se  creía  antes  que  la  colapsoterapia  del  pulmón  tuberculoso 
ejercía  su  efecto  curativo  por  medio  de  la  compresión,  pero  se  ha 
comprobado  que  es  simplemente  por  relajación,  al  disminuir  la 
presión  negativa  que  mantiene  el  pulmón  distendido.  Eso  permite 
la  retracción  del  parénquima  pulmonar,  sobre  todo  de  las  partes 
enfermas,  que  son  las  que  más  se  benefician  de  la  colapsoterapia 
y en  las  cuales  se  manifiestan  tendencias  a la  fibrosis. 
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C()mip:nzos  de  un  programa  de  salud  mental 

PARA  PUERTO  RICO 


GUILLERMO  ARBONA,  M.D.,  M.P.H.* 

En  la  última  década  hemos  visto  en  Puerto  Rico  al  igual  que 
en  otros  paises  del  mundo,  una  dramática  disminución  en  la  inci- 
dencia de  algunas  de  las  enfermedades  transmisibles.  Muchos  han 
sido  los  factores  que  han  contribuido  a esta  disminución.  Es  di- 
ficil  señalar  con  precisión  la  importancia  de  cada  uno  de  estos  fac- 
tores. Asi  pues,  sabemos  que  los  nuevos  medicamentos  como  las 
drogas  sulfa  y los  antibióticos,  insecticidas  como  el  D.D.T.,  el  me- 
joramiento económico  de  la  población  traducido  en  mejor  dieta  y 
mejores  viviendas,  la  mejor  educación  sanitaria  usando  nuevos 
m.étodos  y nuevos  medios,  la  expansión  de  la  labor  sanitaria  a 
través  de  nuestro  sistema  de  unidades  de  salud  pública  que  desde 
el  1935  sirven  todos  los  municipios  de  la  isla  han  sido  entre  otros, 
factores  de  importancia  en  obtener  estos  logros.  Como  resultado 
de  este  mejoramiento  en  nuestras  condiciones  de  salud  la  mortali- 
dad general  en  Puerto  Rico  ha  disminuido  de  poco  más  de  18  muer- 
tos por  mil  habitantes  en  el  1940  a poco  menos  de  11  en  el  1949. 
La  esperanza  de  vida  calculada  para  niños  nacidos  en  Puerto  Rico 
en  el  1940  era  de  poco  más  de  38  años  mientras  que  para  niños 
nacidos  en  el  1948  se  calcula  una  esperanza  de  vida  de  poco  más 
de  56  años.  Un  mejoramiento  dramático  en  verdad. 

La  carta  constitucional  de  la  Organización  Mundial  de  la  Salud 
define  salud  como  un  estado  de  completo  bienestar  físico,  men- 
tal y social.  Esta  definición  universalmente  aceptada  tiene  va- 
riadas implicaciones.  Ya  no  podemos  como  médicos  considerar  a 
un  individuo  saludable  sólo  a base  de  cerciorarnos  de  que  su  cuer- 
po funciona  dentro  de  la  normalidad.  Tenemos  que  cerciorarnos 
de  que  su  mente  también  funciona  dentro  de  la  normalidad  y de 
que  el  individuo  se  desenvuelve  en  un  medio  ambiente  donde  hay 
cierta  garantía  de  que  su  buen  estado  de  salud  físico  y mental 
no  corre  mayores  riesgos. 

La  salud  física  del  hombre  ha  sido  investigada  por  más  tiem- 
po y con  más  ahinco  que  los  aspectos  mental  y social  de  su  salud 
y como  resultado  de  este  mayor  esfuerzo  hemos  cosechado  mayo- 
res logros  en  este  aspecto  de  salud.  Ahora  comenzamos  a intere- 
sarnos más  en  la  fase  mental  y social  de  la  salud  y es  de  esperar- 
se que  en  años  venideros  cosechemos  resultados  en  el  mejoramien- 
to de  estos  otros  dos  aspectos  de  salud. 

Considerando  hoy  la  salud  mental  del  individuo  debiéramos  en 
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primer  lugar  preguntamos:  ¿Qué  se  puede  hacer  para  mejorar  la 
salud  mental  de  nuestra  población?  No  tenemos  armas  sanitarias 
para  fomentar  la  salud  mental  comparables  a las  que  tenemos  pa- 
ra fomentar  la  salud  física,  estamos  en  las  etapas  iniciales,  buscan- 
do aun  información  básica  que  nos  permita  formular  programas 
dirigidos  hacia  el  mejoramiento  de  la  salud  mental  del  individuo  y 
de  la  comunidad.  Cualquier  programa  que  se  diseñe  hoy  en  día 
tiene  que  hacerse  con  espíritu  investigative  basándolo  en  teorías 
a probarse  definitivamente. 

El  Congreso  Federal  aprobó  en  el  año  1946  la  Ley  Nacional 
de  Salud  Mental  proveyendo  fondos  para  investigación  en  el  cam- 
po de  la  salud  mental,  para  entrenamiento  de  personal  y para  ayu- 
dar a los  estados,  territorios  y posesiones  en  el  desarrollo  de  pro- 
gramas de  higiene  mental.  En  el  año  1949,  Puerto  Rico  recibió 
una  cantidad  de  dinero  para  desarrollo  de  un  programa  de  salud 
mental.  La  ley  provee  que  los  fondos  así  asignados  deberán  ser 
usados  en  un  programa  de  salud  mental  y no  podrán  usarse  en 
programas  de  cuidado  institucional  de  enfermos  mentales.  La  asig- 
nación hecha  a Puerto  Rico  con  este  fin  es  de  alrededor  de  $60,000 
anuales. 

El  Departamento  de  Salud,  encargado  de  este  programa  en 
Puerto  Rico,  una  vez  asignados  los  fondos,  comenzó  a explorar 
la  situación  con  miras  a desarrollar  su  propio  programa.  Una  reu- 
nión da  representantes  de  agencias  interesadas  fué  citada  con  el 
fin  de  delinear  las  necesidades  existentes.  En  esta  reunión  se  se- 
ñaló la  enorme  necesidad  en  Puerto  Rico  por  facilidades  para  la 
hospitalización  y tratamiento  de  enfermos  mentales,  la  enorme  ne- 
cesidad que  tenemos  de  personal  médico,  de  enfermería,  trabajo 
social,  psicología  y otras  profesiones  auxiliares  para  poder  afron- 
tar el  problema  de  salud  mental.  Se  señaló  también  los  serios  pro- 
blemas de  salud  mental  fuera  del  institucional  que  afrontamos  dia- 
riamente y que  se  evidencian  en  nuestra  alta  incidencia  de  delin- 
cuencia juvenil,  divorcios,  crímenes,  etc.  En  resumen  se  señala- 
ion  tantos  y tan  serios  problemas  que  los  asistentes  salieron  de- 
primidos en  cuanto  a las  posibilidades  de  un  programa  de  salud 
mental  para  Puerto  Rico. 

En  el  año  1949  la  Universidad  de  Minnesota'  con  la  ayuda  del 
Commonwealth  Fund  celebró  un  instituto  sobre  la  enseñanza  de 
psicoterapia  a practicantes  generales  de  medicina.  Este  instituto 
consistió  de  clínicas,  charlas  y discusiones  de  grupos.  El  fin  con- 
sistía en  conseguir  que  los  médicos  que  participaban  se  percataran 
de  los  factores  emocionales  envueltos  en  la  práctica  de  la  medici- 

1.  Tcashing  Psychotherapeutic  Medicine:  An  experimental  Course  for  General 
Physicians.  Helen  L.  Womer,  Editor,  New  York,  Commonwealth  Fund, 
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na.  Se  trató  de  demostrar  cómo  en  la  consulta  médica  se  envuel- 
ven emocionalmente  el  médico  y el  paciente  y como  el  médico  al 
reconocer  sus  propias  emociones  y las  de  su  paciente  puede  ayu- 
dar mejor  a éste.  Esta  clase  de  instituto  se  ha  repetido  varias 
veces  ya. 

En  el  año  1948  el  Departamento  de  Sanidad  del  Estado  de  Ca- 
lifornia- celebró  un  instituto  similar  para  oficiales  médicos  sanita- 
rios. En  este  instituto  diseñado  sobre  las  mismas  bases  del  de  la 
Universidad  de  Minnesota  se  enfatizaron  no  sólo  las  relaciones  en- 
tre el  médico  y sus  pacientes  sino  también  las  relaciones  entre  el 
médico  y sus  auxiliares  y entre  el  médico  y la  comunidad. 

La  evaluación  de  estos  institutos  y otros  que  sobre  las  mismas 
bases  se  han  celebrado  aún  se  están  llevando  a cabo.  Las  perso- 
nas que  participaron  como  facultad  o como  estudiantes  se  han 
expresado  en  forma  muy  optimista.  La  evidencia  objetiva  es  difí- 
cil de  obtener  en  el  campo  de  las  emociones  ya  que  no  contamos 
con  medidas  eficientes.  En  general  se  ha  señalado  que  estos  insti- 
tutos son  en  verdad,  institutos  de  relaciones  humanas  y al  usarse 
como  armas  en  programas  de  salud  mental  se  usan  partiendo  de  la 
base  que  el  mejoramiento  de  las  relaciones  humanas  tiende  a evi- 
tar las  enfermedades  mentales. 

El  Departamento  de  Salud  de  Puerto  Rico  pensó  en  organizar 
uno  de  estos  institutos  localmente  invitando  a varios  miembros  de 
las  facultades  del  celebrado  en  California  y de  otro  similar  cele- 
brado en  Mississippi  a venir  a la  isla.  Al  consultarse  el  asunto  al 
Servicio  de  Salud  Pública  Federal  sugirieron  otra  clase  de  insti- 
tuto, más  corto,  de  tres  días  en  vez  de  dos  semanas,  diseñado  no 
sólo  para  médicos  sino  también  para  trabajadores  sociales,  en- 
fermeras, educadores,  etc.  La  idea  pareció  buena  y el  Departamen- 
to invitó  una  facultad  a visitar  Puerto  Rico  para  celebrar  un  institu- 
to para  trabajadores  sanitarios  y de^bienestar  público  (médicos,  en- 
fermeras, trabajadores  sociales,  oficinistas,  etc.)  otro  para  perso- 
nal de  nuestro  sistema  escolar  (maestros,  principales,  supervisores, 
etc.)  y al  mismo  tiempo  entrenar  una  facultad  local  que  pudiera 
continuar  celebrando  los  mismos  de  considerarse  el  instituto  con- 
veniente al  programa  de  salud  mental  que  se  planeaba. 

En  el  mes  de  febrero  de  1950  se  celebraron  estos  dos  institu- 
tos en  Trujillo  Alto  participando  en  los  mismos  la  facultad  traída 
de  Estados  Unidos,  la  facultad  potencial  local  y personal  de  las 
unidades  de  salud  pública  y bienestar  público  y del  sistema  esco- 
lar de  Trujillo  Alto,  Comerío,  Manatí  y Arecibo. 

En  este  instituto,  que  luego  se  ha  denominado  laboratorio  de 
relaciones  humanas;  se  usan  varias  técnicas  de  grupos  con  el  fin 

2.  Public  Health  is  People  - E.  Ginsburg,  Editor,  New  York  Commonwealth 
Fund,  1950. 
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de  que  los  participantes  aprendan  a reconocer  sus  propias  emocio- 
nes, la  de  las  personas  con  quienes  se  relacionan  en  su  vida  diaria. 
Se  cree  que  si  la  persona  logra  hacer  esto  es  capaz  de  mejor  esta- 
blecer buenas  relaciones  y así  mejorar  su  productividad,  al  mismo 
tiempo  evita  situaciones  embarazosas,  situaciones  difíciles;  situa- 
ciones que  consumen  una  gran  cantidad  de  energía  debido  mayor- 
mente a factores  emocionales  que  la  persona  puede  en  ocasiones 
controlar.  Las  técnicas  que  más  se  usan  en  el  instituto  son  el  socio- 
drama,  la  clínica  de  destreza  oral  y la  discusión  en  grupo.  La  im- 
presión de  las  personas  que  participaron  en  los  dos  institutos  cele- 
brados en  Puerto  Rico  fué  muy  buena.  No  ha  transcurrido  aun  su- 
ficiente tiempo  para  una  evaluación  objetiva  y ello  es  difícil  debido 
a que  no  contamos  con  medidas  adecuadas  para  factores  emocio- 
nales. 

Aprovechando  la  estadía  en  Puerto  Rico  del  grupo  de  técnicos 
que  constituyeron  la  facultad  de  estos  institutos,  los  Comisiona- 
dos de  Educación  y Salud  citaron  a la  facultad  visitante  y a la  fa- 
cultad local  que  se  entrenaba  a una  reunión  con  el  fin  de  bosque- 
jar un  programa  de  salud  mental  para  Puerto  Rico.  En  esta  reu- 
nión tomando  en  consideración  las  necesidades  existentes,  y los 
recursos  disponibles  y nuestra  cultura  en  general  se  esbozó  un 
programa.  Se  consideró  que  cualquier  programa  que  se  diseñara 
para  Puerto  Rico  tendría  que  ser  por  necesidad  tentativo,  sujeto 
a aquellos  cambios  que  las  circunstancias  en  cualquier  momento 
aconsejaran. 

El  programa  así  preparado  consiste  de  cinco  puntos  que  va- 
mos a describir  brevemente: 

1.  — Educación  — Explorar  la  situación,  si  necesario  conducir 
investigaciones  sobre  qué  se  puede  enseñar  a nuestro  pueblo  so- 
bre la  prevención  de  enfermedades  mentales.  Mantener  a grupos 
profesionales  informados  sobre  conocimientos  nuevos  en  la  mate- 
ria a través  de  distribución  de  literatura,  conferencias,  etc. 

2.  — Entrenamiento  del  personal  de  campo.  — Esta  labor  con- 
siste en  ofrecer  por  ahora  a todo  el  personal  de  las  Unidades  de 
Salud  Pública,  de  las  Unidades  de  Bienestar  Público  y del  Sistema 
Escolar  en  los  cuatro  pueblos  mencionados  participación  en  Insti- 
tutos como  el  arriba  descrito  tratando  de  entrenar  uno  o más  gru- 
pos localmente  que  puedan  conducir  estos  institutos  y envolver  más 
y más  al  personal  local.  Desarrollar  técnicas  para  la  evaluación  de 
estos  institutos. 

3.  — Integración  de  los  conocimientos  y técnicas  de  higiene 
mental  en  programas  ya  establecidos.  Consiste  en  u.sar  algunas  de 
las  técnicas  desarrolladas  en  los  institutos  en  los  programas  de  sa- 
lud pública,  bienestar  público,  y educación.  Estas  técnicas  se  pue- 
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den  introducir  en  las  clínicas,  en  el  salón  de  clase,  en  conferencias 
de  “staff"  con  el  fin  de  mejorar  la  eficiencia  de  las  mismas. 

4.  — Establecimiento  de  una  clínica  para  niños  problemas  con 
fines  de  demostración.  Esta  clínica  es  con  el  propósito  de  demos- 
trar a médicos,  enfermeras,  trabajadoras  médico-sociales,  etc.  co- 
mo tratar  con  niños  cuyo  desarrollo  emocional  no  se  considera  den- 
tro de  lo  normal.  Se  espera  con  estas  demostraciones  que  el  per- 
sonal que  los  observa  pueda  cuando  se  encuentra  con  casos  simi- 
lares ayudar  a estos  niños,  sus  familias  y sus  maestros  a mejor 
afrontar  las  situaciones. 

5.  — Entrenamiento  de  personal.  A través  de  un  plan  de  becas 
entrenar  Psiquiatras,  Trabajadores  Sociales,  Educadores,  Psicólo- 
gos, Enfermeras,  con  el  fin  de  desarrollar  y expandir  las  otras  fases 
del  plan  expuesto  arriba. 

El  programa  está  actualmente  en  su  fase  inicial.  En  los  mu- 
nicipios de  Arecibo,  Comerío,  Manatí  y Trujillo  Alto  se  han  cele- 
brado ya  cinco  institutos  además  de  los  dos  iniciales,  y se  están 
desarrollando  grupos  locales  para  que  sirvan  de  facultad  en  futuros 
institutos.  La  clínica  para  los  llamados  niños  problemas  ha  comen- 
zado en  Río  Piedras.  Se  está  estudiando  la  fase  educativa.  Un  Psi- 
quiatra, Cuatro  Trabajadores  Sociales,  dos  enfermeras  y tres  Psi- 
cólogos se  están  entrenando  en  Estados  Unidos  al  presente. 

El  programa  lo  dirige  un  grupo  compuesto  por  el  Sr.  Juan  Sil- 
va, Educador,  y la  Srta.  Angeles  Cebollero,  Educadora  Sanitaria 
del  Departamento  de  Instrucción,  la  Srta.  Alicia  Morales,  Traba- 
jadora Social,  la  Srta.  Conchita  Carrasquillo,  Trabajadora  Mé- 
dico Social,  Dr.  Ramón  Fernández  Marina,  Psiquiatra,  y el 
Dr.  Guillermo  Arbona,  Médico  Sanitario  del  Departamento  de 
Salud.  Recientemente  se  ha  unido  a este  grupo  la  Srta.  Niebla  Ma- 
rín, Educadora  del  Departamento  de  Instrucción  y el  Dr.  Waldo 
Rodríguez,  Psiquiatra  y la  Srta.  Carmen  L.  Rivera,  Enfermera 
Sanitaria  del  Departamento  de  Salud,  y esperamos  se  añada  en  un 
futuro  cercano  un  Psicólogo  clínico  al  mismo.  En  este  grupo  el 
Comisionado  de  Instrucción  y el  Comisionado  de  Salud  han  delega- 
do la  planificación  y dirección  del  Programa  de  Salud  Mental. 

Actualmente  se  está  organizando  un  Grupo  Asesor  compuesto 
por  representantes  de  agencias  y otros  grupos  interesados  en  el 
programa  con  el  fin  de  que  el  grupo  directivo  tenga  oportunidad 
de  aconsejarse  con  ellos. 

En  resumen,  informamos  que  se  está  desarrollando  un  pro- 
grama de  Salud  Mental  para  Puerto  Rico,  novel,  en  el  sentido  de 
que  se  están  utilizando  en  el  desarrollo  del  programa,  técnicas 
nuevas,  hasta  cierto  punto  técnicas  aun  en  estado  de  investigación 
y en  un  espíritu  investigative.  El  programa  se  ha  iniciado  en  pe- 
queña escala,  ya  que  los  recursos  con  que  contamos  especialmente 
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en  cuanto  a personal  se  refiere  son  escasos.  El  programa  es  pre- 
ventivo en  su  naturaleza.  Está  basado  en  el  principio  de  que  el 
mejoramiento  de  las  relaciones  humanas  ayuden  a evitar  enfer- 
medades mentales. 
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THE  AMERICAN  COLLEGE  OF  PHYSICIANS 
ASAMBLEA  REGIONAL 


La  segunda  asamblea  regional  del  American  College  of  Phy- 
sicians se  llevó  a efecto  según  estaba  anunciado,  el  domingo,  5 de 
noviembre  en  el  Salón  de  Actos  de  la  Asociación  Médica  de  P.  R.  El 
Dr.  Maurice  C.  Pincoffs,  Presidente  electo  del  American  College 
of  Physicians  y Profesor  de  Medicina  de  la  Universidad  de  Mary- 
land, fué  el  huésped  de  honor  en  representación  del  Colegio  y par- 
ticipó en  la  sesión  científica  y en  el  banquete.  El  Dr.  R.  Rodríguez 
Molina,  Gobernador  del  Colegio  para  Puerto  Rico,  declaró  abierta  la 
sesión  e inmediatamente  se  guardó  un  minuto  de  silencio  a la  me- 
moria del  Dr.  Manuel  de  la  Pila-Iglesias,  Fellow  del  Colegio,  feneci- 
do recientemente  a consecuencia  de  un  accidente  automovilístico. 

El  Dr.  Juan  A.  Pons,  Comisionado  de  Salud  de  Puerto  Rico  presi- 
dió la  reunión  científica  presentando  el  primer  trabajo  de  la  tarde  ti- 
tulado ‘ The  present  day  medical  problems  in  Puerto  Rico”.  El  Dr. 
Pons  planteó  los  problemas  de  salud  pública  más  importantes  de 
nuestro  país  señalando  además  el  descenso  en  la  mortalidad  y mor- 
bilidad de  la  tuberculosis  pulmonar.  Mencionó  también  el  aumen- 
to observado  en  la  última  década  en  la  prolongación  de  vida  del  in- 
dividuo promedio  de  Puerto  Rico.  El  symposium  sobre  Leptospiro- 
sis comprendió  discusión  del  cuadro  clínico,  patogénesis  y trata- 
miendo  de  esta  enfermedad  participando  los  Dres.  Eduardo  R.  Pons, 
Enrique  Koppisch  y Howard  E.  Hall.  El  trabajo  señaló  la  impor- 
tancia que  tiene  la  enfermedad  de  Weil  en  Puerto  Rico  cuya  inci- 
dencia parece  está  aumentando.  La  presentación  fué  excelente  y 
los  autores  fueron  muy  felicitados,  particularmente  por  el  Dr.  Pin- 
coffs. El  symposium  sobre  Esquistosomiasis  Mansoni  en  el  que  to- 
maron parte  los  Dres.  Rurico  S.  Díaz-Rivera  y Federico  Hernán- 
dez-Morales  fué  muy  instructivo  y discutido.  El  doctor  Juan  A.  Pons 
manifestó  que  dentro  cinco  o seis  años  habremos  alcanzado  el  con- 
trol de  la  Esquistosomiasis  de  Manson  a través  de  un  agente  molus- 
cocida  que  actualmente  está  ensayando  el  Departamento  de  Salud. 
Sus  manifestaciones  fueron  realmente  alentadoras.  El  trabajo  del 
Dr.  Andrés  E.  Salazar  sobre  ACTH  comprendió  un  análisis  clínico 
de  algunos  casos  de  distintas  enfermedades  en  las  que  se  empleó 
esta  droga  por  el  grupo  del  Hospital  Presbiteriano  de  San  Juan.  El 
próximo  trabajo  fué  el  del  Dr.  Roberto  Francisco  sobre  el  uso  de 
una  prueba  de  tolerancia  del  colesterol  y el  diagnóstico  de  la  atero- 
matosis  coronaria.  El  último  trabajo  de  la  sesión  científica  estuvo 
a cargo  del  huésped  de  honor,  Dr.  Pincoffs,  quien  habló  sobre  “Pa- 
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roxysmal  Arrhythmias”  del  corazón  y de  ios  cuadros  clínicos  que  a 
veces  acompañan  a estas  arritmias  cardíacas. 

El  banquete  que  fué  el  acto  social  de  la  Asamblea,  se  celebró 
en  el  Hotel  Condado  Beach  esa  noche  después  de  una  recepción. 
Asistieron  algunos  miembros  del  Colegio  con  sus  esposas  así  como 
también  varios  compañeros  no  afiliados  al  Colegio.  Después  de  los 
postres,  hicieron  uso  de  la  palabra  el  Dr.  Diaz-Rivera,  en  calidad  de 
maestro  de  ceremonias,  el  Dr.  Martin,  el  Dr.  Rodríguez-Molina  y el 
Dr.  Pincoffs.  El  tema  de  la  charla  del  Dr.  Rodríguez-Molina  fué 
■‘Background  for  a medical  school  in  Puerto  Rico.”  Hizo  historia 
ae  las  gestiones  oficiales  que  desde  tiempos  de  España  se  han  reali- 
zado para  crear  una  escuela  de  medicina  en  Puerto  Rico.  Mencionó 
también  la  tradición  espiritual  y científica,  legado  que  recibe  la 
nueva  escuela  de  medicina  y que  viene  de  lejos,  desde  el  descubri- 
miento de  la  Uncinariasis  en  Puerto  Rico  por  el  Dr.  Ashford  en 
1899,  de  la  Comisión  de  Anemia  de  Puerto  Rico,  el  establecimiento 
del  Instituto  de  Medicina  Tropical  e Higiene  y por  último,  la  labor 
sólida  y fructífera  de  la  Escuela  de  Medicina  Tropical  durante  los 
últimos  24  años.  El  Dr.  Donald  S.  Martin,  Decano  de  la  Escuela  de 
Medicina  de  la  Universidad  de  Puerto  Rico,  dijo  breves  palabras 
manifestando  que  son  sus  propósitos  de  que  los  graduados  de  nues- 
tra primera  escuela  de  medicina  se  sientan  deseosos  de  dedicarse  a 
la  práctica  de  la  medicina  general.  El  Dr.  Pincoffs  cerró  el  acto  ha- 
blando de  los  problemas  actuales  que  confronta  la  medicina  en  los 
Estados  Unidos,  entre  ellos,  el  de  la  medicina  socializada  y la  con- 
centración de  servicios  médicos  en  los  centros  urbanos. 

Los  miembros  del  American  College  of  Physicians,  residentes 
en  Puerto  Rico  se  sienten  satisfechos  por  el  éxito  de  su  asamblea 
anual  y desean  expresar  su  agradecimiento  a todas  aquellas  perso- 
nas que  cooperaron  al  éxito  de  la  misma,  a pesar  de  los  recientes 
desagradables  acontecimientos  ocurridos  sólo  unos  días  antes  de  la 
fecha  de  su  celebración. 


DR.  MANUEL  DE  LA  PILA 
Septiembre  18,  1882  — Octubre  7,  1950 
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DR.  MANUEL  DE  LA  PILA 


\ El  sábado,  7 de  octubre,  falleció  víctima  de  un  accidente  de 
automóvil,  a la  edad  de  68  años,  el  destacado  líder  de  la  profesión 
médica  puertorriqueña  doctor  Manuel  de  la  Pila  Iglesias. 

Nació  el  doctor  Pila  en  Cádiz,  España,  el  día  18  de  septiem- 
bre de  1882,  y recibió  su  instrucción  elemental  y secundaria  en 
nuestra  Isla,  la  cual  terminó  en  el  año  1898 ; se  recibió  de  médico  en 
el  1907 ; fué  profesor  agregado  de  la  Facultad  de  medicina  de  Bar- 
celona hasta  el  1908.  A su  regreso  a Puerto  Rico  empezó  a ejercer 
su  profesión  como  cirujano  en  el  Hospital  Santo  Asilo  de  Damas 
en  Ponce,  siendo  director  del  mismo  del  1914  al  1926,  en  cuyo  año 
fundó  la  clínica  que  lleva  su  nombre,  la  cual  dirigió  con  singular 
éxito,  logrando  convertirla  en  una  de  las  mejores  instituciones  de 
su  clase  en  nuestra  isla. 

El  doctor  Pila  realizó  obra  de  verdadero  provecho  para  la  co- 
munidad en  general ; muy  especialmente  para  los  habitantes  de 
Ponce;  fué  el  principal  propulsor  de,  y presidió  hasta  la  fecha  de  su 
fallecimiento,  la  Cruz  Azul  de  Puerto  Rico,  organización  que 
ofrece  un  seguro  médico-hospitalario  que  cubre  cerca  de  60,000 
familias  de  nuestro  país.  Fué  además  el  doctor  Pila,  organizador 
y principal  sostenedor  de  la  Asociación  para  la  Lucha  Contra  el 
Cáncer  en  la  costa  sur  de  nuestra  Isla;  organizó,  adscrita  a su  hos- 
pital, una  clínica  para  la  atención  de  niños  pobres,  y destacóse  en 
todo  momento  como  un  médico  altamente  humanitario,  que  se  pre- 
ocupaba por  igual  de  la  salud  como  del  bienestar  general  de  sus 
compueblanos. 

Durante  su  paso  por  la  presidencia  de  la  Asociación  Médica 
de  Puerto  Rico,  el  doctor  Pila  hizo  alarde  de  una  vitalidad  insos- 
pechada, y sin  desatender  sus  obligaciones  para  con  sus  miles  de 
pacientes,  cumplió  debidamente  todos  sus  deberes  como  presiden- 
te de  la  clase  médica,  realizando  labor  de  gran  provecho  para 
sus  compañeros  médicos.  Fruto  destacado  de  su  iniciativa  lo  es  el 
plan  de  seguro  con  que  cuentan  hoy  los  miembros  de  nuestra  Aso- 
ciación. El  doctor  Pila  fué  presidente  del  Consejo  de  Hospitales  de 
Puerto  Rico,  miembro  del  Tribunal  Examinador  de  Médicos,  Speaker 
de  nuestra  cámara  de  Delegados,  delegado  de  nuestra  Asociación 
ante  la  Cámara  de  Delegados  de  la  Asociación  Médica  Americana; 
formó  parte,  en  unión  de  los  doctores  Oscar  Costa  Mandry  y Ra- 
món M.  Suárez,  de  la  comisión  que  realizó  el  primer  estudio  so- 
bre la  posibilidad  de  organizar  una  escuela  de  medicina  adscrita  a 
la  Universidad  de  Puerto  Rico,  y tomó  parte  destacada  en  todo 
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problema  de  carácter  médico-social  surgido  en  nuestra  Isla  durante 
las  pasadas  tres  décadas. 

Su  inesperada  y temprana  desaparición  deja  un  hondo  vacío 
en  nuestra  agrupación  médica  y priva  al  pueblo  de  Ponce  y a la 
comunidad  puertorriqueña  en  general  de  los  sabios  y valiosos  ser- 
vicios de  uno  de  sus  más  preclaros  ciudadanos. 

La  Junta  Editora  del  Boletín  desea  testimoniar  a los  deudos 
del  amigo  fenecido  nuestra  más  sentida  condolencia. 
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Diciembre  12-17,  1950 
Martes,  Diciembre  12  - Día  del  Cáncer 
8:30  a.  m. 

Welcome,  Dr.  A.  Oliveras  Guerra 
Introduction,  Dr.  I.  González  Martínez 
Opening  Remarks,  Dr.  Bruster  Miller 

Present  Concepts  of  Cancer  of  the  Cervix,  Dr.  Langdon  Par- 
sons 

Indications  for  Radiotherapy  of  Cancer  - Dr.  Juan  del  Regato 
Management  of  Regional  Lymph  Node  Metastases  - Dr.  Grant- 
ley  W.  Taylor 

Cancer  in  Childhood  - Dr.  Wilburt  C.  Davison 
Lunch 

2:00  p.  m. 

Evaluation  and  Application  of  Tests  for  the  Diagnosis  of  Can- 
cer - Dr.  Douglas  H.  Sprunt 

Radiotherapy  of  Cancer  of  the  Oral  Cavity  - Dr.  Juan  del  Re- 
gato 

Bone  Tumors  in  the  Younger  Age  Patient  - Dr.  Wilburt  C. 
Davison 

Cancer  of  the  Endometrium  - Dr.  Langdon  Parsons 

8:00  p.  m. 

Fundamentals  of  Treatment  of  Cancer  of  the  Breast  and 
Newer  Approaches  to  their  Application  - Dr.  Grantley  W. 
Taylor 

Pathology  and  the  Pathologist  in  Relation  to  the  Clinician  in 
a Tumor  Program  - Dr.  Douglas  H.  Sprunt 
Panel  Discussion  - The  six  visiting  lecturers  will  constitute 
a board  to  discuss  questions  previously  submitted  in  writing. 

Miércoles,  Diciembre  13 

9:30  - 12:00  m.  - Hospital  Presbiteriano 

I — Symposium  on  the  Practical  Applications  of  the  Newer 
Drugs,  ACTH  and  Cortisone 
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a)  Basic  physiological  considerations  - Dr.  Manuel  E. 
Paniagua 

b)  The  Use  of  Cortisone  and  ACTH  in  Asthma  and  Al- 
lied Allergic  conditions  - Drs.  Eduardo  Montilla  and 
A.  M.  Marchand 

c)  The  Use  of  Cortisone  and  ACTH  in  Eye  Disease  - Dr. 
A.  Navas 

d)  The  Use  of  Cortisone  and  ACTH  in  Rheumatic  Fever 
Dr.  Dwight  Santiago 

e)  The  Use  of  Cortisone  and  ACTH  in  diseases  of  In- 
fancy and  Childhood  - Dr.  Antonio  Ortiz 

f)  The  Use  of  Cortisone  and  ACTH  in  Rheumatoid  Ar- 
thritis and  other  Miscellaneous  Diseases  - Dr.  Andrés 
Salazar 

g)  The  Relation  of  Parasitic  Eosinophilia  to  the  inter- 
pretation of  the  Thorn  Test  - Dr.  F.  Hernández-Mo- 
rales 

h)  Round  table  discussion,  questions  and  answers  period 


II — Surgical  Demonstrations  - Operating  Room 

(Detailed  List  of  these  operations  and  section  of  the 
program,  will  be  forwarded  later). 


Ill — Presentation  of  X-Ray  films  of  Diagnostic  Interest  - Drs. 
J.  Landrón  and  Pedro  Ramos-Casellas. 

2:00  - 5:00  p.  m.  - Domicilio  de  la  Asociación 

Sesión  administrativa  de  la  Cámara  de  Delegados  en  el  domi- 
cilio de  la  Asociación. 


8:30  - 11:00  p.  m.  - Domicilio  de  la  Asociación 

Presentación  de  los  huéspedes  - Dr.  Ramón  M.  Suárez 
Discurso  del  Presidente  de  la  Asociación  - Dr.  A.  Oliveras- 
Guerra 

The  Management  of  Diseases  of  the  Thyroid  - Dr.  Frank  H. 
Lahey 

The  Acute  Abdomen 

Medical  Aspects,  Dr.  Henry  L.  Bockus 
Surgical  Aspects,  Dr.  L.  Kraeer  Ferguson 
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Jueves,  Diciembre  14 

8:00  - 12:00  m.  - Hospital  de  la  Capital 

Departmental  Rounds  in  charge  of  Chiefs  of  Service 

1.  Medicine,  Dr.  R.  S.  Diaz-Rivera 

2.  Surgery,  Dr.  J.  Noya  Benitez 

3.  Obstetrics  and  Gynecology,  Dr.  M.  Fernández-Fuster 

4.  Pediatrics,  Dr.  Antonio  Ortiz 

Report  on  Gastrectomies  since  July  1949  - Dr.  M.  Garrido 
Weil’s  Disease  in  Children  - Drs.  E.  Muñoz-Dones  and  E.  Mi- 
rabal 

The  Effects  of  the  Newer  Antibiotics  and  Cortisone  in  Typhus 
Fever  - Dr.  F.  Trilla 

Clinical  Evaluation  of  X-Ray  Pelvimetry  in  the  Dystocia  Sus- 
pect - Drs.  T.  V.  Cook  and  J.  Diaz  Carazo 
Hematuria,  a Clinical  Manifestation  of  Malignancy  of  the 
Urinary  Tract  - Dr.  Néstor  Méndez 
Treatment  of  Amoebic  Dysentery  with  the  Newer  Antibiotics 
Preliminary  Report  - Drs.  J.  Aponte  and  M.  Marin 
Antibiotic  Therapy  of  Staphylococcal  Septicemia  - Dr.  J.  Ru- 
llán 

Management  of  Eclampsia  at  the  San  Juan  City  Hospital  - 
Drs.  M.  T.  Berio  and  J.  Garcia  Garcia 
Laboratory  Aids  in  the  Diagnosis  of  Infectious  Hepatitis  - Dr. 

M.  V.  Torregrosa 
Clinico-pathological  Conference 

2:00  - 5:00  p.  m.  - Domicilio  de  la  Asociación 

Sesión  administrativa  de  la  Cámara  de  Delegados  en  el  domi- 
cilio de  la  Asociación 

2:00  - 6:00  p.  m.  - Escuela  de  Medicina 

Artificial  Pneumothorax  Evaluation  based  on  Complications 
Dr.  J.  L.  Porrata-Armstrong 

Toracoplastia  anterolateral  primaria  - Dr.  Jaime  F.  Pou 
Nuevos  aspectos  sobre  la  defensa  de  los  organismos  contra  las 
infecciones  bacterianas  - Dr.  Pedro  Domingo 
The  Surgical  Treatment  of  Chemical  Strictures  of  the  Eso- 
phagus - Dr.  David  Rodríguez-Pérez 
The  E.sophagus  and  its  disea.ses  - Dr.  Louis  H.  Clerf 
Lesions  of  the  Terminal  Ileum,  Colon  and  Rectum  - Dr.  Frank 
C.  Lahey 
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8:30  p,  m.  - Domicilio  de  la  Asociación 

The  Medical  Aspects  of  Nuclear  energy  - Dr.  Leo  Meyer 

The  Surgical  Aspects  of  Ulcerative  Colitis  and  Regional  Ente- 
ritis - Dr.  L.  Kraeer  Ferguson 

The  Treatment  and  Prognosis  in  Hepatic  Cirrhosis  - Dr.  Henry 
L.  Bockus. 


Viernes,  Diciembre  15 


8:00  - 12:00  m.  - Hospital  San  Patricio 

Hospital  War  Rounds 

Presentation  of  cases  and  demonstrations  by  members  of  the 
Medical  and  Surgical  Staff 
Case  presentation  - Dr.  Luis  A.  Sanjurjo 
Presentation  and  discussion  of  mediastinal  and  esophageal 
tumors  by  members  of  the  Hospital  Staff 
Presentation  of  interesting  cases  and  discussion  by  Drs.  Henry 
L.  Bockus,  L.  K.  Ferguson,  Félix  M,  Reyes  and  Laszlo  Ehr- 
lich 

Luncheon  - Main  Dining  Room 


9:00  - 11:00  a.  m.  - Clínica  Dr.  Juliá 

(a)  Presentación  y discusión  de  casos  de  interés  neuro 
psiquiátrico 

(b)  Demostración  de  técnicas 


2:30  - 6:30  p.  m.  - Domicilio  de  la  Asociación 

Recent  Developments  in  Vitamin  B12  Therapy  - Dr.  Leonard 
J.  Piccoli  — Discussion  by:  Dr.  Ramón  M.  Suárez 
News  from  the  Nutritional  Front  - Dr.  Paul  Gyorgy 
Rehabilitation  on  Chronic  Diseases  - Dr.  Howard  A.  Rusk 
Discussion  by:  Dr.  Herman  J.  Flax 
Diagnosis  and  Management  of  Pelvic  Malignancy  - Dr.  Lewis 
C.  Sheffey  — Discussion  by:  Dr.  Jenaro  Suárez 
Peptic  Ulcer 

Medical  Aspects:  Dr,  Henry  L,  Bockus 
Surgical  Aspects:  Dr.  L,  Kraeer  Ferguson 
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Sábado,  Diciembre  16 

9:00  - 12:00  m.  - Escuela  de  Medicina 

The  High  Ascorbic  Acid  Content  of  the  Puerto  Rican  Cherry 
and  its  Possible  Medical  Importance  - Dr.  Conrado  F.  Asenjo 
Vitamin  E and  Nutritional  Liver  Diseases  in  the  Rat  - Drs. 

Marianne  Goettsch  and  E,  R.  Izquierdo 
The  Adrenal  Gland  in  Sprue  - Dr.  Federico  Diez 
Idiopathic  Chronic  Ulcerative  Colitis  in  Puerto  Rico  - Dr.  F. 
Hernández  Morales 

Splenectomy  in  the  Treatment  of  Hypersplenism  and  Esopha- 
geal Varices  - Dr.  J.  Noya  Benitez 
Original  Findings  Regarding  Changes  in  the  Vascular  System 
Following  Birth  with  Special  Reference  to  the  Ductus  Ar- 
teriosus - Dr.  Gustave  J.  Noback 
Clinico-Pathological  Conference 

2:00  - 6:00  p.  m.  - Domicilio  de  la  Asociación 

The  Rehabilitation  of  Shoulder  Injuries  - Dr.  Herman  J.  Flax 
Discussion  by:  Dr.  Manuel  Espinosa 
Medicine,  Manpower  and  Mobilization  - Dr.  Howard  A.  Rusk 
Discussion  by:  Dr.  John  B.  Coates 
Transthoracic  Resection  of  the  Esophagus  for  Congenital 
Stricture  in  Two  Stages  - Dr.  Basilio  Dávila  — Discussion 
by:  Dr.  David  Rodriguez  Pérez 
The  Results  of  Endocrine  Therapy  of  Prostatic  Cancer:  Diag- 
nostic Implication  of  Serum  Phosphatase  Determinations  - 
Dr.  Reed  M.  Nesbit  — Discussion  by:  Dr.  Luis  A.  Sanjurjo 
Recent  Developments  in  our  Knowledge  of  Hepatic  Injury 
(Etiology,  Prevention,  Treatment)  - Dr.  Paul  Gyorgy 

Domingo,  Diciembre  17 

10:00  - 1:00  p.  m.  - Domicilio  de  la  Asociación 

Valorización  de  las  técnicas  actuales  de  vacunación  antituber- 
culosa con  el  BCG  - Dr.  Pedro  Domingo  — Discusión  por: 
Dr.  E.  Garrido  Morales 

The  Problem  of  Pelvic  Pain  in  Differential  Diagnosis  and  Man- 
agement - Dr.  Lewis  C.  Sheffey  — Discussion  by:  Dr.  M. 
Fernández-Fuster 

The  Diagnosis  and  Management  of  Infertility  in  the  Male  - Dr. 

Reed  M.  Nesbit  — Discussion  by:  Dr.  Pablo  G.  Curbelo 
The  Clinical  Significance  of  Certain  Re.spiratory  Symptoms  - 
Dr.  Louis  H.  Clerf 


Favored  Form 
of  Milk  for 
Infant  Formula 


r-f,  "9, 
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Pet  Milk  Helps 
Build  Sturdy  Bodies 
After  Weaning,  Too! 

As  a doctor  you  know  that  milk 
stands  alone  among  foods  in  its 
completeness  of  nutritive  content 
. . . that  milk,  therefore,  is 
unequaled  by  any  other  food  for 
the  building  of  sturdy  bodies 
and  strong,  straight  teeth. 

That’s  why  you  recommend  it  for 
infant  feeding!  That’s  why  young 
bodies  need  milk  continuously 
— for  muscles,  bones  and  teeth — 
up  through  the  strenuous  years 
of  growth. 

As  a physician  you  know  what  a 
mother  sometimes  fails  to  realize, 
that  Pet  Evaporated  Milk,  that 
has  nourished  her  child  so  well 
in  infancy,  is  good  milk  to  drink 
all  through  life  . . . that  its 
usefulness  extends  far  beyond 
bottle-feeding  days! 

Today,  thousands  of  children  are 
continuing  to  thrive  on  Pet  Milk 
long  after  weaning  from  bottle 
to  cup.  The  same  qualities 
recommend  it — unfailing  sterility, 
easy  digestibility,  retention  of 
food  values,  economy! 

So  when  mothers  ask  that  familiar 
question,  “When  do  I change  my 
baby  to  regular  milk?,’’  the  wise 
answer  is  “Pet  Milk  is  milk — 
safe,  convenient,  economical 
milk!  Keep  your  child  on  it 
through  all  his  growing  years!’’ 


PET  MILK  COMPANY,  1472-K  Arcade  Building,  St.  Louis  1,  Missouri 

Distribuidores:  H.  FERNANDEZ  & HNOS.,  SUCRS. 

P.  O.  Rox  .3629  — San  .Tuan,  P.  R. 


the  modern 
therapy  in  VAG I N I T 1 S 


50%  of  all  women  patients  extiibit  vaginal  discharge, 
and  pH  is  the  index. 

Since  acidity  is  the  most  important  therapeutic  factor 
in  vaginitis,  DOMOGYN,  with  an  optimum  pH  of  4.2 
quickly  and  effectively  controls  the  condition  and  re- 
establishes optimum  acidity,  and  a normal  vaginal 
flora. 


One  teaspoonful  of  bulk  DOMOGYN,  or  the  contents  of 
a DOMOGYN  Packette  in  2 quarts  of  warm  water  as  a 
soothing  therapeutic  douche. 

Available  at  all  drug  stores 


, FOR  RELIEF  AND 

. ERADICATION  OF 


ATHLETE’S  FOOT 


DOMEBORO  SOLUTION  for  a 

soo'thing  preparatory  foot-soak  to  re- 
lieve acutely  inflamed  conditions.* 


FUNGI-TREAT,  applied  with  brush- 
applicator  to  crevices  and  affected 
areas,  for  its  specific  fungicidal 
action. 

Try  this  simple  treatment  on  your 
most  stubborn  coses  of  Athlete’s  Foot 
. . . write  for  liberal  clinical  samples. 


DOMEBORO  POWDER  is  available 
at  all  drug  stores  in  one-pound  and 
five-pound  containers;  also  in 
individual  calculated-dose  packets, 
boxes  of  1 2 and  100. 


FUNGI-TREAT  is  supplied  in 
applicator-stoppered  bottles  contain- 
ing one  fluid  ounce;  also  in  bottles 
containing  4 ounces,  and  in  pints. 
’Schwartz,  L.,  et  ol;  Industrial  Medicine, 
18:6,  257-258,  June,  1949. 


Contact 


LUIS  G A R R A T O N,  INC. 


352  Allen  Street,  San  Juan,  P.  R. 
Phone  Number  3-1593 
for  literature  and  professional  samples 

DOME  CHEMICAL  INC. 
New  York  23,  N.  Y. 


• . . estrogen 
preferred  by  us  is 
Tremarin,’  a mixture 
of  conjugated  estrogens, 
the  principal  one 
of  which  is 
estrone  sulfate.” 

HambIeD.E.C:  North  Carolioa  M.J. 7:533  (Oct)  1946. 


In  treating  the  menopausal  syndrome 
with  “Premarin”  Perloff*  reports  that 
“Ninety-five  and  eight  tenths  per  cent 
of  patients  treated  with  3.75  mg. 
or  less  daily  obtained  complete  relief 
of  symptoms”;  also,  “General  tonic 
effects  were  noteworthy  and  the  greatest 
percentage  of  patients  who  expressed 
clear-cut  preferences  for  any  drug 
designated  ‘Premarin!” 

Thus,  the  sense  of  “well-being” 
usually  imparted  represents  a “plus”  in 
“Premarin”  therapy  which  not  only 
gratifies  the  patient  but  is  conducive  to 
a highly  satisfactory  patient-doctor 
relationship. 

Four  potencies  of  “Premarin” 
permit  flexibility  of  dosage:  2.5  mg., 
1.25  mg.,  0.625  mg.  and  0.3  mg.  tablets; 
also  in  liquid  form,  0.625  mg.  in 
each  4 cc.  (1  teaspoonfiil). 

*P«rloff.  W.  H.t  Am.  J.  Ob«t.  A GjroM.  $6:684  (Oct.)  1949. 


While  sodium  estrone  sulfate  is  the  principal  estrogen  in 
“Premarinl*  other  equine  estrogens... estradiol,  equilin, 
equilenin,  hippulin...are  probably  also  present  in  varying 
amounts  as  water-soluble  conjugates. 


£strOfenic  Substances  ( water-soluble)  also  ánown  as  Conjugated  Estrogens  ( equine) 


Ayerst,  McKenna  & Harrison  Limited 
22  E!ast  40th  Street,  New  York  16,  N.  Y. 


Di.slribuidores  en  Puerto  Rico 
K.  PONT  FLORES  — San  .Juan,  Puerto  Rico 


For  mixed  infections 


^‘Tl^OFURAZOt^^l,^," 


' i-NiTno^fORALCf* 


»AS£. 
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^ses  AVAILABte 


^^nr^nic,  ¿nféctea,  £tita/)i¿^í4Á  ttlcevó'  of  hypostatic,  decubital  or  diabetic  origin,  usually 
respond  rapidly  to  topical  Furacin  therapy.  Of  81  such  cases  specifically  mentioned  in  the 
literature,  good  results  were  obtained  in  65.  The  infection,  odor  and  discharge 
usually  diminished  promptly  without  delay  of  healing.  Furacin®  brand  of  ^ — 

nitrofurazone,  is  available  as  Furacin  Solution  (N.N.R.)  and  ^ 

Furacin  Soluble  Dressing  (N.N.R.)  containing  Furacin  0.2%. 

These  preparations  are  indicated  for  topical  application  in  the 
prophylaxis  or  treatment  of  infections  of  wounds,  second 
and  third  degree  burns,  cutaneous  ulcers,  pyodermas 
and  skin  grafts.  Literature  on  request. 

EATON  LABORATORIES,  INC.,  NORWICH,  N.  V.  / 

CowninK,  J.  et  al. : J.  A.  M.  A.  133  ;299,  1947  * Johnson,  H. : Arch.  Dennat.  . 

& Syph,  57:348.  1948  * Miller,  J.  et  al. : New  York  State  J.  Med.  47:2316, 

1947  * Miller,  R.  et  al. : North  Carolina  M.  J.  9:574.  1948  * Shipley.  E. 
al..  Suri?.,  Gynec.  & Obst. 
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Distribuidores— CESAR  CASTILLO,  INC.,  Calle  Tefuan  155,  San  Juan 


Quimioterapia  local 
rápida  y segura 


Eficaz  y sin  peligro,  los  Chicles  Sul- 
fátíazol  Juaits  vienen  demostran- 
do su  utilidad  clínica  desde  hace 
más  años  que  ningún  otro  medica- 
mento quimioterápico  o aritibiótico 
en  el  tratamiento  local  de  infeccio- 
nes bucofaríngeas.' 


En  las 
infecciones 
bucofaríngeas 


1.  EFICACIA.  Let  Chiclet  Sulfetiazol  Jueitt  producen  una  solución 
salival  concentrada  de  sulfatiazol  que  baña  las  mucosas  infectadas. 

2.  SEGURIDAD.  La  concentración  sanguínea  que  ocasiona  el  sulfa- 
tiazol es  casi  insigniñcante  aun  con  dosis  máximas  o en  los  niños, 
con  lo  que  se  evitan  reacciones  tóxicas  generales. 

3.  RAPIDEZ.  En  las  infecciones  bucales  y laríngeas  corrientes  debidas 
a casos  agudos  de  angina  de  Vincent,  con  el  tratamiento  de 
Chicles  Sulfatiazol  Juaits  se  alivian  de  4S  a 72  horas. 

4.  ESTABILIDAD.  Los  Chicles  Sulfatiazol  Juaits  conservan  su  poten- 
cialidad total  bajo  condiciones  ordinarias. 

5.  CONVENIENCIA.  Agradables  al  paladar,  son  fáciles  de  adminis- 
trar hasta  a los  niños.  La  dosiñcación  no  es  costosa. 

6.  CAMPO  CLINICO.  Indicados  en  las  infecciones  susceptibles  a la 
acción  sulfonamida  de  la  zona  bucofaríngea. 

En  paquetes  de  24  tabletas 
de  0.5  gm.  en  cintas  higiénicas, 
en  una  cajita. 

"C-HICbES  SULFÁfiAZOL 
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Quimioterapia  local  segura 
White  Laboratories,  Inc.,  Newark  7,  N.  J.,  E.  U.A  • Fabricantes  de  Productos  Farmacéuticos 


JUAITS 


Distribuidores:  FRANCISCO  N.  CASTAGNET 
San  .luán,  Puerto  Rico 
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nuevo  catalizadóF  del  liie'rro' 
para  mejorar  la 


1 El  Mol-iron  de  Juaits  es  un  complejo  estable  de  óxido  de 
I molibdeno,  cuya  potencialidad  ferrosa  en  la  anemia  hipo- 
| ; crómica  ha  sido  comprobada  en  recientes  investigaciones.  En 
. un  compuesto  (co-precipitado)  de  sulfato  ferroso,  ofrece 
I estas  características. 


Aumento  hemoglobíníco.  Los  pacientes  que  toman  ta- 
bletas de  Mol-iron  experimentan  con  un  tratamiento  más 
corto,  un  aumento  considerable  de  hemoglobina  por  término 
medio. 

Mejor  tolerancia.  Con  este  nuevo  agente  hemopoyético 
los  efectos  secundarios  gastrointestinales  son  mucho  menos 
frecuentes,  aun  en  pacientes  que  han  demostrado  intoleran- 
cia a otros  preparados  a base  de  hierro. 


Campo  clínico  más  extenso.  Es  más  eficaz  que  otros  pre- 
: parados  en  las  anemias  hipocrómicas,  cualquiera  que  sea  su 
[ etiología,  en  las  hemorragias  crónicas  y en  las  deficiencias 
i nutritivas. 


Ponga  a prueba  las  Tabletas  Mol-iron  en  los  casos  de  mayor 
intolerancia  de  hierro.  Le  sorprenderán  sus  buenos  resultados. 


tabletas 


Mol-iron 


de  Juaits 


SULFATO  FERROSO  MOLIBDENICO 


White  Laboratories,  Inc.,  Newark  7,  N.  J.,  E.  U.A.  • Fabricantes  de  Productos  Farmacéuticos 
Distribuidores:  FRANCISCO  N.  CASTAGNET 
San  Juan,  Puerto  Rico 


cereales,  la  harina  de 
avena  . . . ocupa  el  primer 
lugar  en  valor  nutritivo.” 


Primera  en  Vitamina  Bi  » . » 

Primera  en  Protema  . . . 

Primera  en  Hierro . . . 

Primera  en  Energía  Alimenticia , , . 

EsítJS  son  hechos  reales.  Demostrados  a través  de  cuidadosas  prue- 
bas realizadas  en  los  grandes  laboratorios  de  investigaciones  sobre 
nutrición.  Por  supuesto,  no  son  hechos  nuevos.  Los  médicos  han 
estado  muy  al  tanto  de  la  superioridad  de  la  Avena  Quaker  durante 
muchos  años. 

Sin  embargo,  como  la  importancia  de  los  desayunos  nutritivosí 
tanto  para  los  niños  como  para  los  adultos,  requiere  un  debido 
reconocimiento,  creemos  que  este  recordatorio  es  de  gran  provecho 
; . . toda  vez  que  reviviendo  estos  hechos,  pueden  servirles  de 
gran  utilidad  a Ud.  y a su  clientela. 

•Informe  por  el  Gjnsejo  de  Alimentos  y Nutrición — "Foods  of  Plant 
Origin.”  The  Jourrul  of  the  American  Medical  Association,  Vol.  136, 

No.  16. 1043-1048,  Abril  17,  1948. 

AVENA  QUAKER 

LA  MARAVILLA  ALIMENTICIA  DE  LA  NATURALEZA 


BRONQUITIS 

TONSILITIS 

FURUNCULOSIS 


HUMOnZIHE 


...ALIVIA  EL 

DOLOR 

. . . REDUCE  LA 

INFLAMACION 

por  su  acción  anagésico-des- 
congestíva.  La  Neumotizine 
es  compafíble  con  las  sulfo- 
namidas  y los  antibióticos. 
Una  aplicación  dura  8 horas 
y más. 

NUMOTIZINE,  INC. 

900  N.  Franklin  St.,  Chicago, 
E.  U.  A. 
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AGOTAMIENTO 
OCASIONADO 
POR  FIEBRES 


Los  médicos  saben  que  duran- 
te las  fiebres,  el  peligro  está  en 
las  toxinas  que  entran  a la  corrien- 
te sanguínea.  Al  combatirlas,  los 
tejidos  se  debilitan  y el  cuerpo  te- 
quiere  una  urgente  nutrición  y es 
entonces  cuando  con  frecuencia  el 


De  venta  ers 
farmacias  y 
tiendas  de 
abarrotes 


paciente  se  encuentra  muy  déb¡f 
para  soportar  alimentos  sólidos. 

COMO  COMBATIRLO 
En  las  condiciones  anteriores, 
es  conveniente  un  alimento  alta- 
mente nutritivo  que  disminuya  el 
trabajo  del  aparato  digestivo. 
Muchos  médicos  recomiendan 
HORLICKS,  de  fácil  digestión, 
que  desde  el  primer  día  principia 
a reparar  los  tejidos...  da  una  nue- 
va vitalidad  y energía  y apresura 
el  restablecimiento  de  la  salud. 
Reg.  No.  1254  "A"  S.S.A.  Prop.  B - 36 


Distribuidores:  FRANCISCO  N.  CASTAGNET 
San  Juan,  Puerto  Rico 
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Cafergone  ” . . . was  developed  primarily  for  the  relief  of  migraine  attack. 
It  is  uniformly  effective  . . . for  the  relief  of  vascular  headache  of  all  other 


types  . . (Hansel) 

•or  the  first  time,  clinical  studies  show  that  migraine 
nd  other  vascular  headaches  can  be  aborted  with 
•ral  medication. 

'he  cause  of  migraine  is  still  obscure.  The  mechan- 
!m  of  head  pain,  however,  is  known.  Head  pain  in 
ligraine  and  related  disorders  is  produced  by  ab- 
ormal  dilatation  of  certain  cranial  arteries,  princi- 
ally  branches  of  the  external  carotids.  Gastrointes- 
nal  upset  (especially  vomiting)  is  also  character- 
tic  of  the  syndrome. 

ecently  attention  has  centered  on  the  development 
f an  effective  oral  preparation.  Cafergone  (ergota- 
line  tartrate  1 mg.;  caffeine  100  mg.)  resulted 
om  this  research.  The  vasoconstrictor  action  of 
■gotamine  is  well  known.  Caffeine  orally  aids  this 
feet.  As  a result,  simultaneous  administration  in 
afergone  tablets  reduces  the  oral  dosage  of  ergota- 
ine  required  for  relief.*'  ® 


Dosage:  Two  Cafergone  Tablets  at  first  sign  of 
impending  attack  and  additional  1-tab.  doses  (up 
to  6)  at  Vi  hour  intervals  as  required.  Reprints  of 
papers  and  brochures  available  for  data  on  dosage 
adjustment  and  other  particulars. 


Partial  Bibliography  on  Cafergone 

1.  HANSEL,  F.:  Ann.  Allergy  6:  155  (Mar.)  1949. 

2.  FRIEDMAN.  A.  and  BRENNER,  C.;  Am.  Pract.  2:  467 
(Mar.)  1948. 

3.  HORTON,  B..  RYAN.  R..  and  REYNOLDS.  J.:  Proc.  Staff. 
Meet..  Mayo  Clin.  23;  105  (Mar.  3)  1948. 

CHARLES.  C;  Postgrad,  Med.  7;  33  (Jan.)  1950. 
MOENCH.  L.:  Dis.  Nerv.  System  10:  143  (May)  1949. 
FRIEDMAN.  L.:  J M A.  Ala.  19:  137  (Nov.)  1949. 
RYAN.  R.:  J.  Missouri  M.A.  47:  107  (Feb.)  1950. 
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DIVISION  OF  SANDOZ  CHEMICAL  WORKS.  INC. 
68  CHARLTON  STREET.  NEW  YORK  14.  NEW  YORK 


— \ 


A LOS  SEÑORES  MEDICOS 


N(»s  (‘()iii])la(H'in()s  t‘ii  rtM'ordurles  (jiie  desdo  hace  25 
años  somos  distribuidores  de  los  ])roduetos  de  ELI 
LILLY,  de  los  cuales  siempre  tenemos  completo 
surtido  eu  existeiieia. 


J.  M.  BLANCO,  INC 

(Droguería  Blanco) 


V, 


. una  noche  de  sueño  ' 

para  el  paciente  que  sufre  de . . . 

ASMA  BRONQUIAL  — FIEBRE  DE  HENO  — URTICARIA 

Los  síntomas  nocturnos  de  muchos  trastornos  alérgicos  se  controlan 

con  éxito  con: 

L U A S M I N 

CAPSULAS  y TABLETAS  CON  RECUBRIMIENTO  ENTERICO 
(para  acción  rápida)  (para  acción  retardada) 

Una  cápsula  de  LUASMIN,  administrada  cuando  se  requiera,  y suple- 
mentada  con  una  tableta  con  recubrimiento  entérico,  hará  posible  que 
casi  cualquier  paciente  pueda  gozar  de  los  beneficios  de  toda  una  noche 
de  sueño,  reduciendo  así  a su  mínimo  la  tendencia  a que  recurran  los 
síntomas  el  día  siguiente. 

Cada  cápsula  o cada  tableta  con  recubrimiento  entérico  contiene: 
Acetato  sódico  de  teof ilina  (3  granos)  192  mg. 

Sulfato  de  efedrina  grano)  32  mg. 

Fenobarbital  sódico  (Vz  grano)  32  mg. 

También  hay  cápsulas  y tabletas  de  media  fórmula  para  niños  o para 
adultos  cuyos  síntomas  sean  leves. 

Sírvase  solicitar  literatura  descriptiva  y muestras  profesionales. 

BREWER  & CO.,  Worcester,  Mass.,  EE.UU. 

Químicos  Farmacéuticos  desde  1825 

V. — - 


S-IVI-A,  ready  to  feed,  has  the  same  percentage  of  protein,  fat,  carbohydrate, 
and  ash  as  human  milk. 

Amino  Acids— Content  of  essential  amino  acids  equals  or  exceeds  the  average 
values  for  human  milk. 

Carbohydrate  is  lactose,  favoring  correct  acidophilic  intestinal  flora. 

Fats— Index  of  unsaturated  fatty  acids  is  stanJardizeJ  at  the  top  of  the  range 
found  in  human  milk. 

Vitamins  (including  vitamin  c)  -S-WI-A  equals  or  exceeds  human  milk  in 
content  of  all  vitamins  for  which  minimum  daily  requirements  are  established. 
Minerals— S-IVI-A  exceeds  values  of  human  milk  for  calcium, 
phosphorus,  and  iron.  Both  S-M-A  and  human  milk  supply  an 
average  of  20  calories  per  ounce. 


S-M-A*  builds  husky  babies 


PATTERNED  AFTER  HUMAN  MILK 


WYETH  INCORPORATED,. PHILA.  3.  PA. 


Distribuidores:  FHANÍTISCO  N.  CASl'AtiNbyr 
San  .luan,  Puerto  Rico 


ora  (^uai(jfuier  Jornia  de  ¿dpiiepiia 
puede  dJrataróe  iin  PJ¡^.o 


^oio  ^^nticonuu  L 


ilUO 


TOINTHIAN 

^dJeteniiato  ^óJico,  cJlititjj 


Ya  no  es  necesario  correr  el  riesgo  de  provocar  otro 
tipo  de  acceso  seleccionando  un  anticonvulsivo 
limitado. 

El  ‘Tointhian’  es  un  antiepiléptico  de  uso  más  amplio 
y es  mucho  más  innocuo  que  las  drogas  similares 
de  potencia  comparable.  Muchos  casos  resistentes  son 
controlados  con  dosis  que  han  sido  aumentadas 
sin  peligro  a niveles  a que  no  podía  llegarse  antes. 

Con  el  ‘Tointhian’  no  solamente  ocurren  menos  efectos 
secundarios  sino  que  a menudo  hay  notable  mejoría 
de  la  función  mental  en  los  pacientes  epilépticos. 


¿dti  cdiíhj  Pan  - -American  (Corporation 
^ndtanapoiii  6,  indiana,  ¿C.  U. 
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Suscripción  Anual;  $4.00 


GRAMOLETS*.r«h.,- 

for  the  mouth  and  pharynx 

GRAMINASIX  nasal  drops  — 

for  intranasal  administration 


GRAMODERM  ointment 

in  Schering’s  new,  nonirritating  Procutan*  base-^ 
for  skin  infections 


1 1 

1 

PRACTICAL 

FOR  LOCAL  TREATMENT  OF  INFECTION 


Gramicidin  is  the  pure  active  principle  of  tyrothricin 
freed  of  harmful  impurities.  Gramicidin  is  an  effective 
antibiotic  for  the  control  of  infections  due  to  gram-positive 
organisms. 

*CB*MOLrrs,  CiUMiNASiN,  CnAMODnM  aod  PnocvTAn  Uade>m«rL*  o(  Scherini;  Corporation 


> Distribuidores-^CESAR  CASTILLO^  INC.,  Call*  Tetuan  155,  San  Juan 


Protein  ^ 
Hydrolysate 
for  Parenteral  Use 
of  Proved 
^ Clinical  Value 


AMIGEN-' 
"•S'  DEXTROSE  SOlU' 


«wnufr*. 
’oi»a  !v>* 
'TuoyTEiMfn 
stumii 


1 . New  air  filler  as- 
sures sterility  of  ingo- 
ing air. 

^.Plastic  dripmeter 
permits  reatly  obser- 
vation of  rate  of  flow. 
3 . Tubing  compressor 
effectively  regulates 
flow  of  solution. 

A.  Plastic  tubing  per- 
mits constant  observa- 
tion of  infusion  fluid. 


5 . Plastic  needle  adapt-  ¡' 
er  simplifies  problems 
of  venipuncture. 

6.  .\mi.set  eliminates 
the  expense  and  labor 
required  to  clean  ordi- 
nary infusion  sets. 

7 . .\miset  is  promptly 
available  and  saves  stor- 
age space. 

8«  .Amiset  isx/cri'/eand 
free  Jrom  pyrogen. 


Mead  Johnson  & co. 

EVANSVILLE  2 1 , I N D.,  U.  S.  A. 


Amigen,  an  enzymic  digest  of  casein, 
contains  all  the  amino  acids  needed  for 
j)rotein  synthesis.  Supplied  in  solutions 
with  dextrose,  it  enables  the  physician  to 
provide  protein  nutrients  parenterally: 

1. AVhen  the  patient  is  unabie  to  take 
food  by  moutli — as  in  esophageal  stric- 
ture, carcinoma  of  the  esophagus,  stom- 
ach or  coion,  intestinal  obstruction  or 
perforation,  diverticulitis,  pyloric  ste- 
nosis, severe  vomiting. 

2.  When  complete  rest  of  the  alimen- 
tary tract  is  desired — as  in  generalized 
peritoniti.s,  gastroenteritis,  .severe  diar- 
rhea, b,aeillary  dysentery,  ulcerative  co- 
litis, convalescence  from  gastrointesti- 
nal surgery,  perforating  wounds  of  the 
abdomen,  typhoid  fever. 

3.  When  parenteral  supplementation  of 
oral  food  intake  is  indicated — as  in  ad- 
vanced malnutrition,  severe  burns,  pre- 
operative preparation,  neplirosis,  ne- 
phriti.s,  pancreatic  fibrosis,  ijrematurity. 

We  will  he  plea.sed  to  send  the  AillGEN 
Handbook  for  Physicians  on  recpiest. 


P.  O.  Box  3081  — San  Juan,  P.  R 


Aislada  por  primera 
vez  en  los  Laboratorios 
de  Investigación  de 
MERCK  & CO.,Inc. 
en  1948. 


Cobione  es  la  solución  salina 
de  la  Vitamina  iíj,  cristalina  que 
ofrece  MERCK  (NORTH 
AMERICA)  Inc.,  en  ampolletas 
de  I c.c.  que  contienen  15 
microgramos  de  la  droga 
cristalina  pura. 

Folletos  a solicitud. 


Por  unidad  de  pesO/  la 
substancia  antianémica 
más  eficaz  que  se  conoce. 


COBIONE* 

VITAMINA  Bi2  pura,  CRISTALINA 


La  Vitamina  Bjo  es  el  factor  hematopoyético  que  normalmente  se^encuentra 
en  el  hígado  y otros  alimentos. 

Es  una  vitamina  auténtica,  tan  valiosa  para  corregir  deficiencias  del  - 
indicado  factor  como  otras  vitaminas  reconocidas  en  sus  respectivos  campos 
de  aplicación.  En  su  forma  cristalina,  constituye  una  substancia 
químicamente  pura,  el  único  producto  antianémico  eficaz  en  el  tratamiento 
de  ciertas  anemias  megaloblásticas,  cuya  potencia  puede  ser  exactamente 
medida  en  términos  de  peso  (microgramos). 

Como  la  Vitamina  B,^  cristalina  es  extraordinariamente  bien  tolerada,  aún 
por  pacientes  sensibles  al  extracto  de  hígado  o a los  concentrados  de 
vitamina  Bj^  se  puede  empezar  por  administrar  grandes  dosis  para  producir 
mejorías  clínicas  más  rápidas,  y el  prolongado  tratamiento  no  produce  las 
reacciones  secundarias  molestas  comúnmente  causadas  por  otros  preparados. 

Cobione,  la  Vitamina  Bjo  cristalina  elaborada  por  Merck  & Co.,  Inc., 
es  una  droga  potentísima  y económica  en  el  tratamiento  de  la  anemia 
perniciosa,  anemia  macrocítica  de  origen  nutritivo,  esprue  y otros  estados 
que  requieren  un  estímulo  eficaz  de  las  funciones  hematopoyéticas. 

•Cobione,  marca  de  fábrica  registrada,  de  Merck  &:  Co.,  Inc.,  de  la 
Vitamina  Bjj  cristalina. 


MERCK  (NORTH  AMERICA)  INC. 

161  Avenue  of  the  Americas,  New  York  13,  N.Y.,  U.  S.  A, 
SUCESORES  DE  P.  W.  R.  EXPORT  CORPORATION 


SUBSIDIARIA  DE 
EXPORTACION  DE 
MERCK  & CO.,  Inc. 
FabricatUei  de 
ProduetOM  Químicos. 
Rahway.  N.  J.,  U.  S.  A* 


Distribuidores— CESAR  CASTILLO,  INC.,  Calle  Tetuan  155,  San  Juan 


IOS  ANGELES 


CALIFORNIA 


Eoch  Coic!<op  C«nlo¡n}: 
DICAICIUM  PHOSPHATE  . .290  mfl. 

CALCIUM  GLUCONATE 190  m«. 

VITAMIN  0 (Irr.  Yeo»0  37SUSPUn.u 


encourage 

Palieiil-Doelor  Cooperation 
When  Caieiuin  Therapy  is  Prescrihed 

Mental  anxiety,  when  induced  by  aversion 
to  prescribed  therapy,  adds  to  the  patient’s 
physical  distress.  Objection  to  calcium 
may  be  overcome  by  substituting  dosage  ' 
in  more  agreeable  form.  CALCICAPS. 
an  easy-to-swallow,  capsule-shaped 
tablet . . . provide  suitable  supplement  for 
young  or  old,  where  diagnosis  reveals  a 
deficiency  in  calcium  and  phosphorus. 

Caiciwafers  are  a pleasant  tasting 

wafer  containing  double  the  potency  of 
CALCICAPS. 

Calcicaps  with  Iron  are  especially 

suitable  in  pregnancy,  when  the  need  for 
calcium,  phosphorus  and  iron  increases. 

Calcicaps,  Caiciwafers  and 

Calcicaps  with  Iron  contain  an  ade- 
quate amount  of  VITAMIN  D essential 
for  calcium  absorption. 

CAICIWAFERS  Each  wafer  contains; 

Dicalcium  Phosphate  580  mg. 

Calcium  Gluconate  380  mg. 

Vitamin  D 750  DSP  Units 

Boxes  of  50  and  250 
CAtCICAPS  Each  Calcicap  contains: 

Dicalcium  Phosphate  290  mg. 

Calcium  Gluconate  190  mg. 

Vitamin  D 375  DSP  Units 

Bottles  of  100  and  500 


CAICICAPS  with  IRON  Each  Calcicap  with 
Iron  contains; 


Dicalcium  Phosphate 
Calcium  Gluconate 
Ferrous  Gluconate 
Vitamin  D 


290  mg. 

190  mg. 

64  mg. 

375  USP  Units 


Bottles  of  100  and  500 


JOAQUIN  HELENDKZ  SOLA,  INC. 
r.  O.  Box  1188  — Siin  Juan,  I*.  K. 


En  cuanto  a recetarlo,  esto  lo  dejamos  en 
manos  de  los  que  saben  — es  decir  de  los 
señores  Médicos.  Lo  que  nosotros  hacemos 
es  elaborar  un  producto  de  tan  buena  cali- 
dad, que  al  necesitarse  un  alimento  especial 
de  esta  índole,  el  Doctor  gustosamente  re- 
cetará Hemo  Borden’s. 


Porque  Hemo  es  un  bebida  alimenticia  sana, 
fortificada  con  cantidades  apreciables  de 
vitaminas  y minerales.  Además  Hemo  tiene 
un  delicioso  sabor  a chocolate.  Hemo  se 
anuncia  a base  de  lo  que  realmente  es— un 
exquisito  complemento  alimenticio— tomado 
caliente  o frío. 


NOTA:  Lo  Tabla  que  praientamot  al  pie,  muestra  de  una  manera  tiara  y fácil  el  contenido  vitamínico  y 
de  minerales  de  Hemo  comparado  con  los  requerimientos  mínimos  diarios  del  adulto,  de  dichos  elemento!. 


•*  • V* 


HEMO  COMPARADO  CON  LAS  NECESIDADES 
MINIMAS  DIARIAS  DEL  ADULTO 


Requerimientos 
Minimos  Diarios 
de  los  Adultos* 


1 Va  onzas  ó 38 
gramos  de  Hemo  en 
polvo  (2  porciones) 


2 porciones  de  Heme 
en  2 vasos  de  a 8 onzas 
(240  c.c.)  de  leche 


Vitamina  A 
Vitamina  Bi 
Vitamina  B2(G) 
Vitamina  D 
Niacinamida 
Hierro 
Calcio 
Fósforo 


4000  Unid.  Int. 
333  Unid.  Int. 

2 miligramos 

400  Unid.  Int. 

★ * 

10  miligramos 
750  miligramos 
750  miligramos 


4000 

333 

2 

400 

10  mgms. 
14.7 
376 
288 


4900 


400 


4 0 


1 0.3  mgms. 


5.7 


950 


750 


•Según  han  sido  esfab/ecidos  por  el  Administrador  Federal  de  Seguri- 
dad bajo  la  autoridad  de  la  Ley  Federal  de  Alimentos  y Drogas  de 
los  Estados  Unidos. 

•*lot  requerimientos  minimos  diarios  del  adulto  aun  no  defínitiva- 
mente  establecidos. 


Hemo 


ELABORADO  POR  LOS  FABRICANTES  DE  KLIM 


Envasado  en 
latas  de  I libra 
6 453  gramos 
(24  porciones) 


Hecho^por  THE  BORDEN  COMPANY,  NEW  YOrV,,N.  Y.,  E U A 


Distribuidores  para  Puerto  Rico: 

PLAZA  PROVISION  COMPANY,  Fortaleza  104,  San  Juan,  P.  R. 


La  Lámpara  de  Hendidura  de  Poser 


QISEÑADA  por  B & L,  la  Lám- 
para de  Hendidura  de  Poser 
para  el  diagnóstico  diferencial 
en  la  patología  del  ojo,  presenta 
muchas  ventajas  en  biomicros- 
copia.  La  iluminación  brillante 
del  tipo  Koeppe  lleva  una  hendi- 
dura ajustable.  Un  microscopio 
gran  angular  y binocular  de  16x 
permite  abarcar  toda  la  córnea. 
Oculares  con  puntos  ópticos  lar- 
gos facilitan  el  examen  rápido 
' del  campo  ancho.  Ambos  brazos 
rotan  alrededor  del  ojo  del  pa- 
ciente como  centro.  Es,  pues, 


una  lámpara  indispensable  para 
el  oftalmólogo. 

H.  V.  GROSCH  CO. 
Calle  Comercio  402 
San  Juan,  Puerto  Rico 

BAUSCH  & LOMB 

Optical  Co.  - Rochester,  N.  Y.. 
E.  II.  A. 

Fundada  en  1853 


, pical  treal 


„I 

disso'''*"'” 


' Newest  ¿road-spectrum  antibiotic 

'-  NovcsicaUMe-0or<^  ándjopical  therapy 


Supp''0^  J a petro'atum  » |,es. 

vides  ' ®S- 

rfA-yvatny^^ 

SuPP'-'ed  - P^¿t'cSo"tebufier 

'“"'■Í  anía  sodio®  Tnjecliony -S;  • 

„,o/eyO 

íocal  íreaí"**"  ^ 


SapP 


'-Vi- 

„uy  ’f  2ó  loo- 

. copees. 

iU»**’  lOO"’®'  cops"'^ 

50®8- 


^ CRYSTALLINe  • 

lerramvciii 

hydrochloride 
/or  hospital  use  only 

Crystalline  Terramycin  Hydrochloride  for  Intravenous  Injection 

Ilapid-actiriff  dosage  form 

Supplied:  10  cc.  vials  containing  250  mg.  of 

Terramycin  Hydrochloride  with  sodium 
glycinate  as  a buffer; 

20  cc.  vials  containing  500  mg.  of 
Terramycin  Hydrochloride  with  sodium 
glycinate  as  a buffer. 


r^B  ^ CRYSTALLINE 

1 ^rramycin 

formerly  TERRABON 

the  only  broad-spectrum  antibiotic 
available  as  an  elixir 
Supplied  as  a combination  package  consisting  oí: 

1.  A vial  containing  1.5  Cm.  of  Crystalline 
Terramycin  Hydrochloride. 

2.  A bottle  containing  1 fluid  ounce  of 
specially  buffered  and  flavored  diluent 


Export  Department 


CHAS  PFIZER  & CO.,  INC. 

SI  Maiden  Lane,  New  York  7,  A t- 


difusión 
quimioterdpica 
en  infecciones 
otológicas 


Mayor  difusión— combinación  con  urea  que  estimula 
la  penetración  más  rápida  de  la  sulfa  en  los  tejidos 
vivos  y muertos. 


2 Analgésico,  antipruriginoso  — gracias  a la  acción 
calmante  y eficaz  del  clorobutanol  — una  sulfonamida 
compatible  con  la  anestesia  local. 

3 Amplio  campo  — eficaz  en  la  otitis  media  aguda  y 
‘ crónica:  de  acción  fungicida  en  las  infecciones  otomi- 
" cóticas. 


4 Auxiliar— valiosa  ayuda  en  la  terapéutica  general,  con 
frecuencia  reduce  la  necesidad  de  una  medicación 
sulfamídica  intensa  y general,  con  lo  que  se  evitan 

i reacciones  molestas  o tóxicas. 

_ 

5 I : Desbridamiento  fisiológico  — fomenta  el  drenaje  y 

' la  eliminación  de  detritus  necrótico. 


6 


Potencialidad  — acrecienta  el  poder  bactericida. 


rníde  White’s  es  una  solución 
ble  de  5X  de  sulfanilamida, 
^ de  Urea  (Carbamide)  y 3% 
clorobutanol  anhidro  en  una 
srina  especial  de  alta  activi- 
higroscópica.  En  frasquitos 
itagotas  de  15  c.c. 


'hite  Laboratories/  Inc./  Newark  7,  N.  J.,  E.  U.A.  • Fabricantes  de  Productos  Farmacéuticos 

Distribuidores:  FRANCISCO  N.  CASTAGNET 
San  Juan,  Puerto  Rico 


Fuerza  Perdurable 

. . . Erigida  sobre  una  Base  Soluta 

Ija  alimentación  correcta  del  bebé  es  de  inestimable 
importancia  en  los  primeros  meses  de  su  vida.  Es  precisa- 
mente durante  este  período  cuando  se  requiere  una  base 
sólida  para  que  el  niño  se  desarrolle  fuerte  y saludable. 

DRYCO  ES  IDEAL  COMO  ALIME?4TO  EN  LOS  CLIMAS  CALIDOS 
La  tierna  criaturita  necesita  proteínas  en  cantidades  apre- 
ciables para  llenar  las  necesidades  de  su  crecimiento 
muy  rápido  de  la  temprana  edad,  así  como  para  formar 
sus  tejidos.  DRYCO,  con  su  alto  valor  proteico  llena 
estos  requisitos.  Y’  el  contenido  reducido  de  grasa  de 
1)R\  CO  provee  una  cantidad  adecuada  de  este  elemento, 
disminuyendo  la  posibilidad  de  trastornos  digestivos.  En 
los  climas  cálidos  o tropicales  ésta  es  una  señalada  ven- 
taja. 

ESPECIALMENTE  ENVASADO  PARA  RETENER  SU  FRESCURA 

DRYCO  es  la  mejor  leche  fresca,  consistentemente  uni- 
forme, fácilmente  digestible  y enriquecida  con  vitaminas. 
Se  envasa  especialmente  en  latas  cerradas  al  vacío  para 
asegurar  su  frescura  original  y valor  nutritivo  en  cual- 
quier clima. 


DRYCO 

Para  informes  detallados,  escriba  a: 

THE  BORDEN  COMPANY 
350  Madison  Avenue 
Nueva  York  17,  N.Y.,  E.  U.  A. 


Distribuidores  para  Puerto  Rico: 

PLAZA  PROVISION  COMPANY,  Fortaleza  104,  San  Juan,  P.  R, 


y*f  lOtiS 


sot 

\nVravenous 


llECtABl* 

\ntramuscu\^ 


ÍÍÍV-* 


+0  relieve  nausea  and  vomiflng 
of  pregnancy  and  in  adoles- 
cenf  acne 


— _ •••  *«•<«  «««t**** 

PYRIBEXIH 


(Pyridoxine  HCI  ~ Thiomme  Cfilonde) 
Each  1 cc  contains: 

Vitamin  Bl  50  mg 

Vitamin  B6 50  mg 

VIALS  OF  10  cc 


IROBLEK 


• '•‘I 


for  use  In  hypochromic  and  nu- 

friflonal  anemias 

I R O B L E X 

(Iron  - Liver  - B Complex) 

Each  cc  contains: 

Thiamine  HCl  (Bl)  100.  mg. 

Riboflavin  (B2)  0.5  mg. 

Pyridoxine  HCl  (B6)  1.  mg. 

NICOTINAMIDE  50.  mg. 

IRON  CACODYI.ATE  10.  mg. 

LIVER  (10  IJ.S.P.  UNITS 

PER  CC)  0.2  cc. 

Phenol  (As  preservative)  0.5% 

VIALS  OF  10  cc 


Improveid 

Formula 


NION  CORPORATION  los  angeles  38,  california 

JOAQUIN  BELENDEZ  SOLA,  INC. 

PO  BOX  1188,  SAN  JUAN,  PUERTO  RICO 


a refreshing, 
soothing 
^ollyrium 

rOR  OCULAR  IRRITATION 
DUE  TO  EYESTRAIN, 
DUST,  SMOKE  OR  GLARE 


OcusoP  is  an  isotonic,  aqueous  solution  containing  boric  acid  U.S.  P.  1.1%, 
sodium  borate  U.S. P.  0.5%,  berberine  sulfate  0.01%,  distilled  extract  of 
witch  hazel  N.  F.  2.6%,  camphor  U.  S.  P.  0.04%,  methylparaben  U.  S.  P.  0.05%, 
rose  oil  0.01%,  glycerin  U.S.P.  1.3%,  NaCl  U.S.P.  0.38%  and  water  94.01%. 

Ocusol  is  harmless  to  the  eyes;  it  may  be  used  as  often  as  required.  Each 
package  contains  a sanitary,  plastic  eye  cup. 

THE  NORWICH  PHARMACAL  COMPANY 
Norwich,  New  York,  U.  S.  A. 


Distribuidoras — CESAR  CASTILLO,  INC.,  Calle  Tetuan  155,  San  Juan 


...En  el  Polo  Norte 
o en  la  Selva  Tropical 


SEGÜIIA.,. 


En  cualquier  clima,  bajo  las  condi- 
ciones más  variadas,  la  Leche  KLIM 
es  siempre  segura,  pura  y uniforme- 
mente nutritiva.  En  efecto,  KLIM 
ha  sido  usada  cu  muchas  expedi- 
ciones al  Polo  Norte  y al  Polo  Sur 
y bajo  el  sofoeantc  calor  de  las 
selvas  eeuatoriales.  Y siempre  la 
frescura  uniforme,  sabor  y calidad 
inmejorables  de  esta  cremosa  leche 
en  polvo  permanecen  intactos  en  su 
lata  cerrada  al  vacío,  envasada  j)or 
medio  de  un  procedimiento  es])e- 
cial. 

Con.'iilere  también,  DotUor,  otras 
grandes  ventajas  de  la  Leche  KLLM, 


tal  como  su  fácil  digestibilidad,  una 
de  las  razones  por  la  cual  muchos 
pedíatras  recomiendan  esta  leche 
superior  en  la  alimentación  de  los 
niños. 

Además  de  que  es  una  leche  ideal 
para  la  nutrieión  de  los  niños  y para 
la  familia  en  general,  KLIM  es  un 
alimento  suave  pero  muy  vigori- 
zante para  los  ancianos  de  estóma- 
go delicado.  Esta  leche  tan  saluda- 
ble también  se  recomienda  en  las 
dietas  de  convalecientes  y frecuen- 
temente en  las  de  a<|uellos  (pie  pa- 
decen de  úlceras  |)é¡)ticas. 

No  hay  mejor  leche  (pie  KLIM. 

KLIM 


LA  PREFERIDA  EN  TODO  EL  MUNDO 

JSos  romplaccrvmon  rri  stiminisirarle  informes  profesionales 
completos  soltre  la  l^che  Kl.l  \ f.  !^ólo  tiene  (fue  escribir  a: 

THE  BORDEN  COMPANY,  División  de  Exportación 
350  Madison  Avenue,  Nueva  York  17,  N.  Y.,  E.  U.  A. 


Distribuidores  para  Puerto  Rico: 

PLAZA  PROVISION  COMPANY,  Fortaleza  104,  San  .luán,  P.  R. 


COUNT  YOUR  SAVINGS 


from  quality  control 


IN 

DAIRY 
LABORATORY 


When  food  products  must  be  kept  within 
legal  bacterial  limits,  or  fermentation  enters 
into  the  process — colony  counting  is  often 
a must.  In  dairies,  canneries,  breweries,  and 
other  food  processing  plants,  quality  and 
profits  arc  preserved  through  careful  pro- 
duction control  with  AO  Spencer  Colony 
Counters  and  other  Scientific  Instruments. 
The  dark,  contrasting  background  in  the 
Spencer  DARK  FIELD  Quebec  Colony 


Counter  makes  even  pinpoint  bacterial 
colonics  easy  to  distinguish  and  count. 
Comfortable  to  use,  easy  on  the  eyes  — 
indirect  light  floods  the  specimen  from  all 
angles. 

For  _)■»/«•  laboratory  specify  AO  Spencer 
Colony  Counters,  Microscopes,  Illumina- 
tors and  other  Scientific  Instruments.  We 
will  gladly  supply  literature  or  assistance 
on  inspection  problems. 


PUERTO  RICO  OPTICAL  COMPANY 

Agentes  Exclusivos  de 


American 


INSTRUMENT  DIVISION  . BUFFALO  15,  NEW  YORK 


Qpticál 

. ■ ‘fee 


o/  O/t/tcft/  ovet  'iOO 


new  convenience  > new  flexibility  in  dosage 
new  all-around  usefulness 


3 new  water-soluble 
liquid  vitamin  preparations 


Each  0.6  cc.  supplies; 


Vitamin  A 
Vitamin. 0 
Ascorbic  Acid 
Thiamine 
Riboflavin 
Niacinamide 


5000  USP  units 
1000  USP  units 
50.0  mg. 

1.0  mg. 

0.8  mg. 

5.0  mg. 


Each  0.6  cc.  supplies: 

Vitamin  A 5000  ÜSP  units 

Vitamin  D 1000  USP  units 

Ascorbic  Acid  50  mg. 


Each  0.5  cc.  supplies: 
Ascorbic  Acid  50  mg. 


Each  of  the.se  jm'jtaratioii.s  i.s  ideally 
suited  for  routine  prophylactic  or  thera- 
peutic vitamin  su^)i)lementatiou  for  in- 
fant.s  and  children  as  well  as  adults. 

Watcr-.solul)lc,|)leasant  tasting, they  can 
be  stirred  into  the  infant’s  formula,  or  into 


fruit  juice,  milk,  cereals,  puddings,  etc.;  or 
incorjjorated  in  mixtures  for  tube  feeding. 

Each  is  scientifically  formulated  and 
ethically  marketed.  They  arc  supplied  in 
1,5  and  .00  cc.  bottles,  with  an  appropri- 
ately calibrated  droi)i)er. 


Mead  Johnson  & co.  evansvili.  e 2i.ind..  usa 


I*.  O.  Box  3081  — San  Juan,  I*.  K. 


Now  fortified  with 
Folic  Acid  and 
B vitamins- 


Patients  with  chronic  or  nutritional  anemias  maybe  deficient 
in  several  factors  essential  for  blood  regeneration — iron,  liver 
factors  and  B vitamins,  including  folic  acid. 


Each  daily  dose  of  Bepron  Fortified  (1  fluidounce)  supplies— 

Total  soluble  constituents  of  2 ounces 
of  whole  beef  liver 
3 grains  of  iron  (Fe)  as  saccharated 
ferrous  iron,  equivalent  to  9.6  grains 
of  dried  ferrous  sulfate 
5 mg.  of  folic  acid 
2 mg.  of  thiamine  hydrochloride 
2 mg.  of  riboflavin 
15  mg.  of  niacinamide. 

Bepron  Fortified  is  recommended  for  the  treatment 
of  chronic  or  nutritional  hypochromic  microcytic 
anemias,  and  for  maintenance  therapy  of  certain 
macrocytic  or  normocytic  anemias. 


Supplied  in  bottles  of 
16  fíuidouneet. 


BEPRON*  FORTIFIED 


WYETH  INCORPORATED  • PHILADELPHIA  Z, 

Distribuidores:  FRANCISCO  N.  CASTAGNET 
San  Juan,  Puerto  Rico 


PA. 


BIOLAC  ES  UN  ALIMENTO  COMPLETO 


Ofrece  las  Ventajas  de  la  Leche  Materna 


Los  Niños  alimentados  con 
Bíolac  obtienen  todos  los  compo- 
nentes alimenticios  esenciales. 

Porque  Bíolac  es  excelente 
leche  de  vaca,  modificada  en  tal 
forma  que  proporciona  todos  los 
componentes  alimenticios  esen- 
ciales de  la  leche  materna.  Con- 
venientemente envasado  al  vacío 
en  forma  de  polvo,  sólo  hay  que 
mezclarlo  con  agua  para  preparar 
la  fórmula. 

He  aquí  razones  por  qué  los 
niños  reciben  toda  la  nutrición 
que  necesitan,  de  este  alimento 
(con  excepción  de  la  vitamina 
C)  . . . por  qué  tantos  médicos 
recetan  Bíolac: 

1 • Bíolac  es  hecho  de  leche  de 
la  más  alta  calidad.  Vacas  salu- 
dables sometidas  a la  prueba  tu- 
berculina,  suplen  la  leche  que  se 
convierte  en  Bíolac.  Este  polvo 
se  conserva  sin  refrigeración. 


2»  Bíolac  es  enriquecido  y mo- 
dificado para  que  actúe  como 
ia  leche  materna.  Se  le  agrega 
lactosa,  el  azúcar  natural  de  la 
leche  materna.  El  contenido  de 
grasa  se  reduce;  los  glóbulos  se 
dividen  en  partículas  de  tamaño 
similar  a los  de  la  leche  materna. 
La  proteína  es  provista  en  canti- 
dades que  compensan  las  diferen- 
cias biológicas  que  existen  entre 
la  proteína  de  la  leche  de  vaca  y 
la  de  la  leche  materna.  Se  le  agre- 
gan vitaminas  y hierro. 

3<  Bíolac  es  un  alimento  com- 
pleto. Bíolac  iguala  o supera  los 
requisitos  reconocidos  de  vitami- 
nas A,  Bi,  Bí  y D,  calcio,  fósforo, 
hierro,  proteína,  azúcar  y grasa. 
( Nótese  que  ni  la  leche  materna 
ni  la  de  vaca  suplen  cantidades 
suficientes  de  la  vitamina  C,  la 
cual  debe  agregarse  al  régimen 
por  medio  de  jugo  de  naranja  o 
de  tomate.) 


4.  Bíolac  es  tan  sano.  Como 
sólo  se  usa  un  ingrediente  para 
preparar  la  fórmula  de  Bíolac, 
casi  se  eliminan  las  posibilidades 
de  errores  al  medirlo  y mezclarlo. 
Preparada  cuidadosamente  la  fór- 
mula Bíolac  será  uniforme  día 
tras  día. 

5.  Bíolac  es  fácil  de  preparar. 

Sencillamente  mezcle  el  Bíolac 
con  agua  fría  previamente  her- 
vida, y la  fórmula  estará  lista. 
Cada  lata  trae  una  cuchara  de 
medir. 

6«  Bíolac  es  fácil  de  recetar. 

Recuerde  que  Bíolac  es  un  ali- 
mento infantil  completo.  Los  ni- 
ños lo  toman  con  mucho  agrado 
y sólo  la  adición  de  la  vitamina 
C es  necesaria,  a su  debido  tiem- 
po, para  asegurar  el  crecimiento 
normal  y la  buena  salud  de  las 
criaturas. 


BIOLAC 
(Dilución  Normal) 


LECHE  DE  VACA 
Ko  Modihc»da 


I pTottina 
□ lactosa. 


145 

: 

:1S 

h.5 

\os 

É. 

Bíolac 


THE  BORDEN  COMPANY 

350  Modiion  Avtnut,  Ntw  York,  N.Y. 

Bíolac  es  leche  pura  de  vaca, 
modificada.  Sencillamente  se 
mezcla  con  asua  pura  para 
obtener  una  formula  infantil 
tquihbrada. 


Di.stribuidores  para  Puerto  Rico: 

FL.AZA  PROVISION  COMPANY,  Fortaleza  104,  San  Juan,  P.  R. 


“No ...  he  doesn’t 
spit  them  out!” 


The  well  developed  tactile  sense  of 
the  infant’s  tongue  readily  recognizes 
large  or  coarse  food  particles,  and 
quickly  leads  to  their  rejection. 
Through  an  exclusive  process  of 
homogenization,  the  largest  particle 
left  in  Libby’s  Baby  Foods  is  of  mi- 
croscopic size.  Cell  capsules  are  rup- 
tured, making  for  absolute  smooth- 
ness of  texture  and  complete  ab- 
sence of  grittiness.  Nutrients  are 
homogeneously  dispersed,  enhancing 
availability.  In  Libby’s  Baby  Foods 
fluid  separation  is  never  observed, 
further  evidence  of  the  advantages  of 
homogenization. 


Beets  • Carrots  • Green  Beans  • Peas  • Spinach  • Squash  • Ve^etahle  Soap  • Mixed 
Vegetables  • Garden  Vegetables  • Liver  Soup  • Vegetables  with  Bacon  • Vegetables 
with  Beef  and  Barley  • Vegetables  with  Lamb  • Apples  and  Apricots  • Apples  and 
Prnnes  • Apple  Sauce  • Apricot-Farina  • Peaches  • Peaches-Pears-Apricots  • Pears 
and  Pineapple  • Prunes  (with  Pineapple  Juice  and  Lemon  Juice)  • Custard  Pudding 

Libby,  M9NeiIl  & Libby  • Chicago  9,  Illinois 


the  modern 
therapy  in  VAGINITIS 


50%  of  all  women  patients  exhibit  vaginal  discharge, 
and  pH  is  the  index. 

Since  acidity  is  the  most  important  therapeutic  factor 
in  vaginitis,  DOMOGYN,  with  an  optimum  pH  of  4.2 
quickly  and  effectively  controls  the  condition  and  re- 
establishes optimum  acidity,  and  a normal  vaginal 
flora. 


One  leaspoonful  of  bulk  DOMOGYN,  or  the  contents  of 
a DOMOGYN  Packette  in  2 quarts  of  warm  water  as  a 
soothing  therapeutic  douche. 

Avoi/ob/e  at  all  drug  stores 


FOR  RELIEF  AND 
ERADICATION  OF 


ATHLETE'S  FOOT 


DOMEBORO  SOLUTION  for  a 

soothing  preparatory  foot-soak  to  re- 
lieve acutely  inflamed  conditions.* 


FUNGI-TREAT,  applied  with  brush- 
applicator  to  crevices  and  affected 
areas,  for  its  specific  fungicidal 
action. 

Try  this  simple  treatment  on  your 
most  stubborn  coses  of  Athlete's  Foot 
...write  for  liberal  clinical  samples. 
DOMEBORO  POWDER  is  available 
at  all  drug  stores  in  one-pound  and 
five-pound  containers;  also  in 
individual  calculated-dose  packets, 
boxes  of  12  and  100. 
FUNGI-TREAT  is  supplied  in 
applicotor-stoppered  bottles  contain- 
ing one  fluid  ounce;  also  in  bottles 
containing  4 ounces,  and  in  pints. 
*Schwortz,  1.,  •!  ol;  Induilrial  Medicin*, 
18:6,  257-258,  June,  1949. 


Contact 


LUIS  (i  A R R A T 0 N,  IN  C. 

352  Allen  Street,  San  Juan,  P.  R. 
Phone  Number  3-1503 
for  literature  and  iirofe.s.sional  samples 

I)  ()  .M  K C II  K .M  I C A L I N C. 

New  York  23,  N.  Y. 


When  baby  goes  off  Form 


;Why  Romany 
I Doctors  Keep 

I . 

Babies  on  Carnation 
tlie  Entire  1st  year 


formula  Vags 

. XU  1 ^ 


Vuring 

,Mon  Evaporated 

and  carbohydrates,  is 

and  sure  Tordula  that 
the  sate___d ^ 

can  be  requlron>o«^= ' 

baby's  individual  red 


Doctors  agree  that  radical  changes  in  the 
care  and  feeding  of  a baby  should  be  avoided 
—especially  during  the  important  first  year 
of  its  life.  That’s  why  so  many  doctors  advise 
mothers  against  taking  baby  off  formula  too 
soon ...  or  changing  to  a different  form  of 
milk  when  formula  days  are  over. 

For  the  constant  uniformity  of  Carnation 
Evaporated  Milk  ...  in  butterfat,  milk  solid 
content,  curd  tension  and  viscosity . . . are 
positive  factors  in  eliminating  digestive  up- 
sets throughout  baby’s  first  year.  And  because 


Carnation  is  not  only  pasteurized,  but  also 
sterilized  aftet  the  can  is  sealed,  it  is  doubly 
saje  milk. 

Every  can  of  Carnation  Milk  comes  from 
cows  checked  by  Carnation  s own  inspectors 
...  is  tested  in  Carnation  s own  receiving 
stations ...  is  processed  under  rigid  control 
in  Carnation’s  own  evaporating  plants.  Its 
a brand  you  can  recommend  by  name,  as 
doctors  have  been  doing  for  more  than  50 
years... with  complete  confidence  that  there 
is  no  better,  safer  milk  for  babies. 


8 out  of  10  mothers  raising  their  bahies  on  Carnation 
report  that  it  was  recommended  by  their  doctor 

The  Milk  Every  Doctor  Knows 


“from 

ContenU 

Cow»’ 


for  all  common  anemias  . . . 


Bi2,  Folic  Acid,  Iron  and  Vitamin  C — in  a single  Capsule 

Rubraferale  supplies  four  extremely  important  blood- 
building factors  in  a single  Capsule.  Hence,  Rubraferate 
offers  specific  therapy  for  all  common  anemias. 

Vitamin  B12  and  folic  acid  are  necessary  for  normal 
megaloblast  maturation  . . . iron  and  vitamin  C are  needed 
at  the  normoblast  stage.  In  Rubraferate  you  have  an 
agent  which  provides  nutrients  and  stimulants  which 
act  over  the  entire  range  of  red  blood  cell  production. 

^Rubraferate*  la  a Trademark  of  E.  R.  Squibb  & Sons 

Each  Rubraferate  Capsule  contains: 

Vitamin  B12  4.17  micrograms 

Folic  Acid  0.28  milligrams 

Ferrous  Sulfate  exsic.  130  milligrams 
Ascorbic  Acid  50  milligrams 

Bottles  of  25,  100  and  1000 

Rubraferate 

Squibb  Bi2,  Folic  Acid,  Iron  and  C 
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Delkadon  is  ideal  for  the  proj)liylaxis  and 
treatment  of  motion  sicknesses  and  in  the 
therapy  of  colitis,  spastic  constipation  and 
other  conditions  involving  spasms  of  tlie  in- 
voluntary muscles.  Also  indicated  for  relief  of 
duodenal,  ureteral  and  urinary  bladder 
spasms,  and  as  an  adjunct  in  the  dietary  man- 
agement of  peptic  and  duodenal  ulcers  and 
p^loro-spasm. 


Delkadon  relieves  pain  due  to  spasms  of  i 
the  smooth  muscles  and  reduces  nervous 
tension.  This  neiv  antispasmodic-sedative 
combination  contains:  Hyoscyamine  hydro- 
bromide  0.225  mg..  Atropine  sulfate  0.019 
mg..  Scopolamine  hydrohromide  0.006  mg., 
'Delvinal’  vinbarbital  30  mg. 

Rx.  In  bottles  of  25  and  100  tablets. 


SHARP  & DOHME,  Philadelphia,  U.S.A. 


AUREOMICINA 

EL  ANTIBIOTICO  VERSATIL- 
PRODUCTO  DE  LA  INVESTIGACION  LEDERLE 

Nunca,  en  la  historia  de  la  medicina,  ha  existido  un 
producto  que  tan  súbitamente  deje  a un  lado  todo 
producto  rival,  y se  imponga  en  el  corto  espacio  de 
un  año,  como  lo  ha  hecho  la  aureomicina.  Todos  los 
médicos  la  aclaman  como  un  antibiótico  de  valor  com- 
probado, esencial  en  el  tratamiento  de  las  infecciones 
siguientes: 

"k  Amibiosis  k Brucelosis 
k Endocarditis  bacteriana  subaguda  resistente  a la  penicilina 
k Fiebre  botonosa  k Fiebre  de  la  garrapata  africano 

k Fiebre  punteada  de  las  Montañas  Rocosas 
'^Fiebre  Q k Granuloma  inguinal 
k Infecciones  debidas  a H.  Influenzae 
k Infecciones  Gram-negativas 
(incluyendo  los  cousadas  por  el  grupo  coli'oerógenes) 
k Infecciones  Gram-positivas 
(incluyendo  los  estreptocócicos,  estofllocócicos  y neumocócicos) 
k Infecciones  oftálmicos  debidas  a bacterias  o o organismos 
parecidos  a los  virus 

k linfogranuloma  venéreo  k Neumonía  primaria  atipica 
k Peritonitis  k Psitacosis  (enfermedad  de  los  loros) 

k Pústula  Rickettsiósica  k Septicemia  bacteroide 

k Sinusitis  k Tifus  k Tularemia 

LA  AUREOMICINA  SE  VENDE 
EN  LAS  FORMAS  SIGUIENTES  — 
AUREOMICINA  S.  CH.  (Polvo  dispersible  de  sabor  o chocolate): 
Frascos  de  25  dosis 

CAPSULAS:  Frascos  de  25,  50  mg.  codo  uno;  (roscos  de  B y 16,  250 
mg.  codo  uno 

OFTALMICO:  Frascos  de  25  mg.  con  gatero 
TROCISCOS:  Frascos  de  25,  15  mg.  cada  uno 
UNGÜENTO:  Tubos  de  gm.  (30  mg.  de  aureomicina) 
INTRAVENOSO:  Frascos  con  100  mg.  de  aureomicina 
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In  manifest  vitamin  deficiencies  it  is  inadvisable  and 
impractical  to  rely  prirf>ar%  on  dietary  correction.  The  J 
deprivation  of  essential  neirtettt  fcictets  usually  has 
^-existed  for  many  y«*ini#  and  it  is  iir^xMiant  to  give^ 
acfequate  treatment  in  order  to*re?fí8'e  hftsJtH.feomptly.  ‘ 
Pluraxin  is  especially  designed  for  intensive  therapy. 


Therapeutic  Formula 

Vitamin  A (from  fish  liver  oil) 
Vitamin  Bj  (thiamine)  . 

Vitamin  B2  (riboflavin) . 

Vitamin  Bs  (pyridoxine) 
Nicotinamide  . 

Calcium  pantothenate  . 

Vitamin  C (ascorbic  acid) 
Vitamin  D2  (calciferol)  . 


Pluraxirt 

25,000  U.S.P.  Units 
15  mg. 
10  mg. 
2 mg. 
150  mg. 

10  mg. 
150  mg. 
1,000  U.S.P.  Units 


Same  formula  with  folic  acid  5 mg.  per  capsule 

One  capsule  daily  is  usually  sufficient.  Some  patients  may  require 
larger  doses  at  first.  In  vitamin  therapy,  "it  is  far  better  to  prescribe 
too  much  than  too  little,  too  soon  rather  than  too  late"  (Spies). 
Available  in  bottles  of  30  and  100  capsules. 

PLURAXIN 

Now  also  Pluraxin  with  FOLIC  ilCID 


INC. 


New  York  13,  N.  Y,  Windsor,  Ont, 


The  businesses  formerly  conducted  by  Winthrop  Chemical  Company,  Inc. 
and  Frederick  Stearns  & Company  are  novy  owned  by  Winthrop-Steorns  Inc. 
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THE  PRESENT-DAY  MEDICAL  PROBLEMS  IN  PUERTO  RICO* 

■JUAN  A.  PONS,  M.D.** 

I must  confess  that,  in  deciding  how  I should  approach  a dis- 
cussion of  the  subject  that  is  tacitly  comprised  in  the  title  assigned 
to  me  for  this  dissertation,  The  Present-Day  Medical  Problems  in 
Puerto  Rico,  I found  it  a rather  difficult  task  to  determine  what 
was  meant  by  the  adjective  “medical”,  what  was  meant  in  its 
substantive  “medicine”. 

If  “medicine”  was  intended  in  its  time-honored  but  extremely 
narrow  sense  of  “the  art  or  science  of  healing  diseases”’  there 
was  some  that  I could  say  and  much  that  I could  not  categorically 
talk  about.  If  it  was  interpreted  in  its  broader  definition  of  “the 
science  and  art  of  dealing  with  the  prevention,  cure,  or  alleviation 
of  diseases”,-  then  there  was  much  more  that  I could  say  and 
much  more  that  I could  categorically  talk  about.  If  we  considered, 
however,  that  — as  Craig-’  has  said — “the  days  of  monastery  med- 
icine and  the  ivory  tower  are  gone”,  and  thought  of  “medicine”  as 
“an  integral,  interrelated  and  interdependent  part  of  a functioning 
social  and  economic  system  which  to  be  viable  must  exist  in  a 
continuing  state  of  flux,”  then  there  was  much  more  that  I would 
have  liked  to  know  so  that  I could  talk  about  it  in  relation  to  Puer- 
to Rico. 

Halliday'  has  recently  pointed  out  that  a group,  like  an  indi- 
vidual, may  be  viewed  both  physically  and  psychologically.  A group 
has  material  needs,  such  as  food,  shelter,  clothing,  nursing  care, 
freedom  from  infectious  diseases,  and  when  the.se  needs  are  not 
satisfied  its  physical  health  declines  and  the  group  becomes  a sick 
population  with  high  rates  of  sickness  and  death.  A group  has 
also  psychological  or  social  needs  and  when  these  needs  are  not 
sati.sfied,  its  “psychological  health”,  which  is  also  its  “social 


• II  Regional  Meeting  of  The  American  College  of  Physicians.  C)  Novenil)er,  li).')0. 

**  Commissioner  of  Health  of  Puerto  Rico. 


693 


JTr^^’  A.  POA'.sr 


lift 

health”,  declines  and  the  group  becomes  socially  sick,  a sick  society. 
The  medical  approach  to  the  study  of  the  sick  society  he  has  called 
‘‘l)sychosocial  medicine”.  I know  I have  been  asked  to  talk  to  you 
about  the  sick  population  and  not  about  the  sick  society;  but,  having 
only  too  recently  witnessed  one  more  symptom  — and  a very  omi- 
nous one — of  the  psychosocial  illness  from  which  our  group  suffers, 
1 can  hardly  refrain  from,  once  again,  calling  attention  to  the  fact 
that  the  complete  diagnosis  of  that  illness  has  not  as  yet  been 
established.  That,  the  establishment  of  that  diagnosis  through  the 
medical  approach,  may  well  be  one  of  the  present-day  and  future- 
day  medical  problems  of  Puerto  Rico. 

This  train  of  thought  necessarily  brings  me  back  to  some 
views  expressed  in  1947. “Obviously,  the  health  of  the  people  can- 
not be  represented  by  its  extreme  opposite  — death — I’eflecting 
the  entire  statistical  truth,  and  not  even  when  the  incidence  of 
certain  diseases  is  added  thereto.  General  and  specific  mortality 
and  incidence  of  specifically  chosen  diseases  constitute  but  one 
aspect  of  general  health,  because  many  illnesses  there  are  which 
contribute  little  if  at  all  to  the  mortality  rate  directly,  but  contri- 
bute immensely  to  morbidity  and  to  loss  of  social  power.  Eighty  per 
cent  of  the  entire  population  of  Puerto  Rico  is  suffering  from  ge- 
neral malnutrition,  yet  — hoy  many  deaths  are  recorded  as  caused 
directly  or  indirectly  by  this  disease?  The  tremendous  importance 
of  malnutrition,  as  a cause  of  morbidity  and  in  its  social  implica- 
tions, cannot  be  challenged.  For  it  is  not  mere  morbidity  and  mor- 
tality that  are  important,  but  infirmity  or  incapacity  for  work 
which  is  of  paramount  importance.  Morbidity,  infirmity  and  mor- 
tality have  different  yet  definite  bearings  on  the  general  health, 
and  all  represent  not  only  preventable  grief,  but  also  social  loss 
from  lowered  efficiency,  absenteeism  and  lack  of  ambition  to  work; 
social  loss  from  the  need  of  providing  medical  care  and  direct  as- 
sistance to  the  infirm;  social  loss  from  the  breaking  up  of  the 
family  organization  because  of  infirmity  or  death  of  the  bread- 
winner.” 

“It  is  interesting,  indeed,  that  a small  epidemic  outbreak  in 
Puerto  Rico  brings  forth  all  our  might  to  prevent  a few  deaths 
in  as  many  days  and  that  public  opinion  becomes  manifestly  im- 
patient if  that  might  is  not  immediately  forthcoming;  yet,  there 
is  no  great  worry  over  the  fact  that  some  60,000  women  give  birth 
each  year  (164  women  daily)  in  dingy,  substandard  homes  in  the 
rural  areas  without  any  of  the  benefits  of  present-day  medicine. 
Certainly,  a small  epidemic  outbreak  offers  no  greater  urgency  than 
the  fact  that  hundreds  of  children  do  not  have  a wholesome  home 
and  appropriate  food;  the  death  of  a few  during  an  epidemic  out- 
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break  is  not  a more  serious  matter  than  the  fact  that  hundreds  of 
families  are  each  month  left,  to  suffer  hunger  and  misery  upon  the 
death  or  infirmity  of  the  bread-winners.  To  be  sure,  it  is  not  on 
the  basis  of  the  dramatic  and  spectacular,  nor  on  the  basis  of  in- 
dividual enthusiasms,  that  the  health  of  the  people  can  be  wielded, 
but  on  the  basis  of  the  objective  study  of  statistical  facts,  and 
of  statistical  facts  of  a more  complete  nature  than  are  now  made 
available.” 

“Illnesses  cannot  have  the  same  social  value  just  because  they 
have  the  same  lethal  power  or  the  same  incapacitating  potentiali- 
ties. Take  cardiac  disease  and  cancer,  on  the  one  hand,  and  tuber- 
culosis on  the  other.  By  far  the  majority  of  deaths  from  heart 
disease  in  Puerto  Rico  are  due  to  arteriosclerosis  and  hypertension, 
which  occur  at  or  after  middle  age;  cancer  is  a disease  essentially 
of  past  middle  life.  Both  of  them,  cardiac  disease  and  cancer,  af- 
fect the  individual  after  the  20-year  period  of  productiveness 
which  pays  the  cost  of  his  up-bringing,  after  his  home  has  the 
lelative  security  that  children  — already-grown-up,  can  provide. 
Tuberculosis,  on  the  other  hand,  kills  by  far  the  majority  of  in- 
dividuals in  the  early  part  of  their  productive  years,  when  they 
just  barely  begin  to  pay  the  cost  of  their  infancy  and  schooling, 
v/hen  they  have  just  contracted  the  obligations  of  marriage,  when 
their  children  are  still  young.  Cardiac  disease  and  cancer  on  the 
one  hand,  and  tuberculosis  on  the  other,  can  — to  be  sure — and 
do  give  rise  to  infirmity  of  their  victim  or  to  grief  of  widow  and 
children,  but  — how  different  the  circumstances!  In  fact,  heart 
disease  and  carcinoma  have  a killing  power  three  times  as  great 
as  that  of  tuberculosis,  yet  the  social  value  of  tuberculosis,  a 
negative  social  value  — of  course,  is  three  times  greater  in  Puerto 
Rico  than  that  of  cardiac  disease  and  cancer  combined,  even  when 
the  relative  numbers  of  their  victims  are  disregarded.”  With  it  all, 
tuberculosis  continues  to  be  the  single  disease  that  causes  the  most 
deaths  in  Puerto  Rico,  3,205  out  of  a total  of  23,391  in  1949,  13.7 
per  cent  of  all  deaths,  with  a mortality  rate  of  146.9  per  100,000 
population. 

“Tuberculosis  and  osteoarthritis  have  about  the  same  incapa- 
citating value;  tuberculosis  incapacitates  in  the  early  productive 
years,  osteoarthritis  in  the  years  of  decline.  Tuberculosis  has, 
therefore,  a much  greater  social  value  than  osteoarthritis.  The  com- 
mon cold  produces  few  deaths,  practically  no  deaths ; yet,  when  we 
consider  the  total  number  of  working  days  and  schooling  days  lost 
per  year  by  reason  of  the  common  cold,  we  must  admit  that  the 
common  cold  is  much  more  important  socially  and  from  the  eco- 
nomic standpoint,  than  even  cancer.  The  statistics  of  Puerto  Rico 


reveal  few  deaths  from  mental  disease;  yet  established  standards 
indicate  that  we  need  10,000  beds  for  mental  illness,  fully  one- 
third  of  our  total  need  in  beds  for  all  purposes;  mental  disease  is 
of  tremendous  social  importance  because  of  the  long  duration  of 
mental  illness  and  even  though  the  insane  usually  dies  from  “some- 
thing else”.  At  present  we  meet  no  more,  in  number  of  beds  — to 
say  nothing  of  the  lack  of  trained  personnel  and  of  the  quality  of 
services — than  20  per  cent  of  needs. 

Puerto  Rico  has  a very  young  population,  because  it  has  a 
rapidly  increasing  population.  As  of  July  1,  1948,  fully  35  per  cent 
of  the  population  was  under  15  years  of  age.  During  the  calendar 
year  1948,  45.6  per  cent  of  all  deaths  from  all  causes  were  in 
children  under  14  years  of  age.  Yet,  facilities  for  the  care  of  chil- 
dren in  our  hospitals  are  notoriously  inadequate  and  our  physicians 
are  primarily  trained  for  the  care  of  adults  with  only  14,  or  1.8 
per  cent  of  their  total  number  in  the  island,  896,  having  had  special 
training  in  pediatrics.  Not  more  than  15  per  cent  of  all  general 
hospital  beds  are  intended  for  children  and  God  well  knows  that 
they  are  not  all  meant  for  the  good  care  of  sick  children. 

We  now  have  in  the  waiting  list  of  our  Crippled  Children’s 
Bureau,  1,009  children  waiting  for  orthopedic  treatment  of  one 
kind  or  another,  556  children  waiting  for  plastic  surgery  and  1,350 
waiting  for  treatment  of  remediable  ocular  conditions;  most  of  them 
have  been  waiting  for  much  too  long  and  we  do  not  know  just 
when  they  can  be  taken  care  of.  We  know  of  824  cerebral  palsied 
children  who  are  receiving  little  if  any  expert  care. 

Screening  surveys  have  shown  that  our  schools,  with  an  ap- 
proximate enrollment  of  400,000  children,  contain  some  38,000 
children  with  visual  difficulties  readily  correctible,  and  some  25,000 
children  who  are  hard  of  hearing;  little  is  being  done  about  them. 
One  study  has  indicated  that  there  are  not  less  than  400  children 
under  18  years  of  age  who  are  blind,  most  of  them  from  causes 
that  could  have  been  prevented. 

Our  infant  mortality,  5,787  deaths  under  one  year  of  age  in 
1949,  a mortality  rate  of  67.6  per  1,000  live  births,  and  our  mor- 
tality from  diarrhea  and  enteritis,  139.7  per  100,000  population  in 
that  same  year,  are  much  too  high  for  comfort.  During  the  calendar 
year  1949  there  were  in  Puerto  Rico  a total  of  89,364  deliveries 
with  85,288  live  births  and  209  maternal  deaths,  a rate  of  2,34 
maternal  deaths  per  1,000  live  births;  this,  the  lowest  maternal 
death  rate  ever  attended  in  Puerto  Rico,  is  three  times  that  of  0.8 
for  continental  United  States  in  that  same  period. 

In  terms  of  mortality  rates,  the  efforts  of  past  and  present 
generations  have  accomplished  great  progress.  The  tuberculosis 
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death  rate  has  dropped  from  263  in  1930  and  260  in  1940  to  146.9 
in  1949.  The  mortality  rate  from  diarrhea  and  enteritis  was  327 
in  1930  and  406  in  1940,  but  only  139.7  in  1949.  The  mortality  from 
malaria  was  121  per  100,000  population  in  1930  and  97  in  1940,  but 
only  4.1  in  1949  and  2.6  so  far  in  1950.  Infant  mortality,  which  was 
126  per  1,000  live  births  in  1930  and  113  in  1940,  was  45.6  in  1949. 
It  is  as  the  result  of  these  reductions  in  the  mortality  rates  for 
specific  diseases  that  the  general  mortality  rate  has  dropped  from 
18.6  per  1,000  population  in  1930  and  18.4  in  1940  to  10.7  in  1949. 
And  it  is  also  as  a result  of  these  reductions  in  the  mortality  rates 
that  there  has  been  a remarkable  increase  in  the  life  ex^iectancy 
of  the  Puerto  Rican  at  birth.  A child  born  in  Puerto  Rico  in  1910 
or  1920  could  be  expected  to  live,  on  an  average,  to  the  age  of  38 
years  only;  the  Puerto  Rican  child  born  in  1930  could  be  expected 
to  live  to  the  age  of  41  as  an  average  and  that  born  in  1940  to  the 
age  of  46.  But  the  children  born  to  Puerto  Rican  mothers  during 
1947  could  expect  to  live  to  the  age  of  57.  That  is  accomplishment; 
that  is  progress  through  conscious  effort.  There  are  probably  few 
physicians  in  Puerto  Rico  who  remember  what  cholera,  yellow 
fever  and  smallpox  looked  like,  and  many  of  the  younger  physicians 
have  probably  never  seen  a case  of  typhoid  fever.  But  these  popu- 
lations that  we  have  caused  to  live  longer  and  that  we  have  caused 
to  be  free  from  the  dangers  of  certain  diseases,  these  individuals 
who  were  the  recipients  of  all  the  benefits  of  the  newer  know- 
ledge but  still  remain  human  beings,  people  with  spirits  and  with 
feelings  who  work  and  play  and  love  and  worship,  are  they  phy- 
sically, mentally  and  socially  healthy?  Certainly,  they  still  have 
to  live  in  an  environment  with  their  fellows  as  social  beings,  and 
the  evidence  is  that  they  are  not  physically,  mentally  and  socially 
healthy,  nor  happy. 

It  seems  to  me  as  if,  besides  the  problems  that  have  been 
insinuated  as  constituting  those  of  direct  immediate  concern  to 
medicine  in  Puerto  Rico,  there  are  the  two  following  major  ones 
that  embrace  all: 

It  is  imperative  that  we  put  into  the  attitude  of  people,  into 
their  everyday  conscious  thinking,  that  illnesses  and  infirmity  are 
to  a very  large  measure  preventable,  that  they  are  cancellable 
liabilities  and  that  it  is  unnecessary  to  suffer  them.  We  must  •'each 
them  to  seek  the  services  that  prevent  them,  rather  than  those 
that  remedy  them.  We  must  see  that  the  communities  cooi)erat? 
in  a constructive  manner  with  the  agencies  dedicated  to  the  pro 
motion  of  health.  When  we  have  accomplished  this,  then  we  shal' 
have  the  greatest  of  any  progress  in  medicine  to  report. 

Then,  we  must  strive  for  a sen.se  of  justice  in  meeting  the 
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needs  of  the  people  for  medical  care.  We  must  review  our  social 
concepts  as  they  apply  to  illness  and  to  the  practice  of  medicine, 
private  and  public.  There  is  no  doubt  but  that  excellent  medical 
care  is  available  in  Puerto  Rico,  as  elsewhere.  But,  also  as  else- 
where, it  is  not  well  distributed  nor  is  it  available  to  a very  large 
segment  of  our  population.  As  has  been  found  to  be  true  for  even 
the  continental  United  States,  there  are  in  Puerto  Rico  even  greater 
discrepancies  between  the  science  of  medicine  itself  and  the  services 
offered  to  people,  services  which,  as  Craig-*,  again,  says,  “are  not 
only  inadequate  for  physical  needs,  but  even  more  strikingly  inade- 
quate for  emotional  and  social  needs.”  Medicine,  as  it  has  been 
understood  to  the  present,  cannot  do  this  alone.  It  needs  the  col- 
laboration of  the  sociologist,  the  economist,  the  clergyman  and  the 
psychologist,  the  statesman  and  the  social  worker,  the  agronomist 
and  the  industrialist.  If  medicine  has  not  taken  the  initiative,  it 
can  still  take  the  lead  in  the  direction  of  broadening  the  scope  of 
■medical  care,  by  accepting  without  reservations  the  principle  that 
“man,  the  patient,  is  identical  with  man,  the  person,  the  social 
unit”,  and  getting  down  to  work  on  it. 
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PSYCHOTHERAPY* 


SOLOMON  KATZENELBOGEN,  M.  D.  ** 

Psychotherapy  means  treatment  of  diseases  or  of  more  or  less 
significant  personality  difficulties  by  psychological  methods.  These 
are  designed  to  influence  beneficially  the  emotional  and  intellectual 
functions  of  the  individual  and  thereby  are  conducive  to  mental 
health. 

In  so  far  as  the  physiology  of  the  organism  is  affected  by  the 
state  of  the  mind  of  the  individual,  psychotherapy  is  the  rational 
treatment  of  essentially  psychosomatic  disorders. 

Psychotherapy  is  equally  a useful  adjunct  in  organic  structural 
diseases,  for  the  reason  that  diseases  of  organs  are  apt  to  affect 
more  or  less  the  emotional  and  intellectual  functioning  of  the  per- 
son. 


CONSTITUENTS  OF  PSYCHOTHERAPY 

Terminology:  The  terms,  minor  psychotherapy,  deep  psycho- 
therapy, the  much  heralded  brief  psychotherapy  and  the  terms  for 
which  I,  myself,  feel  guilty,  namely,  symptomatic  — nonspecific 
psychotherapy,  should  be  understood  as  designating  only  constitu- 
ents of  more  or  less  comprehensive  psychotherapy  but  not  as  spe- 
cial psychotherapeutic  methods:  Clinical  experience  teaches  us 
that  psychotherapy  must  be  more  or  less  comprehensive,  of  more 
or  less  duration,  must  use  more  or  less  predominantly  the  one  or 
the  other  psychotherapeutic  means,  in  accordance,  not  only  with 
the  nature  and  severity  of  the  psychopathological  condition,  but 
also  in  accordance  with  the  assets  and  liabilities  of  the  patient  and 
cf  the  environment  to  which  he  is  subjected. 

Psychotherapeutic  Influences:  They  derive  from  various 
sources:  The  physician,  medical  personnel,  drug  and  other  physio- 
logical and  physical  treatments,  the  patient’s  living  and  working 
conditions,  his  family  relationships,  other  accidental  and  incidental 
occurrences  in  the  immediate  or  broader  environment.  The  phy- 
sician’s role,  outside,  of  his  active  participation,  is  due  to  his  unique 
position  vis-a-vis  the  patient:  The  patient  believes  in  the  knowl- 
edge and  ability  of  the  physician  he  chooses  to  help  him.  This  con- 
fidence enhances  his  preparedness  to  be  receptive  to  and  affected 
by  the  active,  specific  psychotherapy. 


• Based  on  the  Lecture:  “PSYCHOTHERAPY”  given  at  San  Patricio  Hospital 
San  Juan.  Puerto  Rico,  September  fith.  19.50. 

**  Saint  Elizabeths  Hospital,  Washington,  I).  C. 
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The  psychotherapeutic  influence  of  the  environment  cannot  be 
too  strongly  emphasized.  I am  mindful  of  the  fact  that  the  patient 
himself,  may  be  wholly,  or  in  a certain  measure,  the  maker  of  his 
environment.  Granting  that,  the  fact  remains  that  a given  en- 
vironment per  se,  may  be  favorable  or  harmful  to  a given  patient. 
To  ignore  the  ill  effects  of  environmental  adversities  in  the  belief 
that  when  the  patient’s  internal  conflicts  will  be  resolved  in  the 
l)sychotherapeutic  sessions,  he  will  automatically  be  able  to  adjust 
to  the  adverse  environment,  is  to  deprive  psychotherapy  of  additio- 
nal considerable  support,  and  in  certain  cases  even  to  allow  the  bad 
environment  to  weaken,  if  not  to  neutralize  altogether,  its  accom- 
jdishments. 

The  Patient-Therapist  Rapport:  It  consists  of  desirable  mutual 
human  and  humane  attitudes:  The  patient  has  confidence  in  the 
doctor’s  ability  to  help  him,  hopes  for  his  understanding  of  and 
sympathy  for  his  difficulties,  as  well  as  for  his  eagerness  to  help. 
The  therapist’s  interest  in  the  patient,  sympathetic  listening  to  his 
story,  recognition  of  the  reality  of  his  difficulties;  in  brief,  the 
display  of  respect,  understanding  and  a humane  sympathetic  at- 
titude by  the  psychotherapist,  if  genuine,  is  felt  by  the  patient. 
Thus  a mutual  emotional  and  intellectual  attitude  is  established, 
which  per  se  has  tremenduous  therapeutic  potentialities,  in  addition 
to  its  being  the  foundation  upon  which  the  essential  psychothera- 
peutic procedures  are  carried  out. 

The  psychoanalytical  school,  with  reference  to  the  patient- 
therapist  relationship,  uses  the  term  transference.  It  postulates 
that  in  certain  phases  of  the  analysis  the  analyst  stands  for  a per- 
son (a  parent  or  an  equivalent  substitute)  who  in  early  childhood 
and  also  in  the  later  life  of  the  patient  commanded  respect,  admira- 
tion, affection  and  also  provoked  erotic  desires — positive  transfe- 
rence, but  who  also  might  have  evoked  negative  emotions — negative 
transference.  Thus,  ‘transference’  is  apt  to  make  patients  mistake 
their  childhood  emotional  dependence  and  infantile  erotic  desires 
toward  their  parents  for  genuine,  present-day  feelings  toward  the 
therapist.  It  is  common  knowledge,  that  the  patient,  needing  help, 
expecting  to  get  it  from  the  analyst  and  recognizing  his  special 
knowledge  and  authority,  becomes  dependent  on  him.  In  certain 
instances,  a patient  may  mistake  respect,  gratitude,  affection  and 
dependence  for  love ; on  some  occasions  the  reactions  may  conceiva- 
bly be  an  experience  of  reliving  childhood  feelings  towards  a parent. 
It  seems  to  me,  however,  highly  speculative  that  such  reliving  of 
past  experiences  remains  entirely  unconscious  to  the  patient.  Then, 
v/herever  there  is  a change  to  a negative  attitude  it  is  conceivable 
that  it  may  be  caused  by  a variety  of  reasons:  disappointment  ip 
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the  therapeutic  results,  remarks  or  attitudes  of  the  therapist  dis- 
liked by  the  patient,  various  extraneous  influences.  Thus,  my  fe- 
eling is  that  the  psychoanalytical  theory  of  transference  has  not 
proven  its  claim  that  the  relationship  of  the  patient  towards  the 
therapist  is  motivated  principally,  if  not  wholly,  by  past  infantile 
emotions  towards  parents.  The  motives  for  the  patient’s  positive 
and  negative  attitudes  towards  the  therapist  appear  to  be  predo- 
minantly obvious;  rather  infrequently,  the  hypothesis  that  infantile 
and  entirely  unconscious  emotions  are  projected  on  the  therapist 
is  suggestive  and  serves  a useful  purpose,  inasmuch  as  it  can  be 
used  therapeutically. 

Suggestion,  Advice,  Persuasion,  Encouragement,  Enlighten- 
ment: These  are  mental  influences  universally  used  for  good  or  evil 
in  human  relationships ; human  beings  are  more  or  less  susceptible 
to  such  influences,  so  are  patients:  they  either  remain  normally 
receptive  to  those  influences  or  preserve  more  or  less  of  their 
basic  individual  susceptibility,  dependent  on  the  nature  or  severity 
of  the  mental  disease.  The  primary  condition  for  good  therapeutic 
use  of  these  psychological  influences  is  the  patient’s  need,  both  in- 
tellectual and  emotional,  and  receptivity  for  those  influences.  Above 
all,  even  on  these  necessary  premises,  suggestion,  advice,  persuasion 
and  encouragement  should  not  be  imposed  on  the  patient  as  if  it 
were  an  order  of  what  to  do  and  what  not  to  do,  as  long  as  his  dif- 
ficulties would  make  it  very  painful,  if  not  impossible,  for  him  to 
do  or  not  to  do  certain  things. 

Enlightenment,  intelligible  discussions  of  issues,  with  which 
the  patient  is  significantly  concerned,  imparting  to  him  the  gene- 
ral knowledge  and  the  therapist’s  own  experience  and  always 
matching  rather  uncheerful  items  with  distinctly  cheerful  ones,  are 
part  and  parcel  of  rational  psychotherapy. 

Rational  Psychotherapy:  This  mode  of  treatment  is  spoken  of 
as  genetic-dynamic  psychotherapy;  it  is  the  counterpart  of  etiolo- 
gic-pathogenetic  therapy  in  medicine.  The  guiding  principle  is  the 
concept  generally  recognized  by  psychotherapists,  that  the  patient’s 
present-day  difficulties  are  in  some  way  connected  with  his  past 
life  experiences.  Differences  arise  with  regard  to  the  recognition 
of  what  is  the  period  of  life  in  which  emotional  traumas  would  be 
of  particular  pathological  significance.  These  and  other  conceptual 
differences  have  led  to  two  types  of  genetic  dynamic  therapies: 
One  type  relies  primarily,  if  not  exclusively,  on  experiences  of  very 
early  childhood  which  therefore,  in  the  main,  remain  unconscious; 
the  other  type  of  treatment  makes  therapeutic  use  of  both  uncons- 
cioin  life  experiences  and  experiences  throughout  the  life  of  the 
patient;  experiences  of  which  the  patient  is  completely  or  partially 


102 


f:OLOMO\  KA TZEKELBOGEN 


aware;  the  aim  is  to  bring  those  past  life  experiences  into  con- 
sciousness either  through  the  patient’s  spontaneous  talking,  or  by 
being  induced  by  the  therapist  to  talk.  Thus,  the  two  therapeutic  ap- 
proaches— the  one  using  the  so-called  free  association  technique, 
and  the  other  the  intercommunication  method,  with  emphasis  on 
the  patient’s  spontaneity — analyze  the  mental  functioning  of  the 
patient.  It  would,  therefore,  seem  appropriate  to  apply  the  terms 
“psychoanalysis”  or  “psychoanalytic  treatments”  to  both  genetic- 
dynamic  psychotherapeutic  methods  whose  common  aim  is  to  in- 
fluence beneficially  both  the  intellectual  and  emotional  functioning 
of  the  patient  through  a study,  an  analysis  of  his  personality  func- 
tion in  the  present  and  throughout  his  past  life. 

As  to  the  interest  and  practical  need  for  knowing  how  the 
psychotherapeutic  analysis  is  carried  out,  what  is  going  on  at  the 
psychotherapeutic  session,  I can  only  offer  you  a glimpse,  a bird’s 
eye  view.  The  treatment  begins  at  the  very  first  meeting,  with  the 
taking  of  the  history;  some  of  the  psychotherapeutic  influences, 
just  discussed,  are  already  at  work;  then,  and  that  is  also  the  be- 
ginning of  the  genetic-dynamic  psychotherapy  proper,  the  material 
brought  out  provides  items  for  therapeutic  discussions.  Complaints 
of  the  patient,  their  onset,  development,  are  most  comprehensively 
legistered,  whatever  their  nature  might  be  and  whether  they  refer 
to  the  present  or  to  the  past;  they  are  the  nucleus,  around  which 
the  therapeutic  discussions  are  to  be  centered.  The  patient,  in 
bringing  forward  his  troublesome  experiences,  inevitably  ventilates 
more  or  less  of  his  emotions  which  became  integrated  with  those 
experiences.  He  is  consistently  encouraged  to  be  spontaneous,  to 
take  up  for  discussion  any  item  about  which  he  feels  a need  to  talk. 

As  concerns  the  content  of  the  psychotherapeutic  discussions, 
it  is  as  varied  and  polymorphous  as  human  experiences,  ideas,  fle- 
eting thoughts,  day-and  night  dreams  can  be.  The  guiding  prin- 
ciple at  these  psychotherapeutic  sessions,  be  it  emphatically  reite- 
rated, is  that  the  patient  talks  about  anything  he  feels  a need  to 
talk  about,  whether  it  is  his  own  feelings  and  actions  which  he  does 
rot  relate  to  the  environment  (“it’s  me”)  or  feelings  and  actions 
arising  in  his  interpersonal  relationships  or  by  events  in  his  broad- 
er environment-community,  country,  the  disunited  world  at  large, 
or  even  by  the  weather  conditions.  Any  and  all  items,  taken  up 
spontaneously  by  the  patient,  can  and  should  be  made  use  of  the- 
rapeutically, provided  he  feels  or  thinks  that  the  item  he  chooses 
10  talk  about  makes  a difference  to  him ; that  it  affects  him  in  some 
way.  Thus,  any  item  brought  up  by  the  patient  becomes  a more  or 
less  significant  problem.  Therefore,  in  my  way  of  understanding 
and  practicing  psychotherapy,  the  meaning  and  scope  of  complaints 
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ifá  broadened,  in  the  sense  that  in  addition  to  the  complaints  brought 
up  in  the  history  taking, — which  by  and  large  are  the  principal  dif- 
ficulties, but  not  invariably  so — problems  coming  up  throughout 
The  therapeutic  sessions  are  handled  therapeutically  like  the  origi- 
nal complaints:  Any  such  problem  again  becomes  the  discussion 
center  whose  radiations  may  lead  to  revelations  of  personality 
trends,  experiences  or  other  personality  difficulties,  hitherto  ap- 
parently not  suspected  either  by  the  patient  or  by  the  therapist. 
The  patient  is  encouraged  to  discuss  the  item  comprehensively.  As 
long  as  he  talks,  the  therapist  listens  attentively,  without  actively 
intervening;  he  tries  to  assimilate  what  is  said,  or,  in  any  case, 
tha  points  he  regards  as  of  particular  importance,  or  about  which 
he  needs  to  be  clarified.  When  the  patient  comes  to  a stop  in  his 
recounting  of  an  actual  event,  thought,  day-dream,  night-dream,  he 
is  asked  what  it  means  to  him  and  what  his  reactions  are.  If  the 
patient  does  not  have  any  answer,  or  the  answer  appears  to  be  in- 
complete, or  irrelevant,  or  not  plausible,  the  therapist  suggests  al- 
ternatives; if  no  alternative  is  acceptable  to  the  patient,  the  the- 
rapist does  not  argue  with  him ; he  only  submits  that  for  the  time 
being  the  matter  remains  unclear.  In  case  the  patient’s  evaluation 
or  reactions  appear  to  be  relevant  and  plausible  or  the  therapist’s 
alternative  is  acceptable  to  the  patient,  he  elaborates  more  on  the 
event  and  the  patient’s  reactions,  discussing  the  subject  matter  in 
relation  to  the  circumstances  under  which  the  event  had  occurred, 
as  well  as  in  relation  to  the  patient’s  more  or  less  remote  life  ex- 
periences and  his  personality  trends,  characteristics  or  attitudes. 
Thus,  throughout  therapeutic  sessions  of  more  or  less  long  stand- 
ing, ventilation  of  emotions  and  gaining  of  insights  by  the  patient 
take  place  with  regard  to  his  mode  of  reactions  and  attitudes  in 
various  life  situations.  Both,  catharsis  and  gradual  gaining  by  the 
patient  of  more  knowledge  of  himself,  go  hand-in-hand  with  other 
therapeutic  factors  already  discussed  and  to  be  discussed. 

In  case  the  patient,  either  at  the  beginning  of  or  during  the 
.session  says  nothing,  the  therapist  asks  a question  about,  or  he  asks 
to  discuss  a certain  point  of  an  item  previously  discussed,  or  he 
sugge.sts  taking  up  a new  subject  of  personality  study.  Above  all, 
the  therapist  is  concerned  that  silence  does  not  prevail  for  more 
than  a short  while;  for,  it  is  apt  to  provoke  in  the  patient  a feeling 
of  not  doing  well  what  he  should  do  and,  consequently  discourage- 
ment. For  the  sake  of  having  the  intercommunication  go  on  stead- 
ily, the  therapist  prefers  to  start  even  a neutral  social  conver.sation, 
rather  than  to  allow  too  long  pau.ses. 

Habit  Formation:  I shall  illustrate  the  application  of  the  the- 
rapeutic principle  based  on  the  concept  of  habit  formation  in  a 
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group  of  patients  suffering  from  difficulties  commonly  encountered 
in  psychiatric  practice:  A woman  around  forty  years  old  (Mrs  R.) 
vas  afraid  to  be  alone  in  her  own  apartment,  though  located  in  a 
large  apartment  house  and,  of  course,  surrounded  by  neighbors.  She 
used  to  leave  her  apartment  when  her  husband  left  for  work  and 
remain  with  neighbor  friends  until  his  return.  She  was  also  afraid 
to  go  places  alone  which  appeared  to  her  “deserted”,  meaning  that 
there  were  few  people  on  the  streets.  Even  in  the  company  of  her 
husband  she  would  not  drive  through  roads  where  there  was  little 
traffic  and  few  or  no  pedestrians. 

Another  woman,  46  years  old  (Mrs  B.)  would  not  go  down 
town  or  enter  any  department  store  unless  accompanied  by  her 
husband  or  sister.  She  also  was  afraid  to  go  to  church  to  Sunday 
Services,  as  she  had  been  used  to,  even  in  the  presence  of  her  hus- 
band. Being  a devout  Catholic,  this  was  to  her  “a  great  sorrow.” 

A man,  (Mr.  T.)  in  his  late  thirties  was  extremely  self- 
conscious  in  conversing  with  people  in  his  business  transactions  and 
more  so  socially ; he  could  not  look  into  the  face  of  his  interlocutor 
without  becoming  “extremely  nervous”.  He  was  particularly 
afraid  to  go  to  a barber-shop  when  other  customers  were  there;  he 
could  not  bear  their  looking  at  him.  He  would  go  to  the  barber 
only  a few  minutes  before  closing  time  and  when  there  were  no 
more  customers  waiting. 

A man,  thirty-five  years  old,  (0.  A.)  lawyer,  would  be  over- 
whelmed by  fear  in  reading  anything  dealing  with  or  even  remotely 
referring  to  any  abnormal  mental  reactions.  He  could  not  make 
himself  read  such  material  and  would  run  out  of  the  theater  even 
if  only  some  reference  was  made  to  insanity. 

A man,  twenty-eight  years  old  (Mr.  C)  complained  of  fatigue, 
exhaustion  and,  therefore,  not  being  able  to  study  for  his  examina- 
tions. Throughout  the  academic  year  he  had  been  neglecting  his 
studies  and  postponing  his  assignment  to  write  a paper  until  the 
last  period  of  examinations.  Then,  he  felt  that  he  could  not  cope 
with  the  accumulated  tasks;  he  therefore  considered  giving  up  his 
studies  temporarily  and  starting  again  after  the  completion  of  the 
analysis;  he  expected  then  to  be  able  to  go  on  with  his  studies  ef- 
fectively and  comfortably.  He  attributed  all  of  his  difficulties  to 
excessive  masturbation. 

In  all  these  cases  I consider  two  factors  at  work:  The  one  is  the 
basic  genetic-dynamic  content, — conscious,  preconscious  and 
unconscious  contents;  they  are  handled  by  the  analytical  methods 
just  outlined.  The  other  dynamic  factor  is  that  of  habituation: 
The  patients  had  developed  patterns  of  behavior  which,  on  one 
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hand,  excluded  very  vital  daily  activities  and,  on  the  other  hand, 
included  entirely  unproductive  and  very  perturbing  compulsions. 

Those  habits  had  contributed  to  the  maintenance  of  a pattern  of 
living  which  gradually  had  become  integrated  into  their  personality 
function.  Thus,  both  the  genetic  dynamic  factors  and  habit  work 
together  — the  former  more  potently  — to  perpetuate  an  abnor- 
mal behavior.  Therefore,  as  soon  as  I feel  — following  a certain 
period  of  psychotherapeutic  sessions,  varying  for  different  patients 
— that  the  patient’s  fear,  his  inability  to  do  certain  things  or  com- 
pulsion to  do  certain  things  are  somewhat  less  intense,  I encourage 
him  to  start  to  do  what  he  has  been  avoiding  to  do  or  to  abstain 
from  his  compulsions.  To  begin  with,  he  is  encouraged  to  do  so  on 
a very  small  scale,  to  the  extent  that  he  will  not  feel  too  uncom- 
fortable. Emphasis  is  laid  on  not  to  force  oneself  and  not  to  try, 
nor  to  expect  to  accomplish  much  at  a rapid  pace.  The  basic  con- 
cept underlying  the  recommended  procedure  of  dehabituation  is 
explained  to  the  patient;  the  essence  of  the  procedure  is  summed 
up  in  a sentence  like  this;  “Do  as  little  as  you  can,  with  least  dis- 
comfort, but  do  it  consistently,  make  of  it  a daily  task.”  Thus,  to 
reiterate,  genetic  dynamic  analytic  treatment,  in  my  practice,  is 
parallel  by  the  patient’s  active,  practical  self-reeducation  from  the 
time  he  is  prepared  for  it.  The  experienced  psychotherapist  feels 
the  preparedness  fairly  accurately.  It  seems  to  me  that  waiting 
for  the  end  of  analysis,  expecting  that  the  difficulties  will  vanish 
at  once,  globally,  is  unwarranted  passivity;  it  allows  the  patient 
to  maintain  his  difficulties  without  being  led  to  any  attempt  to 
provoke  some  break  in  his  abnormal  behavior,  even  though,  to  be- 
gin with,  a very  modest  break. 

Relief  from  symptoms:  Symptom  is  used  in  the  broadest  sense; 
namely,  not  only  as  one  of  the  signs  through  which  a disease,  an 
illness  manifests  itself,  but  also  any  feelings,  modes  of  action,  re- 
actions which  are  significantly  perturbing  to  the  individual  or  to 
those  coming  into  contact  with  him.  The  reason  for  my  thesis  is 
an  essentially  practical  one,  deriving  from  clinical  experience:  The 
patient’s  sole  interest  is  to  be  relieved  from  what  is  perturbing 
him.  The  psychotherapist’s  attitude  should  also  be  guided,  above 
all,  by  practical,  rather  than  theoretical  consideration ; particularly, 
when  not  infrequently  there  are  crying  discrepancies  between 
theory  and  clinical  evidence:  In  certain  instances,  neither  the  pa- 
tient nor  the  psychotherapist  feel  reasonably  certain  as  to  the 
“why”  the  patient  did  or  did  not  get  well.  In  other  cases,  both 
the  patient  and  the  psychotherapist  appear  to  be  very  satisfactorily 
enlightened  about  the  mental  mechanisms  lying  behind  the  patient’s 
difficulties;  they  are  able  to  talk  .sometimes  fa.scinatingly  about 
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those  mechanisms  and  even  become  or  remain  as  they  have  been 
before  — proselytes  of  the  theory;  yet,  the  patient  is  not  well. 

Timing  of  statements  by  the  therapist:  The  correct  or  in- 
correct timing  by  the  therapist  of  what  he  has  to  say  is  bound  to 
cause  in  the  patient  favorable  or  adverse  reactions,  contingent  in 
a large  measure  upon  his  present  emotional  state.  Often,  it  is  both 
the  emotional  and  intellectual  preparedness  or  unpreparedness  of 
the  patient  for  the  therapist’s  evaluation,  suggestion,  advice,  which 
determine  either  their  ineffectiveness  or  effectiveness. 

The  patient’s  own  willingness  to  undertake  psychotherapy:  The 
idea  that  he  needs  treatment  should  be  suggested  to  the  patient. 
But,  considering  that  genuine  cooperativeness  is  the  necessary 
prerequisite  of  effective  psychotherapy,  he  is  not  to  be  hard  pres- 
sed, unless  undue  procrastination  is  found  to  be  definitely  harmful 
lo  him  and  to  others  around  him. 

The  personality  qualifications  of  the  psychotherapist:  The 
desirable  personality  qualifications  of  the  psychotherapist  are: 
Genuine  interest,  sympathy,  respect,  tactful  and  warm  attitude 
toward  the  patient;  more  than  average  emotional  maturity  and 
considerable  ability  to  be  patient  and  tolerant ; intelligence, 
which,  is  used,  above  all,  for  the  benefit  of  the  patient; 
sound  background  in  medical,  psychological  and  sociological  scien- 
ces; genuine  interest  in  human  beings  and,  therefore,  in  anything 
concerning  them;  and,  last  but  not  least,  his  savoir  faire,  that  is, 
the  time  he  chooses  for  what  he  has  to  say,  the  way  he  says  it, 
the  tone  of  his  voice  and,  more  significantly,  the  content  and 
language  he  uses. 


THE  ART  OF  MEDICINE  IN  TUBERCULOSIS 
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From  the  very  first  moment  that  the  diagnosis  of  tuberculosis 
is  evident,  the  doctor  in  charge  has  to  start  making  use  of  con- 
siderable tact.  The  physician  who  first  arrives  at  the  diagnosis 
is  not  always  a phthisiologist  and  he  must  bring  into  play  all  his 
knowledge  of  psychology  and  the  art  of  medicine  in  informing 
the  patient  about  the  disease.  However,  at  this  point  the  patient 
is  usually  so  stunned  that  much  of  what  is  said  will  pass  unnoticed. 
Hence  it  behooves  the  resident  doctor  in  the  sanatorium  to  make 
the  preliminary  adjustments  in  the  patient’s  character.  It  is  this 
role  of  the  Resident  that  I will  discuss  in  this  paper. 

The  very  same  day  that  the  history  and  physical  examination 
are  performed  may  be  adequate  for  the  first  approach  to  the  men- 
tal reactions  of  ward  patients.  By  talking  in  the  privacy  of  the 
examining  room,  you  show  the  patient  consideration  for  his  per- 
sonal feelings,  and  that  may  help  him  to  submit  to  the  regulations 
of  the  institution  and  overcome  the  anxieties  of  the  first  weeks.* 

The  main  subjects  around  which  to  center  the  discussion  in 
the  first  interview  should  be  the  extent  of  the  disease,  the  need 
of  a prolonged  stay  in  the  hospital,  and  last  and  most  important 
of  all,  what  bed  rest  means  in  tuberculosis.  Much  emphasis  should 
be  placed  on  the  latter  subject,  and  actual  demonstrations  should 
be  given,  with  the  patient  lying  on  his  back,  shoulders  below  the 
pillows,  arms  along  side  the  body  with  every  voluntary  muscle 
completely  relaxed.  In  order  to  secure  the  cooperation  of  the  pa- 
tient, a simple,  physiologic  explanation  should  be  given  about  the 
necessity  of  being  in  this  position  during  most  of  the  time,  at 
least  during  his  waking  hours. 

During  the  daily  rounds,  we  may  check  on  the  patient’s  at- 
titude towards  bed  rest  and  his  understanding  of  it,  we  should 
point  out  to  him  the  secondary  role  of  medications  and  active 
treatments,  and  emphasize  the  fact  that  bed  rest  should  be  consi- 
dered as  our  main  weapon  in  treatment,  and  not  as  lack  of  treat- 
ment. In  individuals,  recalcitrant  to  complete  relaxation,  we  should 
allow  a few  days  to  elapse,  while  at  the  same  time  we  try  to  gain 
their  confidence  by  our  considerate  approach  and  interest  in  their 
cases.  We  should  bear  in  mind  the  many  prejudices  they  have  to 
overcome  during  the  period  of  adaptation.  Many  elderly  patients. 


* From  the  Medical  Staff.  lola-Monroe  County  Tuberculosis  Sanatorium, 
Rochester  20.  N-’w  York. 
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who  through  a defense  mechanism  against  dependence  are 
uncooperative  in  some  details  during  the  first  days,  finally 
realize  the  full  meaning  and  real  value  of  our  explanations,  and 
change  their  attitude  for  a better  one. 

After  a few  weeks,  we  may  explain  the  advantages  of  the 
sanatorium  versus  the  home,  especially  the  availability  of  com- 
plete physical  and  mental  rest,  constant  medical  supervision,  the 
facilities  for  starting  a new  treatment  when  considered  convenient, 
scientifically  controlled  diet,  etc.  We  might  point  out  that  in  his 
home,  he  may  feel  more  lonely  and  frustrated,  with  all  his  re- 
latives going  about  their  daily  activities,  than  in  the  hospital, 
where  everybody  is  following  the  same  routine. 

Some  explanations  about  the  course  of  the  disease  and  about 
any  change  in  activity  or  further  rehabilitation  should  be  given 
periodically;  a good  time  for  these  chats  would  be  after  follow- 
up X-Rays. 

In  the  interviews  with  relatives  or  friends,  we  should  remind 
them  that  love  and  friendship  serve  as  moral  support  to  the  chro- 
nically ill ; these  are  as  necessary  for  his  peace  of  mind  as  food  is 
for  the  nutriment  of  his  body. 

Much  help  may  be  had  from  the  social  worker  and  the  reha- 
bilitation counselor  later  on,-  but  during  the  initial  period  of  hospi- 
talization, we  feel  that  it  is  the  physician  who  has  the  main  res- 
ponsibility in  this  phase  of  the  practice  of  the  art  of  medicine.^ 
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BACKGROUND  FOR  A MEDICAL  SCHOOL  IN 
PUERTO  RICO- 

Mr.  Toastmanter,  Ladies  and  Gentlemen: 


As  the  year  1950  passed  the  halfway  point,  the  medical  school 
of  the  University  of  Puerto  Rico  was  inaugurated.  It  opened  on 
schedule  in  August  as  the  Chancellor  of  the  University  said  it 
would.  It  is  now  appropriate  to  make  this  undertaking  the  subject 
of  our  discussion  tonight  at  the  Second  Regional  Meeting  of  the 
American  College  of  Physicians;  for  one  of  the  aims  of  this  orga- 
nization is  to  maintain  and  to  advance  the  highest  possible  stand- 
ards in  medical  education,  medical  practice  and  clinical  research. 
We  rejoice  and  take  pride  that  the  medical  school  has  been  born. 

The  idea  and  the  need  for  a medical  school  in  Puerto  Rico  are  not 
of  recent  origin.  It  is  not  generally  known  that  plans  for  a medical 
school  were  as  opportune  at  the  beginning  of  the  last  century  as 
they  are  today.  Conditions  relating  to  medical  care  were  similar 
to  those  existing  today.  The  number  of  physicians  in  proportion 
to  the  population  was  small.  Medical  services  were  inadequate  in 
many  towns.  By  Royal  decree  issued  in  Madrid  on  January  30, 
1816,  a medical  school  at  the  old  military  hospital  at  San  Juan  was 
established.  Six  months  later  the  school  was  ready  for  students 
under  the  direction  of  Dr.  José  Espaillat,  physician  in  chief  of  the 
military  garrison  at  the  post  of  San  Juan.  For  about  30  years  this 
modest  school  prepared  practitioners  of  medicine  but  it  is  believed 
to  have  been  discontinued  after  the  death  of  Dr.  Espaillat  in  1884. 
In  1892  the  Puerto  Rican  Atheneum  inaugurated  courses  in  human 
anatomy,  physiology,  hygiene  and  obstetrics.  Faculty  members  of 
the  University  of  Havana  came  over  for  the  annual  examinations 
but  no  medical  degrees  were  conferred.  The  Spanish  Government 
made  appropriations  for  these  courses  which  were  interrupted  in 
1898  as  a result  of  the  Spanish  American  War. 

With  the  new  sovereingty,  a profound  change  in  the  order  of 
things  and  values  was  to  take  place  and  the  new  order  was  to  exert 
its  influence  in  the  practice  of  medicine  in  Puerto  Rico. 

In  1903  shortly  after  the  setting  up  of  a civil  government  for 
this  Island,  the  University  of  Puerto  Rico  was  inaugurated  and  in 
the  law  founding  the  University  it  was  stated  that  the  Board  of 
Trustees  would  establish  a medical  school  as  soon  as  possible. 

In  December  1922  a Puerto  Rican  commission  attended  a din- 
ner at  the  Columbia  University  Club,  in  the  city  of  New  York 

• Address  by  Dr.  Rafael  Rodríguez-Molin»,  Governor  for  Puerto  Rico  of  the 
American  College  of  Physicians,  at  a dinner  held  on  November  5,  1950. 
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where  the  need  of  a medical  school  in  Puerto  Rico  was  discussed. 
On  the  commission’s  return  to  Puerto  Rico,  attention  to  the  lack 
of  a school  was  called  to  Governor  Towner  and  influential  men  in 
civil  and  political  life.  Interest  aroused,  Senate  bill  52  was  passed 
on  May  1923  “to  authorize  any  of  the  large  Universities  of  the  Unit- 
ed States  to  establish  a branch  of  its  college  of  Medicine  in  the  Uni- 
versity of  P.  R.  and  to  create  a commission  to  submit  a plan  of 
organization  for  such  purpose’’.  Funds  were  appropriated  and  a 
commission  appointed  to  undertake  negotiations.  Columbia  Uni- 
versity became  interested  and  it  was  recommended  “that  a plan  for 
establishing  courses  of  advanced  instruction  and  research  in  tro- 
pical medicine  be  approved”.  The  School  of  Tropical  Medicine  was 
established  in  the  place  of  a School  of  Medicine.  In  1942  shortly 
after  the  reorganization  of  the  University  of  Puerto  Rico  by  the 
Legislature,  the  question  of  a Medical  School  was  again  taken 
up  in  an  effort  to  contend  with  the  large  number  of  physicians  that 
were  entering  the  Armed  Forces.  Upon  appointment  as  Chancellor 
of  the  University,  one  of  Dr.  Benitez’s  first  undertakings  was  the 
establishing  of  a medical  school.  With  the  assurance  that  the  Le- 
gislature and  the  medical  profession  would  cooperate,  the  Chancel- 
lor appointed  a committee  of  physicians  (Drs.  Manuel  de  la  Pila, 
Ramón  M.  Suárez  and  0.  Costa-Mandry)  to  make  recommenda- 
tions on  the  proposed  school.  All  the  members  of  this  committee 
were  fellows  of  the  American  College  of  Physicians.  In  August  1943, 
the  Committee  submitted  its  report  which  was  referred  to  the  Su- 
perior Council  of  Education.  In  May  1944,  Dr.  Benitez  appointed 
Dr.  0.  Costa-Mandry,  a fellow  of  the  American  College  of  Physicians 
as  special  adviser,  instructing  him  to  visit  medical  schools  in  United 
States,  to  confer  with  medical  educators  and  submit  a report  with 
recommendations.  This  report  was  submitted  in  November  of  that 
year.  It  was  recommended  that  an  accredited  school  be  established 
in  Puerto  Rico,  that  local  conditions  justified  its  establishment,  that 
the  Government  was  willing  and  able  to  finance  it,  and  that  the 
medical  school  should  be  a part  of  the  University.  Shortly  after,  the 
Puerto  Rico  Medical  Association  passed  a resolution  supporting 
the  proposed  school  as  part  of  the  University  of  Puerto  Rico,  one 
which  would  meet  the  minimum  standards  required  by  the  Council 
on  Medical  Education  and  Hospitals  of  the  American  Medical  As- 
sociation. This  resolution  was  ratified  in  1945  and  again  in  1948. 
In  1949,  Dr.  Harold  Brown,  of  Columbia  University,  was  selected 
medical  adviser  to  the  Chancellor  and  charged  with  the  organization 
of  the  present  medical  school. 

The  Puerto  Rican  mountaineer  or  Jíbaro,  the  agricultural  la- 
borer of  the  hills  who  led  a sickly,  pauperized  and  miserable  way  of 
life,  was  at  the  turn  of  the  century  the  subject  of  sociological  and 
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medical  interest  and  the  concern  of  the  landowners.  He  had  been 
labeled  indolent,  apathetic  and  lazy  by  the  men  of  letters  of  that 
generation. 

In  1899  a terrific  hurricane  struck  the  Island  of  Puerto  Rico 
disrupting  its  agriculture  and  most  of  its  economic  structure.  A 
young  and  well  trained  medical  officer  in  the  U.  S.  Army  was  as- 
signed to  set  up  and  operate  a field  hospital  for  civilians,  to  treat 
the  homeless  and  destitute  peons  and  their  families,  victims  of  the 
storm.  During  the  course  of  the  daily  routine  of  his  work  it  oc- 
curred to  this  curious  physician,  that  in  addition  to  examination 
of  the  blood  of  these  pale  and  sickly  people  which  he  had  carried 
out  and  confirmed  the  well-known  fact  that  they  were  anemic,  he 
should  perform  examination  of  the  stools.  It  was  a hot  afternoon, 
when  Lt.  Ashford  in  his  small,  improvised  laboratory  at  the  foot  of 
the  hills  in  the  city  of  Ponce,  examined  the  feces  of  one  of  his  pa- 
tients. Suddenly,  he  saw  under  the  microscope  the  ova  of  the 
deadly  hookworm.  Rejoicing  with  excitement  and  enthusiasm,  he 
immediately  sent  his  Commanding  Officer,  at  San  Juan,  the  fol- 
lowing telegram:  “Ponce,  P.  R.,  November  24,  1899.  Have  this  day 
proven  the  cause  of  many  pernicious  progressive  anemias  of  this 
Island  to  be  due  to  ancylostomum  duodenale”.  The  veil  had  been 
lifted  from  the  face  of  the  anemia  of  Puerto  Rico.  This  discovery 
constituted  a cornerstone  of  research  in  the  field  of  medical  science 
in  tropical  areas.  In  the  course  of  the  next  several  years  it  was 
followed  by  the  introduction  of  mass  treatment,  that  is,  the  admin- 
istration of  an  anthelmintic  drug  by  medical  personnel  to  a large 
number  of  people  in  a given  area  and  in  a given  period  of  time.  The 
“anemia  campaign”  as  it  was  called,  was  carried  out  in  several  parts 
of  the  Island  with  moneys  appropriated  by  the  Government  of  Puer- 
to Rico  and  under  the  supervision  of  the  Porto  Rico  Anemia  Com- 
mission. It  was  the  first  campaign  against  this  disease  in  the  new 
world  and  over  300,000  persons  were  to  be  treated  in  the  course  of 
the  follow’ing  five  years.  It  was  this  type  of  therapy  w'hich  in  later 
years  the  International  Health  Board  of  the  Rockefeller  Foundation 
was  to  carry  out  over  the  tropical  world  with  the  purpose  to  er- 
radicate  and  control  parasitic  diseases,  particularly  Malaria  and 
ancylostomiasis.  Dr.  Ashford’s  discovery  on  the  pathogenesis  of 
the  anemia  affecting  thousands  of  agricultural  laborers  in  Puerto 
Rico  and  elsewhere,  has  in  our  opinion,  no  less  significance  and  con- 
sequence in  terms  of  human  suffering  and  in  lives  saved,  than  the 
experiments  of  Walter  Reed  and  his  associates  in  yellow  fever  in 
Havana.  Deaths  from  “the  anemia”  had  fallen  from  11,875  in  the 
years  1900-1901  to  1,758  in  the  years  1907-1908.  At  about  this  time 
two  other  important  discoveries  took  place;  the  finding  by  Dr.  Isaac 
González-Martínez  of  the  ova  of  Schistosoma  Mansoni  in  native 
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Puerto  Ricans  marked  the  discovery  of  this  important  parasitic 
disease  in  the  western  hemisphere.  As  early  as  1905  Dr.  Ashford 
described  the  clinical  syndrome  of  sprue  on  this  Island.  While  the 
struggle  against  the  hookworm  was  being  carried  out  all  over  the 
rural  areas  of  Puerto  Rico,  it  was  felt  by  influential  men  in  the  go- 
vernment that  an  official  institution  was  desirable  and  necessary  to 
direct  the  crusade  against  this  disease  and  at  the  same  time  to 
study  other  medical  problems  which  had  already  appeared  in  con- 
nection with  the  hookworm  program. 

The  institute  of  tropical  medicine  and  hygiene  was  inaugurated 
at  San  Juan  in  the  year  1912  with  Dr.  Bailey  Kelly  Ashford  as  the 
first  director. 

Following  the  First  World  War  in  which  Colonel  Ashford  acti- 
vely participated  with  an  outstanding  record  of  service  and  during 
which  he  became  in  contact  with  many  of  the  leading  medical  men 
of  his  generation,  the  idea  of  a bigger  institution,  a place  where 
graduate  medical  education  as  well  as  research  on  a larger  range 
would  and  could  be  carried  out,  became  paramount  in  the  minds  of 
both  Puerto  Ricans  and  continentals  in  high  governmental  positions. 
In  a new  and  beautiful  building  The  School  of  Tropical  Medicine  was 
inaugurated  in  1926,  and  the  institution  was  to  function  as  a semi- 
autonomous  part  of  the  University  of  Puerto  Rico  under  the  auspi- 
ces of  Columbia  University.  The  aims  of  the  graduate  school  were 
the  study  of  disease  in  a semi-tropical  environment,  research, 
teaching,  and  above  all,  service  to  the  people  of  Puerto  Rico  and  to 
the  medical  profession  of  the  Island.  Many  of  the  younger  phy- 
sicians have  not  and  do  not  appreciate  in  its  true  value  the  signi- 
ficance of  some  of  the  activities  of  the  School  of  Tropical  Medicine. 
The  clinico-pathological  conferences,  the  visits  of  distinguished 
men  in  medical  science,  the  availability  of  scholarships  for  post 
graduate  education  abroad.  Today  such  activities  are  of  frequent 
occurrence,  but  in  those  days  they  were  practically  non-existent  for 
the  benefit  and  advancement  of  the  medical  profession  of  Puerto 
Rico.  In  this  connection  the  present  Commissioner  of  Health  has 
said:  “Many  of  us  particularly  those  who  came,  as  I did, 
during  the  early  years  of  our  School  of  Tropical  Medicine,  can  well 
remember  the  tremendous  influence  that  this  institution  had  on 
medical  practice  in  those  days”.  Twenty-four  years  later  we  can 
point  out  to  the  service  rendered  by  the  School  of  Tropical 
Medicine  to  the  People  of  Puerto  Rico,  through  the  treatment  of 
thousands  of  indigent  cases  in  the  dispensary  and  at  the  hospital ; 
to  the  medical  profession,  among  other  services  the  rendering  free 
of  charge  of  pathological  examinations  on  surgical  material ; to  the 
hospitals  in  the  metropolitan  area  for  performing  free  autopsy  ser- 
vice; to  the  Department  of  Justice  of  the  Government  of  Puerto 
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Rico  in  preparing  medico-legal  work  on  certain  autopsy  material. 
In  addition,  and  to  mention  just  a few,  there  are  its  medical  library 
with  over  14,000  bound  volumes  and  nearly  five  hundred  periodi- 
cals; the  work  on  nutrition  as  it  concerns  the  diet  of  the  average 
Puerto  Rican;  the  investigation  on  the  pathogenesis  of  recurrent 
lymphangitis;  the  epidemiological,  pathological  and  clinical  studies 
on  Schistosomiasis  Mansoni ; the  studies  on  chromoblastomycosis 
and  the  pathology  and  epidemiology  of  filariasis. 

Such  is,  ladies  and  gentlemen,  the  spiritual,  the  scientific 
heritage  and  the  tradition  of  the  Porto  Rico  Anemia  Commission, 
of  the  Institute  of  Tropical  Medicine  and  Hygiene,  and  of  the  School 
of  Tropical  Medicine.  They  are  great  underlying  forces  and  efforts 
which  will  exert  its  influence  in  the  life  of  the  new  medical  school. 
The  men  and  women  who  incarnated  these  three  sources  of  new  life 
for  medical  science  in  Puerto  Rico  are  not  to  be  forgotten.  With  such 
a background,  which  we  trust  will  not  be  forsaken  or  ignored,  but 
should  always  be  had  in  mind,  we  firmly  believe  that  the  new  ins- 
titution has  been  established  on  a permanent  and  lasting  founda- 
tion. 

It  is  a difficult,  complex  and  time  consuming  task  to  set  up  a 
medical  school.  The  local  members  of  the  American  College  of 
Physicians  are  fully  cognizant  and  appreciative  of  this  fact.  In 
their  name  and  in  my  own  I wish  to  express  our  greetings,  our 
admiration  and  our  respect  to  those  responsible  for  the  creation  of 
the  medical  school,  for  their  leadership,  for  their  devotion,  and  for 
the  courage  to  carry  out  their  ideals  of  public  service! 
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Sr.  Speaker,  señores  miembros  de  In  Cámara: 

Es  con  verdadera  satisfacción  que  someto  en  el  día  de  hoy  a 
ustedes  este  informe  de  las  actividades  sobresalientes  de  la  Aso- 
ciación Médica  de  Puerto  Rico  durante  el  año  que  nos  cupo  el  alto 
privilegio  de  presidirla. 

Si  bien  es  cierto  que  hemos  llegado  al  final  de  la  jornada  sin 
mayores  contratiempos  no  es  menos  cierto  que  hemos  sufrido  gran- 
des decepciones  al  ver  la  apatía  con  que  la  gran  mayoría  de  nues- 
tros asociados  acogen  nuestros  problemas  médicos,  y cómo  pasan 
j)or  alto  todas  o la  mayor  parte  de  las  gestiones  de  los  dirigentes 
de  la  clase  médica,  dejando  que  nos  debatamos  como  mejor  podamos 
c importándoles  muy  poco  el  buen  éxito  de  nuestro  programa ; pe- 
ro siempre  dispuestos  a ser  los  paladines  de  los  movimientos  con- 
tra los  pocos  que  se  ocupan  de  nuestros  problemas,  cuando  algo  no 
h.a  resultado  de  conformidad  con  su  forma  de  pensar.  Indudable- 
mente, el  éxito  que  logra  nuestra  Asociación  en  poder  llevar  ade- 
lante sus  programas  se  debe  única  y exclusivamente  a ese  grupo 
minoritario  que  sabe  anteponer  el  interés  colectivo  a su  interés 
personal,  y que  no  vacila  en  poner  al  servicio  de  nuestra  clase  su 
tiempo  y su  dinero  sin  importarle  el  que  otro  grupo  mayor  se  em- 
peñe en  permanecer  al  pairo  de  los  acontecimientos,  limitando  to- 
dos sus  esfuerzos  en  favor  de  la  Asociación  al  pago  de  su  cuota. 

Sabemos  que  esta  situación  no  es  exclusiva  de  nuestra  clase ; 
la  misma  prevalece  en  todas  las  organizaciones  análogas  a la  nues- 
tra, y aun  en  las  esferas  gubernamentales  y quien  sabe  si  quizás 
en  las  grandes  corpoi'aciones  industriales ; pero  ninguna  entidad, 
ya  sea  privada  o gubernamental,  ha  logrado  progresar  bajo  tales 
condiciones.  De  ahí  pues,  nuestro  interés  en  conseguir  poner  coto  a 
esta  situación  en  el  seno  de  nuestra  agrupación.  Por  ello,  en  mi 
primera  carta  mensual  os  decía: 


“El  éxito  de  mis  gestiones  en  la  presidencia  depende,  sin  embargo, 
de  la  ayuda  que  me  brinden  los  compañeros  asociados,  y a ustedes 
acudiré,  cuantas  veces  sea  preciso,  para  recabar  vuestros  consejos  y 
ayuda. 

“Si  todos  nos  disponemos  a.  aportar  nuestro  grano  de  arena,  no  dudo 
que  tendremos  un  año  feliz  y conseguiremos  más  adeptos  a nuestra 
causa  en  pro  de  un  Puerto  Rico  más  saludable  y una  clase  médica  más 
unida  y más  dispuesta  a luchar  por  nuestros  derechos,  sin  descuidar, 
desde  luego,  nuestras  o))ligaciones  para  con  el  puel)lo. 
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“Si  bien  hemos  tenido  que  seleccionar  un  grupo  reducido  de  com- 
pañeros para  que  desempeñen  puestos  en  los  distintos  comités  de  la 
Asociación,  no  significa  ello  que  hemos  de  depender  únicamente  de 
dichos  colegas  para  que  nos  ayuden  a encauzar  debidamente  nuestros 
problemas.  Nos  proponemos  por  el  contrario,  reclutar  los  servicios 
de  todos  los  miembros  en  general,  cuando  consideremos  que  su  ayu- 
da pueda  sernos  de  utilidad  en  la  mejor  solución  de  los  asuntos  que 
puedan  surgir  durante  nuestra  gestión  administrativa,  y esperamos, 
como  .s  natural,  encontrar  a todos  ustedes  dispuestos  a darnos  su 
decidida  cooperación.” 

Nuestra  vehemente  exhortación,  sin  embargo,  no  tuvo  el  éxito 
anhelado,  ya  que  sólo  logramos  ganarnos  el  concurso  de  los  pocos 
de  siempre ; los  más,  los  que  constituyen  el  núcleo  mayor  de  nues- 
tra agrupación  han  preferido  permanecer  estáticos  viendo  a los 
menos  echarse  al  hombro  el  pesado  fardo  que  representa  la  gran 
responsabilidad  que  tiene  la  Asociación  Médica  para  con  nuestro 
pueblo  y para  con  nuestros  socios,  y contribuyendo,  con  su  actitud 
pasiva,  al  fracaso  de  nuestras  más  preciadas  aspiraciones.  Son 
esos  propios  compañeros  los  que  se  lamentan  en  ocasiones  de  lo  po- 
co que  la  Asociación  hace  por  ellos,  y los  que  critican  adversa- 
mente la  actitud  asumida  por  los  dirigentes  en  tal  o cual  problema. 
Reconocen  ellos  que  son  parte  de  la  Asociación  en  el  momento  de 
exigir  responsabilidad ; pero  lo  ignoran  cuando  les  llega  el  turno 
de  cumplir  con  sus  obligaciones  para  con  ésta.  Ni  esta  directiva 
ni  ninguna  otra  directiva  podrán  hacer  por  nuestros  socios  o por 
nuestro  pueblo  más  de  lo  que  estén  dispuestos  a facilitarnos  nues- 
tros propios  miembros.  La  fuerza,  el  poder  para  llevar  adelante  el 
programa  de  la  Asociación  descansa  no  en  determinado  grupo  sino 
en  la  totalidad  de  los  compañeros  que  integran  nuestra  matrícula. 

Los  dirigentes  de  la  Asociación  pueden  estar,  como  lo  hemos 
estado  nosotros  y como  sin  duda  alguna  lo  estuvieron  los  que  nos 
precedieron  en  estos  menesteres,  muy  dispuestos  a rendir  el  máxi- 
mo de  sus  e.sfuerzos  en  pro  de  nuestra  causa;  pero  de  nada  val- 
drían cuantos  esfuerzos  hagamos  los  que  incidentalmente  pasemos 
por  estos  cargos  si  la  mayoría  de  nuestro  grupo  ha  de  permanecer 
siempre  en  un  absoluto  ostracismo. 

Conscientes  de  que  es  nuestro  deber  tratar  de  corregir  este 
gran  defecto,  no  vacilamos  en  aprovechar  esta  ocasión  para  llamar 
una  vez  más  la  atención  de  nuestros  compañeros  hacia  el  mismo, 
en  la  esperanza  de  que  así  logremos  despertar  el  interés  de  aque- 
llos que  han  optado  por  asumir  una  actitud  pasiva  en  relación 
con  los  asuntos  que  nos  afectan  muy  de  cerca. 

Y hechas  estas  observaciones,  (pie  hacemos  sin  intención  de 
herir  susceptibilidades,  y si  sólo  con  el  sincero  deseo  de  que  se  co- 
irija  un  mal  que  a todos  nos  perjudica,  vamos  ahora  a permitirnos 
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hacer  una  corta  relación  de  aquellos  asuntos  que  consideramos  de 
mayor  interés,  y de  muchos  de  los  cuales  ya  han  sido  ustedes  en- 
terados a través  de  nuestra  carta  mensual. 

Comités 

Al  seleccionar  los  miembros  de  los  distintos  comités  de  la  Aso- 
ciación tratamos,  hasta  donde  ello  fué  posible,  de  dar  participación 
al  mayor  número  de  compañeros,  ya  que  sabemos  que  una  gran 
parte  del  éxito  de  nuestra  labor  depende  de  la  cooperación  que  nos 
den  los  distintos  comités. 

Es  con  verdadero  placer  que  hacemos  aquí  público  reconoci- 
miento de  la  ayuda  valiosa  que  nos  prestaron  muchos  de  los 
miembros  de  dichos  comités,  y cuyo  decidido  espíritu  de  coopera- 
ción nos  hicieron  más  llevadera  nuestra  labor.  Queremos  hacer 
mención  específica  de  los  compañeros  que  integraron  el  Comité  Cien- 
tífico, el  Comité  de  Etica,  la  Junta  Editora,  el  Comité  de  Conven- 
ción, el  Comité  de  Seguro  contra  ‘Malpractice’,  el  Comité  de  Edifi- 
cio, el  Comité  de  Cáncer  y el  Comité  Auxiliar  de  Damas. 

Secciones  de  Especialidades 

Las  secciones  de  especialidades  han  seguido  el  mismo  ritmo 
del  año  pasado.  Las  únicas  que  han  llenado  fielmente  su  cometido 
han  sido  la  de  Obstetricia  y Ginecología,  la  de  Oftalmología  y Oto- 
rrinolaringología, y la  de  Psiquiatría  y Neurología. 

Recientemente  quedó  definitivamente  organizada  la  Sección  de 
Dermatología. 

Tenemos  entendido  que  la  Sección  de  Pediatría  también  quedó 
organizada,  pero  no  ha  celebrado  actividad  alguna. 

La  Sección  de  Medicina  Interna  auspició  una  reunión  de  ca- 
rácter científico  a principios  de  año ; pero  no  ha  vuelto  a reunirse 
desde  entonces. 

La  Sección  de  Cirugía  no  ha  celebrado  reunión  alguna. 

La  Sección  de  Tisiología  celebró  dos  reuniones  conjuntamente 
con  el  Capítulo  de  Puerto  Rico  del  American  College  of  Chest  Phy- 
sicians y ambos  grupos  han  aunado  sus  esfuerzos  nuevamente  pa- 
ra auspiciar  la  visita  a nuestra  Isla  del  doctor  Pedro  Domingo. 

Es  de  esperarse  que  el  próximo  año  todas  las  secciones  tengan 
una  participación  más  destacada  en  nuestros  programas. 

Seguro  contra  ‘Malpractice’ 

El  Comité  de  Seguro  contra  ‘Malpractice’  ha  desplegado  este 
año  una  gran  actividad.  A principios  de  año,  y con  motivo  de  una 
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carta  que  nos  enviara  el  doctor  José  A.  Seín,  en  la  que  sugería 
que  la  Asociación  tratase  de  tener  una  intervención  más  directa  en 
los  casos  de  ‘malpractice’  que  pudieran  suscitarse  en  nuestros  tri- 
bunales, dicho  comité  celebró  sendas  entrevistas  con  los  médicos 
envueltos  en  dos  de  los  casos  surgidos  este  año,  incluyendo  los  pe- 
ritos traídos  a nuestra  Isla  por  los  litigantes. 

El  propósito  del  comité  al  celebrar  estas  entrevistas  era  el  de 
evitar  que  surgieran  en  corte  incidentes  desagradables  entre  com- 
pañeros médicos,  y hasta  donde  sabemos  nosotros,  la  intervención 
del  comité  fué  muy  saludable  a este  respecto. 

Por  otro  lado,  el  Comité  realizó  gestiones  cerca  de  las  firmas 
aseguradoras  del  país  para  que  renovaran  las  pólizas  de  seguro  con- 
tra ‘malpractice’.  Dichas  gestiones  trajeron  como  resultado  el  que 
varios  corredores  de  seguros  se  interesaran  en  el  asunto,  consi- 
guiendo de  las  firmas  John  Bradley,  Inc.  y Alberto  Ortiz  Toro,  pro- 
posiciones bastante  razonables.  Dichas  firmas  ofrecieron  a los  mé- 
dicos de  Puerto  Rico,  por  conducto  del  Comité  de  Seguro  contra 
‘malpractice’  la  siguiente  tarifa: 


Por  un  seguro  de  $5,000  a $15,000 


Médicos  en  práctica  general $25.00 

Médicos  cirujanos 31.25 

Médicos  Radiólogos 50.00 


Comité  de  Etica 

El  Comité  de  Etica  que  preside  el  doctor  Mario  Juliá,  trabajó 
este  año  con  gran  diligencia  en  la  querella  que  le  fuera  formulada 
el  año  pasado  contra  los  doctores  Jacobo  Simonet,  A.  González  Me- 
na, y J.  A.  Lanauze  Rolón,  y con  fecha  31  de  marzo  del  año  en 
curso,  trajo  a nuestra  atención  el  siguiente  informe,  el  cual  trans- 
cribimos a continuación  para  conocimiento  y la  acción  que  estime 
pertinente  esta  Cámara: 

“Con  fecha  17  de  octubre  de  194!)  el  entonces  presidente  de  nuestra 
Asociación,  doctor  Manuel  A.  Asior,  sometió  a la  considera<'ión  del 
Comité  de  Ktica  la  querella  i)resentada  por  un  grupo  de  compañeros 
Contra  los  doctores  .Jacobo  Simonet,  A.  González  Mena  y .1,  A,  Lanauze 
Rolón,  en  la  cual  se  alegaba  ([ue  estos  últimos  comi)añeros  habían  fal- 
tado a la  ética  pi'ofesional  al  combatir  en  la  forma  que  lo  hicieron 
el  programa,  de  vacunación  por  medio  de  la  vacuna  HCG  (lue  auspicia 
el  Departamento  de  Salud  insular. 

“Este  Comité  ha  dedicado  un  tieini)o  considerable  al  estudio  cuidadoso 
de  la  querella  referida,  y se  ha  reunido  diez  veces  a los  fines  de  ob- 
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tener  una  comprensión  clara  del  asunto  y poder  formar  un  juicio 
imparcial  sobre  el  mismo. 

"Kn  la  noche  del  dia  iirimero  de  noviemlire  da  1!)4!),  y a reciuerimien- 
to  de  nuestro  Comité,  compai'eció  ante  éste  el  grupo  de  los  querellan- 
tes para-  explicar  sus  alegaciones  y para,  discutir  algunos  puntos  que 
a nuestro  juicio  necesitaban  aclaración.  Después  de  conocer  las  argu- 
mentaciones de  este  grupo  y la.  extensa  documentación  presentada  co- 
mo evidencia-,  solicitamos  de  los  querellantes  que  presentaran  su  ca- 
so en  forma  más  concreta,  enumerando  por  escrito  sus  acusaciones 
esenciales.  Nuestra  petición  fué  correspondida  y poco  tiempo  después 
i’ecibimos  la  nueva  documentación  solicitada.  Notamos  entonces  que 
el  doctor  J.  A.  Lana-uze  Rolón  habla  sido  eliminado  de  la  lista,  limi- 
tándose, por  lo  tanto,  la  (luerella  a los  doctores  Jacobo  Simonet  y A. 
González  Mena. 

“Procedió  enseguida  el  Comité  a citar  a los  compañeros  Jacobo  A.  Si- 
monet y A.  González  Mena  para  ofrecerles  su  legítima  oportunidad 
de  ser  oídos  y de  defenderse  de  las  imputaciones  presentadas  contra 
ellos,  fijando  la  fecha  de  la.  vista  para  la  noche  del  16  de  febrero  de 
1950.  Reunido  el  Comité  en  esa  fecha,  los  citados  colegas  no  compa- 
recieron personalmente  sino  que  enviaron  cartas  solicitando  una  copia 
de  la  querella,  la  cual  les  fué  remitida  inmediatamente. 

“Se  procedió  de  nuevo  a citar  a los  doctores  Jacobo  Simonet  y A. 
González  Mena  para  que  comparecieran  ante  el  Comité  en  la  noche  del 
7 de  marzo  de  1950.  Reunido  el  Comité  en  dicha  fecha  para  oir  a los 
querellados,  estos  tampoco  concurrieron.  El  doctor  Simonet,  sin  em- 
bargo, nos  dirigió  una  segunda  comunicación  pidiendo  que  se  le  en- 
viara la  lista  de  los  querellantes,  lo  cual  se  hizo  sin  demora.  Por  su 
parte  el  doctor  González  Mena  no  ofreció  excusa  alguna  por  haber 
faltado  a la  vista. 

“Por  tercera  vez,  y al  efecto  de  ofrecer  a estos  dos  compañeros  todas 
las  oportunidades  posibles  para  su  legítima  defensa,  los  invitamos  nue- 
vamente para  que  comparecieran  ante  nosotros  el  día  15  de  marzo  de 
1950.  En  esta  techa  hizo  acto  de  presencia  el  doctor  Simonet,  a quien 
ofrecimos  la  oportunidad  de  contestar  una  por  una  las  acusaciones 
contra  él  presentadas,  interrogándolo  nosotros  sobre  aquellas  cuestio- 
nes que  nos  parecían  dudosas  en  cuanto  a su  alcance  y significación. 

“El  doctor  González  Mena  no  correspondió  a ésta,  nuestra  tercera  in- 
vitación, ni  dió  excusas  por  su  ausencia. 

“Después  de  considerar  muy  cuidadosamente  las  alegaciones  y eviden- 
cias presentadas  por  ambas  partes,  este  Comité  ha  llegado  a las  si- 
guientes conclusiones,  que  sometemos  respetuosamente  a su  conside- 
ración: 


Vaso  del  doctor  Simonet 

“En  el  caso  del  doctor  Simonet,  la  opinión  del  Comité  puede  resumirse 
en  los  cinco  puntos  siguientes: 
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“Primero:  El  doctor  Simonet  tenía  y tiene  perfecto  derecho  a.  expre- 
sar sus  puntos  de  vista  y argumentaciones  en  contra  del  programa 
de  vacunación  con  BCG  emprendido  por  el  Departamento  de  Salud  del 
gobierno  de  Puerto  Rico.  El  derecho  a emitir  opiniones  es  una  pre- 
rrogativa d-mocrática  que  ampara  a todos  los  ciudadanos. 

“Segundo:  A nuestro  juicio  el  vehículo  más  adecuado  para  divulgar 
ideas,  como  las  sustentadas  por  el  doctor  Simonet  con  respecto  al  BCG, 
es  la  prensa  médica  dentro,  y aun  fuera  del  país,  o bien  las  asambleas 
o reuniones  de  la  Asociación  Médica  de  Puerto  Rico. 

“Tercero:  La  divulgación  científica  de  ciertos  asuntos  médicos  a tra- 
vés de  la  prensa  laica  y de  la  radio  debe  considerarse  como  un  acto 
lícito  y constructivo  siempre  que  el  tono  de  la  exposición  sea,  no  so- 
lamente mesurado  y discreto,  si  que  también  respetuoso  hacia  el  cri- 
terio de  otros  miembros  de  nuestro  grupo  profesional. 

“Cuarto:  Nos  parece  censurable  el  tono  impropio  y desconsiderado 
con  que  el  doctor  Simonet  combatió  en  algunos  de  sus  discursos  públi- 
cos las  ideas  y procedimientos  de  otros  compañeros  que  también  son 
acreedores  a nuestra  consideración  y en  quienes  debemos  reconocer 
honradez  y sinceridad  de  propósitos,  estemos  o no  de  acuerdo  con  su 
manera  de  pensar.  La  ética  médica  exige  de  cada  médico  que  manten- 
ga el  prestigio  y la.  dignidad  de  su  clase  en  todo  momento,  y condena 
cualquier  actitud  de  parte  de  un  médico  que  pueda  menoscabar  la  con- 
fianza del  público  en  la  entereza  y buena  fe  de  sus  compañeros. 

“Quinto:  Recomendamos  a la  Cámara  de  Delegados  de  la  Asociación 
Médica  de  Puerto  Rico  que  apruebe  una  resolución  condenando  como 
antiético  el  uso,  en  el  futuro,  de  la  tribuna  partidista,  o el  tomar 
parta  en  programas  o asambleas  políticas  de  carácter  partidista,  pa- 
ra dirimir  cuestiones  médicas  de  índole  puramente  científica. 

Caso  del  doctor  González  Mena 

“En  cuanto  al  compañero  A.  González  Mena,  lamentamos  tener  que  in- 
formar que  no  nos  ha  sido  posible  formar  juicio  en  este  caso,  ya  que 
el  doctor  González  Mena  ha  ignorado  repetidamente  nuestras  invita- 
ciones y las  oportunidades  que  le  hemos  ofrecido  para  que  venga  a dis- 
cutir en  el  seno  del  Comité  la  querella  contra  él  presentada. 

“Corresponde  a la  Directiva  de  nuestra  Asociación  tomar  la  acción 
que  estime  conveniente  en  relación  con  esta  falta  de  disciplina  co- 
metida por  el  referido  compañero. 


Muy  respetuosamente, 

Mario  Juliá,  M.D. 

Arturo  L.  Carrión,  M.D. 
Juan  J.  Nogueras,  M.D. 
Antonio  Navas,  M.D. 

Jaime  Serra-Chavarry,  M.D. 
J.  Rodríguez-Pastor.  M.D. 
Ramón  J.  Slfre,  M.D, 
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Agapes  a Legisladores,  Periodistas  y Médicos 
Internos  y Residentes 

Este  año  nuestra  directiva  llevó  a cabo  en  el  Club  Médico  tres 
actividades  en  honor  a distintos  grupos.  La  primera  de  éstas,  el 
(lía  2 de  marzo  fué  celebrada  en  honor  a los  miembros  de  la  Legis- 
latura insular  y a la  misma  asistió  una  nutrida  representación  de 
las  cámaras  legislativas. 

El  segundo  ágape  tuvo  lugar  el  día  4 de  marzo  y fué  celebra- 
do en  obsequio  a los  miembros  de  la  Sociedad  Puertorriqueña  de 
Periodistas,  cuya  entidad  celebra  su  asamblea  anual  en  nuestro  do- 
micilio. 

El  tercer  acto  social  fué  celebrado  en  honor  a los  médicos  in- 
ternos y residentes  el  día  17  de  junio.  La  razón  que  nos  movió  a 
celebrar  este  ágape  fué  la  de  tener  un  cambio  de  impresiones  con 
los  compañeros  jóvenes  e irles  interesando  desde  ahora  en  los  pro- 
blemas de  nuestra  clase. 

Estamos  muy  satisfechos  de  la  concurrencia  a estos  actos,  y 
recomendamos  que  los  mismos  sigan  celebrándose  por  nuestros 
sucesores. 

Asociaciones  de  Distrito 

Este  año  hemos  tenido  la  gran  satisfacción  de  ver  que  todas 
las  asociaciones  de  distrito  llevaron  a cabo  sus  asambleas  y que 
dichos  actos  quedaron  sumamente  lucidos. 

Deseamos  hacer  mención  especial  a la  Asociación  Médica  del 
Distrito  de  Arecibo,  que  ha  sido  la  primera  en  llevar  a cabo  el  pro- 
yecto de  construir  la  casa  del  médico  del  distrito.  Representa  esta 
actividad  un  paso  de  avance  en  nuestra  agrupación,  que  debe  servir 
de  estímulo  a los  compañeros  que  tienen  bajo  su  dirección  las  dis- 
tintas asociaciones  de  distrito.  Aprovechamos  esta  ocasión  para 
reiterar  a los  colegas  del  distrito  de  Arecibo  nuestra  efusiva  feli- 
citación por  el  éxito  por  ellos  logrado. 

Confiamos  sinceramente  que  el  año  que  viene  ya  contemos  con 
la  casa  del  médico  en  los  distritos  de  Ponce  y Mayagüez,  cuyas  di- 
rectivas ya  tienen  planes  definitivos  para  llevar  a cabo  dichos  pro- 
yectos. 

Otra  actividad  de  distrito  que  revistió  inusitado  esplendor  lo 
fué  la  asamblea  anual  del  distrito  de  San  Juan,  para  la  cual  este 
año  se  invitó  a un  clínico  americano  de  gran  prestigio,  el  doctor 
Seymour  J.  Gray,  quien  dictó  conferencias  de  verdadero  interés  pa- 
ra la  nutrida  concurrencia  que  asistió  a dicho  acto.  Este  año  la 
asamblea  del  distrito  de  San  Juan  dió  comienzo  en  la  noche  del 
sábado.  La  segunda  sesión  se  llevó  a efecto  en  la  mañana  del  do- 
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mingo,  terminando  la  misma  con  un  elegante  acto  social  en  el  Ca- 
sino de  Puerto  Rico. 

Reciban  los  dirigentes  de  todas  las  asociaciones  de  distrito  nuesr 
tro  más  sincero  reconocimiento  por  la  espléndida  cooperación  que 
nos  brindaron  para  el  mejor  éxito  de  nuestro  programa  de  activi- 
dades médico-sociales. 

Legislación 

Este  año  prácticamente  no  hubo  legislación  alguna  que  requi- 
riese atención  preferente  por  parte  de  nuestra  agrupación.  La  le- 
gislación médica  presentada  fué  una  de  menor  importancia. 

Tuvimos  sin  embargo,  la  oportunidad  de  dar  consideración  es- 
pecial a tres  proyectos  que  nos  fueron  referidos:  el  P.  del  S.  Núm. 
19,  que  nos  fué  enviado  por  el  Senador  Anselmi  para  que  le  diéra- 
mos nuestra  opinión.  Dicho  proyecto  tenía  por  objeto  enmendar  la 
sección  primera  de  la  Ley  Núm.  31  de  1932,  que  regula  el  ejerci- 
cio de  la  profesión  de  Químico.  Nuestra  directiva  estudió  dicho 
proyecto  e informamos  al  Senador  Anselmi  que  la  Asociación  Mé- 
dica no  tenía  objeción  alguna  que  hacer  al  mismo. 

Otro  de  los  proyectos,  el  P.  del  S.  302,  que  regula  la  práctica 
de  la  profesión  de  técnico  en  radiología,  nos  fué  referido  inicial- 
mente  por  la  Asociación  de  Técnicos  de  Rayos  X.  Entregamos,  el 
mismo  para  su  estudio  a la  Sección  de  Radiología  de  nuestra  Aso- 
ciación, la  cual  procedió  a hacer  un  detenido  análisis  del  mismo, 
recomendando  aquellas  enmiendas  que  se  consideraron  pertinentes 
hacerle.  Cuando  dicho  proyecto  fué  aprobado  por  la  Legislatura, 
el  honorable  Gobernador  nos  envió  una  copia  del  mismo  para  nues- 
tros comentarios,  procediendo  nosotros  a recomendar  su  aproba- 
ción. toda  vez  que  en  él  se  habían  incluido  las  enmiendas  sugeri- 
das por  nuestra  Sección  de  Radiología. 

El  tercer  proyecto,  de  carácter  federal,  nos  fué  referido  por  el 
Comisionado  Residente  de  Puerto  Rico  en  Washington,  Dr.  A.  Fer- 
nós  Isern.  Refiriéndose  dicho  proyecto  a un  sistema  especial  para 
la  selección  del  personal  técnico  que  necesita  las  fuerzas  armadas, 
nuestra  directiva  optó  por  no  hacer  comentario  alguno  al  mismo, 
limitándonos  a ofrecer  a las  autoridades  pertinentes  un  respaldo 
absoluto  a toda  medida  que  tienda  a fortalecer  y a hacer  más  efi- 
cientes los  cuerpos  armados  de  la  Nación  Americana. 

Delegado  a la  Asociación  Médica  Americana 

En  la  pasada  reunión  ordinaria  de  la  Cámara  de  Delegados 
36  procedió  a nombrar  al  doctor  Manuel  Guzmán  Rodríguez  como 
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nuestro  representante  a la  Cámara  de  Delegados  de  la  Asociación 
Médica  Americana.  Al  notificar  nosotros  dicho  nombramiento  a 
la  A.M.A.  se  nos  llamó  la  atención  hacia  el  hecho  de  que  el  doctor 
Guzmán  Rodríguez  no  podía  desempeñar  dicho  cargo,  el  cual  po- 
drían solamente  desempeñar  los  ‘fellows’  de  la  Asociación  nacional. 

Ante  esta  situación  nuestra  Directiva  procedió  a nombrar 
como  delegado  suplente  al  doctor  F.  Sánchez  Castaño,  quien  ya 
había  actuado  en  tal  capacidad  el  pasado  año.  El  doctor  Sánchez 
Cataño  asistió  en  representación  de  nuestra  Asociación  a la  conven- 
ción anual  celebrada  en  San  Francisco,  así  como  también  a la  sesión 
clínica  que  tuvo  lugar  en  Cleveland  del  5 al  8 del  mes  en  curso. 

Queremos  aprovechar  esta  ocasión  para  recordar  a la  matrí- 
cula de  la  Asociación  que  los  miembros  de  la  Asociación  Médica  de 
Puerto  Rico,  para  poder  ser  considerados  ‘fellows’  o miembros  de 
la  Asociación  Médica  Americana  deben  pagar  una  cuota  de  $25.00 
a dicha  entidad.  De  acuerdo  con  nuestros  records  los  únicos  mé- 
dicos que  han  pagado  dicha  cuota  este  año  han  sido  los  siguientes: 


Dr.  F.  Sánchez  Castaño 
Dr.  Manuel  A.  Astor 
Dr.  Luis  A.  Amorós 
Dr.  José  R.  Passalacqua 
Dr.  Ramón  M.  Suárez 
Dr.  Donald  F.  Babb 
Dr.  Karl  Horn 
Dr.  Justo  Luis  Muñoz 
Dr.  F.  Hernández  Morales 
Dr.  H.  F.  Carrasquillo 
Dr.  J.  H.  Font 


Dr.  Rafael  Colón 

Dr.  Anthony  Lombardi 

Dr.  José  F.  González 

Dr.  Ricardo  F.  Fernández 

Dr.  Ramón  J.  Sifre 

Dr.  Rafael  Hernández 

Dr.  Pablo  G.  Curbelo 

Dr.  José  A.  Roure 

Dr.  Manuel  de  la  Pila  (fenecido) 

Dr.  Pedro  J.  Collazo 

Dr.  A.  Oliveras  Guerra 


Boletín  de  la  Asociación 


Digna  de  encomio  es  la  labor  realizada  este  año  por  la  Junta 
Editora,  que  ha  logrado  impartir  nueva  vida  al  órgano  oficial  de 
nuestra  Asociación.  El  cambio  operado  en  el  formato  y en  la  cla- 
se de  trabajos  que  han  aparecido  este  año  en  el  Boletín  Médico  ha- 
bla muy  alto  del  interés  y el  entusiasmo  con  que  han  realizado  su 
labor  los  compañeros  que  integran  la  Junta  Editora. 

La  Junta  Editora  ha  celebrado  una  reunión  todos  los  meses 
para  revisar  cada  uno  de  los  artículos  que  fueron  sometidos  a su 
consideración  y ha  conseguido  así  presentar  a nuestros  socios  una 
revista  completamente  renovada  en  todos  sus  aspectos. 

Vaya  nuestra  más  calurosa  felicitación  para  los  compañeros 
que  bajo  la  hábil  presidencia  del  doctor  Rodríguez  Molina  se  han 
ocupadq  este  año  del  Boletín  Médico, 
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El  Heraldo  Médico: 

Una  de  las  cosas  de  que  nos  sentimos  más  satisfechos  es  del 
auge  alcanzado  por  nuestra  revista  de  divulgación. 

El  Heraldo  Médico  fué  objeto  de  un  cambio  radical  en  su  for- 
mato, y a fuerza  de  peticiones  aquí  y allá,  usando  a nuestros  ami- 
gos médicos  y a nuestros  amigos  particulares,  hemos  logrado  con- 
seguir un  gran  número  de  anuncios  y donativos,  que  si  bien  no  han 
sido  suficientes  para  cubrir  en  su  totalidad  el  costo  de  impresión 
y publicación  del  mismo,  por  lo  menos  nos  ha  hecho  más  llevadera 
la  carga  económica  que  éste  representa. 

Entre  los  compañeros  que  más  han  cooperado  con  esta  presi- 
dencia en  la  solicitud  de  anuncios  se  destacaron  la  doctora  Carmen 
Troche  de  Mejía,  el  doctor  José  A.  Iguina,  el  doctor  Arquelio  Ramí- 
rez y el  doctor  José  Luis  Vilá,  los  cuales,  muy  gentilmente,  se  en- 
cargaron de  gestionarnos  anuncios  en  sus  respectivos  pueblos.  A 
este  respecto  cooperaron  también  con  nosotros  los  doctores  Estella, 
Montilla,  Firpi  y Ramírez. 

Merecen  nuestra  gratitud  muy  especialmente  los  dueños  de  las 
siguientes  clínicas,  quienes  muy  generosamente  nos  han  venido 
ayudando  con  sus  anuncios  para  hacer  factible  la  publicación  de 
El  Heraldo: 


Clínica  Dr.  M.  Juliá 
Clínica  Fernández  García 
Auxilio  Mutuo 
Clínica  Font  Martelo 
Hospital  Pavía 
Hospital  Monteflores 
Ramírez  Hospital 


Clínica  Dr.  Perea 
Clínica  Antillas 
Clínica  Oriente 
Clínica  Susoni 
Hospital  Dr.  Maldonado 
Clínica  Vázquez  Trelles 


Queremos  asimismo  testimoniar  nuestro  agradecimiento  a los 
compañeros  que  han  hecho  donativos  a El  Heraldo  Médico,  entre 
los  cuales  se  destacan  los  siguientes: 


Dr.  Ricai'do  F.  Fernández 
Dr.  Augusto  Perea 
Dr.  Rafael  Colón 
Dr.  Pedro  Ramos  Casellas 
Dr.  Arquelio  Ramírez 
Dr.  Jenaro  Suárez 
Dr.  Manuel  A.  Astor 
Dr.  Adolfo  Bernabé 
Dr.  Luis  Manuel  Morale.s 
Dr.  Plácido  Arrache 
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Dr.  Pablo  Morales  Otero 
Dr.  Ramón  E.  Ramírez 
Dr.  A.  Martínez  Alvarez 
Dr.  Francisco  Bonelli 
Dr.  Ramón  I.  Almodóvar 
Dr.  Pedro  Malaret 
Dr.  M.  Fernández  Fuster 
Dr.  E.  Martínez  Rivera 
Dr.  Manuel  Pujadas  Díaz 
Dr.  Miguel  Alon.so 
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Dr.  Jacinto  Zaratt 
Dr.  Luis  J.  Montalvo 
Dr.  Miguel  A.  Firpi,  Jr. 
Dr.  Roberto  Aguayo 


Dr.  Pablo  G.  Curbelo 
i)r.  J.  Basora  Defilló 
Dr.  Antonio  Ortiz 
Dr.  Egidio  S.  Colón  Rivera 


Son  igualmente  acreedores  a nuestra  gratitud  los  compañeros 
que  han  hecho  posible  la  publicación  de  El  Heraldo  con  sus  mag- 
níficas colaboraciones. 

Todos  debemos  sentirnos  justamente  regocijados  de  la  acogi- 
da franca  de  que  ha  sido  objeto  El  Heraldo  Médico  por  parte  del 
público  puertorriqueño.  Varios  de  sus  artículos  han  sido  reprodu- 
cidos en  la  Prensa  diaria  y en  folletos  de  entidades  particulares,  y 
una  de  sus  ediciones,  la  dedicada  al  cáncer,  alcanzó  una  circula- 
ción de  10,000  ejemplares,  toda  vez  que  el  Capítulo  de  Puerto  Rico 
del  American  Cancer  Society  reprodujo  por  su  cuenta  5,000  copias 
extras.  Según  hemos  sido  informados,  miembros  del  Magisterio  a 
quienes  llega  nuestra  publicación  están  usando  los  artículos  publi- 
cados en  ésta  como  material  de  enseñanza  en  algunas  de  sue  cla- 
ses, y los  comentarios  por  nosotros  recibidos  de  muchos  de  sus 
lectores  son  altamente  halagadores. 

En  términos  generales.  El  Heraldo  Médico  es  hoy  en  día  una 
de  las  aportaciones  más  valiosas  de  nuestra  clase  al  pueblo  puer- 
torriqueño, y por  ello  debemos  esforzamos  todos  por  conseguir  que 
el  mismo  deje  de  ser  una  carga  para  nuestro  reducido  presupuesto. 
Lo  que  consiguieron  la  doctora  Troche  de  Mejía  en  Humacao,  el 
doctor  Iguina  en  Vega  Baja,  el  doctor  Ramírez  en  San  Germán,  y 
el  doctor  Vilá  en  Caguas,  puede  ser  fácilmente  alcanzado  por  cada 
uno  de  nosotros  en  nuestros  respectivos  pueblos,  y ello  sería  más 
que  suficiente  para  cubrir  el  costo  de  publicación  y distribución 
y distribución  de  El  Heraldo. 

Video  Médico 

Sin  duda  alguna  el  acontecimiento  médico  del  año  lo  fué  el  pro- 
grama de  televisión  auspiciado  por  el  Comité  Científico  de  nuestra 
Asociación,  y el  cual  fué  posible  gracias  a la  generosa  ayuda  de  las 
firmas  E.  R.  Squibb  & Sons  y la  International  General  Electric, 
las  cuales  trajeron  a Puerto  Rico  los  técnicos  y el  equipo  necesa- 
rios para  tan  magno  acontecimiento;  pasando  así  nuestra  isla  a 
ser  el  primer  país  latino-americano  donde  se  lleva  a cabo  un  pro- 
grama de  esta  naturaleza. 

El  variado  programa  preparado  por  el  Comité  Científico  se 
llevó  a efecto  tal  como  fué  planeado,  y tanto  las  conferencias  como 
las  operaciones  que  se  llevaron  a efecto  bajo  el  lente  de  la  cámara 
de  televisión  pusieron  una  vez  más  de  relieve  la  acabada  técnica 
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quirúrgica  y la  habilidad  de  nuestros  compañeros.  ¡Qué  lástima, 
que  no  hayan  podido  observar  estas  demostraciones  algunos  de 
los  gratuitos  detractores  de  la  clase  médica,  a quienes  han  tenido 
que  enfrentarse  los  dirigentes  de  la  Asociación  en  el  momento  de 
hacer  valer  los  derechos  de  nuestra  clase! 

Actividades  científicas: 

Las  actividades  de  carácter  científico  auspiciadas  por  el  Co- 
mité Científico  durante  el  año  que  termina  han  sido  en  extremo 
interesantes.  El  programa  de  conferencias  semanales  llevado  a 
cabo  por  dicho  comité  y muy  especialmente  los  cursos  postgradua- 
dos organizados  bajo  la  hábil  dirección  del  doctor  Suárez  han  ser- 
vido para  mantener  a nuestros  compañeros  en  un  constante  plan 
de  mejoramiento  profesional. 

Sin  duda  son  las  reuniones  científicas  la  médula  de  nuestra 
organización  y de  ahí  la  importancia  de  que  al  frente  del  comité 
científico,  haya  hombres  de  reconocido  interés  en  el  mejoramiento 
profesional  y de  suficiente  arraigo  no  sólo  entre  los  compañeros 
de  la  isla,  sino  que  también  en  los  centros  médicos  del  exterior. 

Cruz  Azul  de  Puerto  Rico 

Como  es  de  vuestro  conocimiento  el  comité  especial  nombrado 
por  esta  Cámara  para  considerar  conjuntamente  con  representan- 
tes de  la  Cruz  Azul  todo  lo  relacionado  con  el  propuesto  plan  de  ser- 
vicios médicos  que  se  proponía  poner  en  vigor  la  Cruz  Azul  de 
Puerto  Rico,  no  pudo  llegar  a un  acuerdo  final  sobre  el  asunto  y 
así  se  le  comunicó  a los  dirigentes  de  dicha  organización.  No  obs- 
tante esta  situación  de  impase  surgida  en  las  conversaciones,  y a 
pesar  de  los  puntos  de  vista  expuestos  por  los  representantes  de  la 
clase  médica,  la  asamblea  de  la  Cruz  Azul  acordó  por  mayoría  lle- 
var adelante  el  plan  de  dispensario,  tal  como  lo  trazó  su  director 
ejecutivo.  De  tal  propósito  informamos  a la  matrícula  de  la  Aso- 
ciación en  nuestra  carta  mensual  de  agosto. 

Los  términos  en  que  fué  redactada  nuestra  información,  sin 
embargo,  dió  a algunos  compañeros  la  impresión  de  que  esta  pre- 
sidencia estaba  dando  un  respaldo  a dicho  plan,  cuando  nuestro 
propósito  era  únicamente  el  de  enterar  a los  compañeros  asociados 
del  hecho  de  que  la  Cruz  Azul  se  disponía  a llevar  adelante  su  plan 
original  de  servicios  médicos  de  dispen.sario.  Así  pues,  en  nuestra 
carta  mensual  de  septiembre  nos  volvimos  a referir  al  asunto,  esta 
vez  en  los  siguientes  términos: 


"Ccmo  habíamos  anticipado  en  nuestra  carta  mensual  anterior,  la  Cruz 
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Azul  (le  Puerto  Rico  se  propone  establecer  servicios  médicos  de  dis- 
pensario a través  de  un  plan  de  su  propia  estructuración  y descartan- 
do las  sugestiones  que  le  ofreció  la  Asociación  Médica  por  medio  de 
su  propio  plan.  La  Cruz  Azul  cree  poder  llevar  a cabo  estos  servicios 
y ofrecer  una  ampliación  a su  plan  de  hospitalización.  Los  oficiales 
administrativos  ds  la  Cruz  Azul  han  enviado  a todos  los  médicos  co- 
pias del  plan  trazado,  y el  cual  es  muy  importante  que  lean  y estu- 
dien los  miembros  de-  nuestra  Asociación. 


Estamos,  si  no  obligados,  por  lo  menos  inclinados  a.  cooperar  con  los 
planes  de  servicios  médicos  que  tengan  como  propósito  fundamental, 
el  ofrecer  servicios  médicos  de  calidad  superior  a bajo  costo  y que  no 
tengan  fines  especulativos,  esto  es,  cuyos  beneficios  íntegros  sean  uti- 
lizados para,  la  ampliación  y mejoramiento  de  los  servicios.  Esa  es  la 
política  de  la  Asociación  Médica  Americana. 


La  Cruz  Azul  depende  de  la  cooperación  de  nuestros  asociados  para 
el  buen  éxito  de  este  nuevo  plan,  y sin  embargo  lo  ha  aprobado  sin  ' 

considerar  seriamente  las  sugestiones  que  le  ha  hecho  nuestra  Asocia- 
ción. Demás  está  decir  que  será  para  nosotros  sumamente  difícil,  a 
pesar  de  nuestra  buena  disposición,  ayudar  en  algo  sobre  cuyo  éxito 
abrigamos  serias  dudas.  Nuestro  plan  original  indudablemente  ofre- 
cía más  garantía,  porque  a la  postre  las  pérdidas,  de  haberlas,  las 
enjuga  el  médico,  sin  perjuicio  alguno  para  la  Cruz  Azul  y mucho 
menos  para  el  asegurado. 


Nos  parece  propio  hacer  un  nuevo  llamamiento  a los  directores  de 
la  Cruz  Azul  para  que  entren  nuevamente  en  conversaciones  con  el 
comité  de  la  Asociación  Médica  encargado  de  este  asunto,  con  el 
objeto  de  llegar  a un  entendido  en  cuanto  a la  forma  más  convenien- 
te de  llevar  a la  práctica  un  plan  de  esta  naturaleza.  El  éxito  de  cual- 
quier plan  depende  mayormente  de  la.  buena  voluntad  de  todas  las 
entidades  envueltas,  que  en  este  caso  en  particular  son:  la  dirección 
de  la  Cruz  Azul,  los  miembros  de  dicha  entidad  y los  médicos  que  han 
de  prestar  el  servicio.  Así  se  lo  hemos  comunicado  en  reiteradas  oca- 
siones a los  directores  de  la  Cruz  Azul.” 

Comentarios  en  torno  a estas  manifestaciones  nuestras  apa- 
recieron en  El  Mundo,  y el  día  16  de  octubre  recibimos  la  siguiente 
comunicación  del  Superintendente  de  Seguros,  Sr.  J.  Font  Saldana: 

, 16  de  octubre  de  1950 


Dr.  A.  Oliveras  Guerra 

Presidente,  Asociación  Médica  de  Puerto  Rico 
San  Juan,  P.  R. 

Estimado  Dr.  Oliveras: 

Tengo  interés  en  conocer  en  detalle  las  objeciones  que  levanta  esa 
Asociación  al  plan  de  dispensario  trazado  por  la  Cruz  Azul  de  Puerto 
Rico,  así  como  las  recomendaciones  hechas  en  su  defecto. 

i 

Como  lo  reconoce  usted  en  las  manifestaciones  que  aparecieron  en  la  . 
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edición  de  “El  Mundo”  del  jueves  9 de  los  cursantes,  los  planes  de  hos- 
pitalización y servicios  médicos  tipo  Cruz  Azul  no  persiguen  fines 
especulativos  ya  (lue  la  propia  ley  que  autoriza  la  incorporación  de 
esta  clase  de  instituciones  lo  proliilie  expresamente.  Los  hospitales, 

. - médicos  y suscritores  que  se  asocien  a los  mismos  han  de  saber  que 

■estas  organizaciones  tienen  carácter  cooperativista  y que,  no  obstante 
constituir  tres  grupos  distintos  — hospita-les,  médicos  y suscritores  — 
al  asociarse  han  de  trabajar  en  completa  armonía  sin  intención  de 
lucro  o de  oeneficios  pecuniarios  para  ninguno  de  ellos  en  particular 
ni  de  todos  juntos  en  general. 

Es  mi  deseo  que  usted  sea  todo  lo  extenso  que  crea-  necesario  en  la 
información  que  solicito  y que  exponga  sus  puntos  de  vista,  o los 
de  la  Asociación  Médica,  con  entera  franqueza,  pues  en  virtud  de  los 
deberes  que  me  impone  la  ley  tengo  obligación  de  conocer  e inves- 
tigar toda  acción  o procedimiento  de  estos  planes. 

Con  el  testimonio  de  mi  mayor  consideración,  y esperando  que  su  in- 
formación no  se  haga  esperar,  quedo. 

Cordialmente 
(Fdo.)  J.  Font  Saldaña. 

Superintendente  de  Seguros 

Sometimos  esta  carta  a la  consideración  de  la  Junta  de  Direc- 
tores y con  fecha  21  de  noviembre  enviamos  al  Sr.  Font  Saldaña  la 
siguiente  comunicación; 

Estimado  Sr.  Font  Saldaña: 

Tengo  a bien  referirme  a su  atenta  carta  del  16  de  octubre  ppdo.,  la 
cual  no  había  contestado  antes  esperando  tener  la  oportunidad  de  so- 
meter el  contenido  de  la  misma  a la  consideración  de  la  directiva  de 
nuestra  Asociación. 

Como  es  de  su  conocimiento,  la  Asociación  Médica,  de  Puerto  Rico  está 
legítimamente  preocupada  por  el  bienestar  de  la  Cruz  Azul  de  Puerto 
Rico,  y hemos  prestado  nuestro  concurso  desinteresado  para  que  la 
misma  pueda  llevar  adelante  los  saludables  propósitos  que  persigue. 
Dice  usted  muy  bien,  en  el  segundo  párrafo  de  su  carta,  que  los  tres 
grupos  que  integran  la  Cruz  Azul  de  Puerto  Rico  — hospitales,  médicos 
y suscriptores  — del)en  trabajar  en  completa  armonía  sin  intención  do 
lucro  o de  ben-'ficios  pecuniarios.  Debe  usted  saber,  tute  los  médicos 
hemos  sido  los  qué  hemos  i)uesto  más  de  nuestra  parte  para  que  así 
sea.  Hemos  actuado  siempre  en  la  Cruz  Azul  con  un  espíritu  de  verda- 
dero servicio;  pero  hemos  notado,  sin  embargo,  que  sólo  a nosotros  se 
nos  requieren  sacrificios.  Se  pretende  aumentar  los  beneficios  del 
suscriptor  sin  aumentarles  proporcionalmente  la  cuota  (lue  vieimn  obli- 
gados a pagar;  se  desea  (lue  el  médico  dé  un  servicio  ilimitado  por 
una  tarifa  excesivamente  módica,  a personas  que  no  tien''n  reitaro  al- 
guno en  exigir  una  habitación  privada  en  el  momento  de  hospitalizarse 
y en  sufragar  de  su  propio  pecunio  los  gastos  extras  (lue  ello  conlleva. 


En  cuanto  al  servicio  de  dispensaiio  (jue  la  Cruz  Azul  ofrece,  (lueremos 
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informar  a usted,  que  cuando  dicho  plan  fué  esbozado  la  Asociación 
Médica  consideró  los  pormenores  del  mismo  y creyó  (|ue  éste  no  era 
factible  i)or  las  sisuicntes  razones: 

1.  Xo  incluye  a todos  los  médicos  de  la  Isla,  limitando  dicho  servicio 
a a(iuellos  médicos  que  puedan  constituirse  en  un  grupo,  y limitando 
por  lo  tanto  los  beneficios  del  mismo  a un  núcleo  de  la  profesión,  que- 
dando asi  huérfanos  de  este  servicio  los  socios  de  la  Cruz  Azul  (pie  re- 
sidan en  pueblos  donde  no  pueda  formarse  el  grupo  de  médicos  que 
se  requiere. 

2.  Siendo  éste  un  servicio  adicional  de  la  Cruz  Azul,  consideramos  que 
la  reserva  de  un  20%  para  gastos  administrativos  es  excesiva,  merman- 
do así  considerablemente  la  cantidad  que  se  dedicará  a pagar  el  ser- 
vicio. 

3.  La  Asociación  Médica  estuvo  dispuesta  a poner  en  práctica,  un  plan 
rte  dispensario  dentro  de  la  Cruz  Azul,  por  un  periodo  de  prueba,  com- 
prometiéndose los  médicos  a dar  el  servicio  y asumir  todo  el  riesgo 
si  el  mismo  fracasaba;  pero  haciéndose  la  salvedad,  desde  luego,  de 
que  si  éste  resultaba  un  éxito  económico,  aquellos  médicos  que  hu- 
bieren participado  en  el  plan  podrían  beneficiarse  equitativamente  del 
éxito.  Esta  sugestión  no  fué  a.ceptada  por  los  representantes  de  la 
Cruz  Azul,  y se  insistió  en  llevar  adelante  un  plan  de  dispensario  que 
no  cuenta  con  el  apoyo  ciento  por  ciento  de  la  clase  médica  puertorri- 
queña. 

4.  Dudamos  mucho  del  éxito  del  plan  de  dispensario  puesto  en  prac- 
tica. por  la  Cruz  Azul,  porque  tenemos  la  triste  experiencia  de  que  des- 
pués de  siete  años  de  estar  funcionando  el  plan  de  hospitalización, 
éste  todavía  no  se  ha  estabilizado,  de  tal  manera  que  de  acuerdo  con 
el  último  informe  económico  se  ha.  tenido  que  recurrir  al  fondo  de  re- 
serva para  hacer  frente  a los  déficits  de  otros  años.  Entendemos 
que  tal  como  está  funcionando  la  Cruz  Azul  actualmente  tendrá  que 
hacer  frente  a un  déficit  todos  los  años. 

5.  Hemos  insistido  en  que  se  nombre  uno  o más  médicos  inspectores 
con  el  objeto  de  poder  balancear  la  hospitalización  adecuadamente 
con  los  ingresos  de  la  Cruz  Azul;  pero  los  oficiales  de  la  Cruz  Azul 
y los  miembros  de  la  Junta,  de  Directores  siempre  nos  han  derrotado 
en  este  propósito,  que  consideramos  de  una  necesidad  imperiosa  para 
la  Cruz  Azul  de  Puerto  Rico. 

Muy  atentamente, 

A.  OLIVERAS-GUERRA,  M.  D. 

Presidente 


Médicos  fenecidos 

Este  año  hemos  tenido  la  desgracia  de  perder  a los  siguientes 
compañeros: 

Dr.  Guillermo  Salazar,  de  Ponce,  fenecido  el  día  11  de  enero. 
Dr.  Jorge  del  Toro,  de  Santurce,  quien  falleció  el  día  19  de  fe- 
brero. 
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Dr,  Jaime  Costas  Diaz,  de  Ponce,  fenecido  el  día  7 de  mayo. 

Dr,  Laureano  Trelles,  de  Santurce,  fenecido  el  día  27  de  mayo. 

Dr,  Edelmiro  J,  Gabán,  de  Mayagüez,  fenecido  el  día  26  de  junio, 

Dr,  Manuel  de  la  Pila,  quien  falleció  el  día  7 de  octubre,  víctima 
de  un  accidente  de  automóvil, 

Dr,  J,  L,  Montalvo  Guenard,  fenecido  el  día  26  de  octubre. 

La  muerte  de  estos  queridos  amigos  deja  a nuestra  Asociación 
huérfana  de  la  ayuda  de  siete  asiduos  colaboradores. 

En  cada  uno  de  estos  casos  la  directiva  tomó  las  providencias 
necesarias  para  cumplir  debidamente  con  los  deudos,  y a sus  be- 
neficiarios les  fué  liquidada  la  póliza  del  Auxilio  Médico  Mutuo  con 
la  mayor  premura. 

Asuntos  individuales 

Esta  presidencia  y demás  compañeros  de  la  directiva  hemos 
tenido  oportunidad  de  intervenir  en  la  solución  de  varios  casos  traí- 
dos a nuestra  consideración  por  compañeros  miembros  y aún  por 
jóvenes  no  asociados. 

Entre  los  casos  que  tuvimos  oportunidad  de  intervenir  estuvo 
el  asunto  del  compañero  Rafael  H,  Domínguez,  y en  la  solución 
del  cual  tomó  parte  muy  activa  la  directiva  de  la  Asociación  y los 
miembros  de  la  Sección  de  Psiquiatría  y Neurología  de  la  Asociación. 

Tuvimos  además  participación  en  el  caso  del  doctor  Jaime  Iri- 
zarry, joven  médico  no  asociado,  y a quien  el  alcalde  de  Sabana 
Grande  creó  ciertas  dificultades  mientras  hacía  su  año  de  práctica 
en  dicho  municipio,  dificultades  que  le  obligaron  a recurrir  a noso- 
tros en  solicitud  de  consejos  en  cuanto  a la  actitud  que  él  debería 
asumir. 

Participamos  asimismo  en  una  situación  surgida  en  Barran- 
quitas,  donde  un  médico  extranjero,  aprovechándose  de  su  arraigo 
en  la  política  local,  logró  crear  serias  dificultades  a un  joven  médico 
puertorriqueño,  quien  a su  regreso  del  servicio  militar  deseaba  ser 
nombrado  nuevamente  en  la  plaza  de  médico  de  beneficencia,  que 
había  tenido  que  abandonar  al  ser  llamado  a .servicio. 

En  una  de  las  reuniones  de  la  directiva  tuvimos  oportunidad 
de  escuchar  al  doctor  Andrés  Franceschi  hacer  una  clara  exposición 
de  la  acusación  que  le  fuera  hecha  por  las  autoridades  a cargo  del 
Negociado  de  Income  Tax. 

También  participó  la  directiva  en  un  caso  expuesto  ante  noso- 
tros por  el  doctor  Homedes,  en  relación  con  la  persecución  de  que 
estaba  siendo  objeto  por  un  enfermo  mental,  por  él  atendido  hace 
varios  años. 

Participamos  asimismo  para  ayudar  a resolver  por  lo  menos 
temporalmente,  la  situación  precaria  por  que  viene  atravesando  uno 
de  los  compañeros  asociados. 


Comité  de  Orientación 


■ " ; l I 

Con  el  propósito  de  ayudar  a los  jóvenes  colegas  a desenvol- 
verse debidamente  en  sus  primeros  pasos  en  la  profesión,  reciente- 
mente nombramos,  a sugestión  del  doctor  Sanjurjo,  un  Comité 
de  Orientación. 

Dicho  comité  ha  empezado  a recopilar  datos  de  interés  para  los 
jóvenes  que  están  próximos  a terminar  sus  estudios,  así,  como  los 
que  están  haciendo  su  año  de  internado,  y cuya  información  será 
l)ublicada  en  forma  de  folleto  para  hacerla  llegar  a dichos  jóvenes 
a principios  del  próximo  año. 

Dicho  Comité  de  Orientación  se  propone  establecer  contacto 
con  todos  los  médicos  internos  y residentes  para  servirles  de  con- 
sejeros en  todo  asunto  que  estos  deseen  exponerle. 

Tribunal  Examinador  de  Médicos 

Actualmente  hay  una  plaza  vacante  en  el  Tribunal  Examina- 
dor de  Médicos  con  motivo  del  fallecimiento  del  doctor  Pila.  Están 
además  vencidos  los  términos  por  los  cuales  fueron  nombrados  los 
doctores  Pons  y Navas. 

Nuestra  directiva  ha  sometido  al  honorable  Gobernador  de 
Puerto  Rico  los  siguientes  candidatos. 


Dr.  Alvaro  Santaella 
Dr.  A.  Pérez  Toledo 
Dr.  Carlos  A.  Quilichini 
Dr.  Eduardo  R.  Pérez 
Dr.  Juan  A.  Pons 
Dr.  Andrés  A.  Salazar 


Dr.  Dwight  Santiago 

Dr.  Antonio  Navas 
Dr.  Guillermo  H.  Barbosa 
Dr.  R.  Rodríguez  Molina 
Or.  F.  Hernández  Morales 


Como  es  de  vuestro  conocimiento,  este  año  se  aprobó  una  ley 
mediante  la  cual  se  ordena  la  renumeración  de  las  licencias  mé- 
dicas. El  propósito  de  esta  ley  es  poner  al  día  el  Libro  de  Registro 
del  Tribunal,  toda  vez  que  los  records  de  que  disponía  este  orga- 
nismo estaban  mutilados. 

No  obstante  las  repetidas  gestiones  hechas  por  nuestra  Aso- 
ciación y los  avisos  puestos  en  la  Prensa  por  él  Tribunal  anuncian- 
do que  el  término  para  el  registro  de  las  licencias  vencería  el  10 
de  octubre,  hasta  la  fecha  en  que  redactamos  este  informe  sólo  se 
habían  registrado  684  licencias.  ' 

Comité  Asesor  Estatal  de  Inscriptos  Especiales 

En  fecha  reciente  esta  presidencia 'tuvo  el  Itonór  'de  ser  desig- 


IX FORME  DEL  PRESIDENTE 


731 


nado  por  las  autoridades  del  Servicio  Selectivo  en  Washington  pa- 
ra presidir  el  Comité  Asesor  Estatal  de  Inscriptos  Especiales  pa- 
ra Puerto  Rico,  y del  cual  forman  parte  además  los  siguientes  com- 
pañeros : 

Dr.  Juan  A.  Pons  .•  Dr.  Jaime  Bagué  (Veterinario) 

Dr.  Pablo  Morales  Otero  Dr.  Pedro  G.  del  Valle  (Dentista) 

Este  comité  tiene  a su  cargo  la  obligación  de  determinar  aque- 
llos médicos,  dentistas  y veterinarios  que  son  esenciales  para  la 
salud  de  la  comunidad. 

En  nuestra  segunda  reunión,  que  celebramos  conjuntamente 
con  oficiales  de  la  oficina  central  del  Servicio  Selectivo  en  Puerto 
Rico  se  discutió  el  procedimiento  a seguir  en  nuestras  deliberacio- 
nes. Con  la  idea  de  evitar  realizar  una  labor  que  pueda  luego  resul- 
tar innecesaria,  se  decidió  que  los  médicos,  dentistas  y veterinarios 
cieberán  esperar  a ser  clasificados  como  aceptables  por  las  fuerzas 
armadas  antes  de  iniciar  gestión  alguna  tendiente  a su  diferimiento. 

Este  comité  ha  recopilado  ya  datos  en  cuanto  a todos  los  ins- 
criptos especiales  en  Puerto  Rico,  así  como  también  de  aquellos 
que  son  considerados  esenciales  para  el  funcionamiento  de  las  ins- 
tituciones médicas  del  país. 

Ampliación  del  Edificio 

Como  podrán  ustedes  observar,  estamos  actualmente  dando  los 
últimos  toques  a la  obra  de  ampliación  de  nuestro  edificio. 

El  Comité  de  Edificio,  que  se  ocupó  de  conseguir  los  planos 
para  esta  obra  de  ampliación,  encargó  los  mismos  a la  firma  De 
Castro  & Hardesty.  Una  vez  fueron  terminados  éstos,  las  copias 
fueron  entregadas  a distintos  contratistas,  habiendo  recibido  las 
siguientes  proposiciones: 

Román  & Rivera  Construction  Co. $16,400.00 


Charlea  Lienza 15,225.95 

M.  González  Seijo 11,460.00 

De  Castro  & Hardesty 11,500.00 


Al  considerar  las  proposiciones  recibidas  la  directiva  tomó  en 
cuenta  además  del  precio  cotizado,  el  tiempo  en  que  los  contratis- 
tas ofrecían  terminar  la  ol)ra,  siendo  favorecidos  por  este  motivo 
la  firma  De  Castro  & Hardesty,  quienes  ofrecían  terminar  la  ol)ra 
en  dos  meses.  Por  otro  lado,  esta  presidencia  consiguió  de  los  se- 
ñores contratistas  que  nos  rebajaran  el  precio  de  los  planos  a la 
mitad  de  lo  cobrado  por  ellos,  o .sea  a $250.00.  Así  pues,  al  decidirnos 
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por  darles  el  contrato  a ellos  obtuvimos  además  una  pequeña  eco- 
nomía en  el  precio  total  de  la  obra. 

Circunstancias  ajenas  a su  voluntad  no  han  permitido  a los 
contratistas  terminar  la  obra  en  el  período  por  ellos  especificado; 
pero  por  lo  menos  podremos  utilizar  esta  nueva  dependencia  para 
los  actos  que  originalmente  habíamos  planeado. 

Para  afrontar  el  costo  de  esta  obra  obtuvimos  de  la  Junta  del 
Auxilio  Médico  Mutuo  un  préstamo  de  $12,000.  Sin  embargo,  hasta 
la  fecha  sólo  hemos  dispuesto  de  la  cantidad  de  $2,625.00.  El  resto 
está  en  reserva  para  cuando  llegue  el  momento  de  liquidar  el  ba- 
lance adeudado  a los  contratistas. 

Correspondencia  sobre  incidentes 

Al  surgir  los  recientes  desagradables  incidentes  de  sangre  en 
nuestra  isla  enviamos  a los  presidentes  de  distrito  y a los  directores 
de  hospitales  telegramas  urgiéndoles  estar  preparados  para  aten- 
der debidamente  los  casos  que  pudieran  ocurrir  en  los  pueblos  "de 
la  isla,  telegramas  que  fueron  muy  bien  acogidos  por  los  compañe- 
ros antes  indicados. 

También  enviamos  telegramas  al  honorable  Gobernador  y al 
honorable  Comisionado  de  Salud,  poniendo  los  servicios  de  la  clase 
médica  a disposición  de  las  autoridades  insulares  para  afrontar 
cualquier  emergencia  que  pudiera  surgir. 

Enviamos  también  un  cable  al  honorable  Presidente  Truman 
expresándole  la  satisfacción  de  la  clase  médica  por  haber  resultado 
ileso  del  atentado  de  que  fuera  víctima  con  motivo  de  los  mismos 
acontecimientos  surgidos  en  nuestra  isla. 

Todos  estos  funcionarios  contestaron  muy  agradecidos  nues- 
tros mensajes. 

Reclasificación  de  Plazas  médicas  en  el 
Departamento  de  Salud 

Hemos  dejado  para  último  término  este  asunto  por  considerar 
que  ha  sido  éste  el  problema  de  mayor  importancia  con  que  ha  te- 
nido que  enfrentarse  este  año  nuestra  directiva. 

A fines  del  pasado  mes  de  mayo  el  doctor  Pons  tuvo  a bien 
informarme  de  su  propósito  de  recomendar  un  nuevo  plan  para  los 
médicos  que  trabajan  en  el  Departamento  de  Salud,  a base  del  cual 
aquellos  que  trabajen  ‘full  time’  para  el  Departamento  recibirían  una 
remuneración  mejor,  pero  no  podrían  trabajar  en  sus  horas  libres 
particularmente.  Tan  pronto  tuve  esta  entrevista  con  el  doctor  Pons 
envié  una  circular  a los  compañeros  asociados  imponiéndoles  de 
ello. 

El  día  30  de  mayo  procedimos  a designar  un  comité  especial 
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integrado  por  los  doctores  Roberto  Aguayo,  Ernesto  Quintero,  Er- 
nesto C.  Martínez,  Luis  González  Ramírez,  Guillermo  Barbosa,  Ra- 
món H.  Señeriz,  Víctor  J.  Montilla  y Adolfo  Bernabé,  además  de 
un  representante  por  cada  Asociación  de  Distrito,  para  que  en 
unión  de  esta  presidencia  consideráramos  el  plan  de  reorganización 
que  habría  de  ser  implantado  por  el  Departamento  de  Salud. 

Este  comité  especial  se  reunió  el  viernes  2 de  junio  y se  discu- 
tieron extensamente  todos  los  detalles  de  este  plan,  y finalmente 
se  designó  un  subcomité  para  que  formulara  los  puntos  de  vista 
de  la  clase  médica  que  deberían  exponerse  durante  la  vista  pública 
que  habría  de  celebrar  la  Oficina  de  Personal  el  día  15  de  junio. 

Fuimos  a la  vista  pública  en  representación  de  la  clase  médica 
y en  ella  expresamos  los  puntos  de  vista  de  la  Asociación  y muy 
en  particular  los  puntos  de  vista  de  la  mayoría  de  los  compañeros 
que  desempeñaban  algún  cargo  en  el  Departamento  de  Salud  y sus 
dependencias. 

El  memorandum  presentado  por  nosotros  terminaba  con  las 
siguientes  recomendaciones: 

1.  Que  el  plan  provea  providencias  adecuadas  para  que  de  manera 
automática  se  hagan  las  designaciones  de  los  actuales  incumben- 
tes  y de  los  candidatos  futuros,  de  acuerdo  con  la  Sección  27  de 
la  Ley  345  de  1947,  que  creó  la  Oficina  de  Personal,  y tomando  en 
consideración  las  recomendaciones  de  los  propios  interesados  y sus 
méritos  de  acuerdo  con;  (a)  años  de  experiencia:  (b)  años  de 
servicio;  (c)  preparación  académica'  estudios  postgraduados, 
board  de  especialidades,  etc.;  (d)  Cargos  de  importancia  desem- 
peñados en  otras  agencias  del  gobierno  o instituciones  privadas. 

2.  Que  se  elimine  del  contrato  la  cláusula  que  prohil)e  a los  médicos 
ejercer  después  de  cumplir  con  el  horario  oficial,  que  no  ha  de  ser 
mayor  que  el  de  los  otros  empleados,  y que  se  provea  un  medio 
para  retribuir  adecuadamente  por  los  servicios  de  aquellos  médicos, 
cuyos  servicios  siendo  imprescindibles  al  Departamento  de  Salud, 
no  pueden  aceptar  cargos  de  tiempo  completo  o de  medio  tiempo. 

3.  Que  una  vez  se  contrate  a un  médico  se  respete  su  cargo  y locali- 
dad mientras  cumpla  sus  deberes  a satisfacción. 

4.  Que  se  establezca  por  ley  un  plan  de  becas  sabáticas,  de  modo  que 
todo  médico  que  lo  desee  tenga  la  misma  oportunidad  de  mejorar 
sus  conocimientos. 


E.s  lamentable  tener  que  llegar  a la  conclusión  de  que  la  vista 
pública  celebrada  fué  sólo  una  excusa  para  cumplir  con  un  requi- 
sito de  ley,  pues  ninguna  de  nuestras  recomendaciones  fué  aten- 
dida. 

Creemos  que  el  plan  propuesto  ha  tenido  éxito  por  dos  razones 
únicamente:  en  primer  lugar,  porque  los  médicos  que  inicialmente 
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estuvieron  en  contra  del  mismo  se  sometieron  a la  decisión  de  la 
Oficina  de  Personal,  y en  segundo  término,  i)orque  la  situación  de 
guerra  que  estamos  padeciendo  no  ha  permitido  al  Departamento 
poner  el  plan  en  vigor  con  toda  la  rigidez  con  que  fué  originalmente 
trazado. 

Queremos  hacer  la  observación  de  que  en  este  caso,  al  igual 
que  en  todos  los  casos  en  que  la  directiva  se  ve  precisada  a actuar 
a solicitud  de  un  grupo  de  compañeros  que  se  consideran  afectados, 
sucedió  lo  de  siempre:  que  el  grupo  de  compañeros  que  ha  promo- 
vido la  situación  se  ha  echado  a un  lado  y ha  optado  por  aceptar 
los  principios  que  antes  combatía. 

Recomendaciones 

Y para  terminar  este  suscinto  informe  de  actividades  desea- 
mos traer  a vuestra  consideración  las  siguientes  recomendaciones: 

1.  Que  por  esta  Cámara  se  adopte  una  resolución  de  conformidad  con 
las  recomendaciones  contenidas  en  el  informe  del  Comité  de  Etica 
y el  cual  hemos  transcrito  en  este  escrito. 

2.  Con  motivo  de  haberse  organizado  recientemente  en  nuestra  isla 
la  Escuela,  de  Medicina,  ha  venido  a Puerto  Rico  un  grupo  de  mé- 
dicos que  dedican  todo  su  tiempo  a la  enseñanza  y por  lo  tanto 
no  están  interesados  en  obtener  licencia  para  ejercer  la  medicina 
en  Puerto  Rico.  En  igual  situación  se  encuentran  muchos  de  los 
médicos  que  están  adscritos  a las  fuerzas  armadas.  Dichos  com- 
pañeros desearían,  sin  embargo,  poder  participar  en  las  activida- 
des de  nuestra  Asociación. 

Nos  permitimos,  por  lo  tanto,  traer  a vuestra  consideración  nues- 
tra sugestión  para  que  se  admitan  como  miembros  de  nuestra  Aso- 
ciación a médicos  que  se  encuentren  en  nuestra  Isla  ejerciendo  en 
las  fuerzas  armadas  o actuando  como  miembros  de  la  facultad  mé- 
dica. de  la  Escuela  de  Medicina.  Dichos  miembros  especiales  de- 
berán satisfacer  la  cuota  regular  de  la  Asociación  si  desean  aco- 
gerse al  Auxilio  Médico  Mutuo,  o pagar  la  cuota  de  $24.00  si  no 
desean  acogerse  al  plan  de  seguro. 

3.  Este  año  la  Junta  de  Directores  y la  Junta  del  Auxilio  Médico 
Mutuo  se  vieron  precisadas  a tomar  un  acuerdo  mediante  el  cual 
se  ha  permitido  a uno  de  nuestros  miembros,  el  doctor  Pedro  J. 
Palou,  disfrutar  en  vida  de  dos  terceras  partes  del  importe  de  la 
póliza,  dada  su  avanzada  edad  y la.  situación  precaria  en  que  se 
encuentra. 

En  nuestro  deseo  de  que  de  este  privilegio  disfruten  igualmente 
todos  los  compañeros  que  puedan  estar  en  iguales  condiciones  en  el 
futuro,  deseamos  proponer  a la  Cámara  la  aprobación  de  una  en- 
mienda al  artículo  Décimo  del  Reglamento  del  Auxilio  Médico  Mu- 
tuo mediante  la  adición  de  la  siguiente  cláusula: 
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“Todo  miembro  de  la  Asociación  Médica  de  Puerto  Rico,  acogi- 
do al  plan  de  Auxilio  Médico  Mutuo,  que  haya  pasado  de  los 
75  años  de  edad,  que  se  encuentre  incapacitado  para  trabajar  y 
en  una  situa-ción  precaria,  podrá  recibir  anticipos  de  la  Aso- 
ciación, a razón  de  $100.00  mensuales  hasta  cubrir  dos  terceras 
partes  del  importe  total  de  su  póliza  de  Auxilio  Médico  Mutuo, 

Reitero  una  vez  más  mi  sincera  gratitud  a los  compañeros  de 
la  directiva  por  la  valiosa  ayuda  que  me  han  prestado  para  el  me- 
jor éxito  de  nuestras  gestiones,  así  como  a todos  los  colegas  que  en 
una  u otra  forma  han  contribuido  a facilitar  nuestra  tarea. 

Respetuosamente, 

Dr.  A.  Oliveras  Guerra 
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Sixty-five  years  ago,  the  first 
completely  safe  milk  for  babies — 
evaporated  milk — was  developed 
by  Pet  Milk  Company.  The 
new  process  destroyed  the 
germs  of  disease  which  often 
made  cows’  milk  a dangerous 
food  for  babies. 


At  the  same  time.  Pet  Evaporated 
Milk  proved  to  be  more  easily 
digested  than  other  forms  of 
milk.  Heat  sterilization  so 
changed  the  nature  of  the 
protein  that  it  became  soft  and 
friable,  resembling  human  milk 
in  digestibility. 


Then,  Pet  Milk  was  homog- 
enized to  distribute  its  butterfat 
evenly.  Every  drop  was  made 
uniformly  rich  in  all  the  food 
values  of  milk. 


.and  contribute 

•ónal  welfare  ot  the 

““  eXllv  the  nation  s 
.especial  y V,  ,s 

• ^“""rTasons  why  the 
many  f «be  as- 

ihat  «í-e»  Milk 

„nk  » , 

„aoy  will  make  «• 


When  research  proved  that 
addition  of  vitamin  D to  milk 
would  prevent  rickets  and 
promote  optimal  growth.  Pet 
Milk  was  fortified  with  the 
recommended  level  of  400  units 
of  vitamin  D to  the  quart. 

Later,  when  pure  crystalline 
vitamin  D3  was  developed  Pet 
Milk  was  the  first  to  use  this 
improved  form  of  vitamin  D for 
the  fortification  of  milk. 


Favored  Form 
of  Milk  for 
Infant  Formula 


PET  MILK  COMPANY,  1472-L  Arcade  Building,  St.  Louis  1,  Mo. 


Distribuidores:  B.  FERNANDEZ  & HNOS.,  SUCRS. 
P.  O.  Box  3629,  San  .Tuan,  P.  R. 


You’ll  find  the  oranges  in  this  crate  much  alike  in  size  and  appearance.  They’re  sun  ripened 
and  tree  ripened  . . . highly  desirable  for  adult  consumption. 


Yet  for  controlled  pediatric  feeding,  the  required  Vitamin  C content  of  these  oranges 
may  be  missing  — as  low  as  19  mg/ 100  cc. 

What  happened  to  the  "missing  Vitamin  C"?  Laboratory  tests  prove  that  nature  is 
inconsistent  in  supplying  ascorbic  acid.  Oranges  from  the  same  grove,  even  from  the  same 
tree  vary  widely  in  Vitamin  C potency.  Time  also  takes  its  toll.  The  Vitamin  C content 
of  fresh  oranges  may  be  further  reduced  in  shipping  and  storage. 

The  Vitamin  C is  not  missing  in  Bib!  Through  field  laboratory  control,  testing  right  in  the 
grove.  Bib  selects  only  fruit  endowed  by  nature  with  an  abundance  of  Ascorbic  Acid. 

And  to  avoid  the  Vitamin  C deterioration  which  may  occur  during  the  time  of  shipping  and 
storage.  Bib  maintains  a constant  flow  of  fruit  from  grove  to  finished  pack. 

It  is  the  exercise  of  such  exacting  controls  that  made  it  possible  for  Bib  to  maintain 
an  average  of  49.0  mg/100  cc  NATURAL  ascorbic  acid*  for  its  entire  1949/1950  pack. 
Such  controls  make  it  possible  for  Bib  to  guarantee  that  each  individual  container  retains 
no  less  than  40  mg/ 100  cc  NATURAL  Ascorbic  Acid  when  packed. 

As  added  assurance,  laboratory  analyses  of  every  batch  are  made  by  a government 
official,  and,  together  with  corresponding  samples,  are  registered  with  the  AMA’s 
Council  on  Food  and  Nutrition. 


Experience  shows  that  many  babies  who  could  not  tolerate  other  types  of  orange  juice 
take  happily  to  Bib.  Scientifically  flavor-controlled,  and  with  troublesome  citrus  oil  reduced 
to  a negligible  trace.  Bib  tastes  the  same  day  after  day. 

For  feeding  ease.  Bib  reduces  the  fruit  cells  to  microscopic  size,  enabling  the  juice  to  flow 
freely  through  bottle  nipples,  eliminating  the  need  for  straining  — no  mixing,  nothing 
to  add  . . . just  open,  pour  and  feed. 


Professional  full-size  samples  and  literature  available  on  request.  Write  to 
The  Bib  Corporation,  P.O.  Box  866  JJ,  Lakeland,  Florida. 

In  4 ounce, 
individual 

D J ñ 7 stluizfd 

\ O)  container,. 

DOCTORS  PRESCRIBÍ  BIB ...  MOTHERS  PREFER  BIB...  BABIES  lOVE  BIB 


*As  reported  by  the  Council  on  Foods  á Nutrition  in  a recent  Issue  of  the  J.A.M.A. 

JHE  BIB  CORPORATION  - LAKELAND,  FLORIDA 


Exclusive  Distributors  in  Puerto  Rico: 
B.  FERNANDEZ  & HNOS.,  SUCRS. 
P.  O.  Box  3629,  San  Juan,  P.  R. 


forte! 


“Beminal”  Forte  with  Vitamin  C is 
recommended  whenever  oral  admin- 
istration of  massive  doses  of  B fac- 
tors and  vitamin  C is  desirable.  Each 
capsule  contains: 

Thiamine  HCl  (Bi)  . . . 25.0  mg. 
Riboflavin  (B2)  ....  12.5  mg. 

Nicotinamide 100.0  mg. 

Pyridoxine  HCl  (Be)  . . 1.0  mg. 

Calc,  pantothenate  . . . 10.0  mg. 
Vitamin  C (ascorbic  acid)  100.0  mg. 

Dosage:  One  to  three  capsules  daily 
or  as  directed  by  the  physician. 


r 


Beminal” 

for 

therapy 

Ayerst,  McKenna 


The  “Beminal”  family  comprises  five  distinctive  com- 
binations for  the  selective  treatment  of  B deficiencies. 

1.  ^‘Beminal”  Forte  with  Vitamin  C. 
Capsules  No.  817 

2.  ‘‘Beminal”  fortified  with  Iron  and 

9 Liver,  Capsules  No.  816 

3.  “Beminal”  fortified  with  Iron,  Liver, 
and  Folic  Acid,  Capsules  No.  821 

4.  “Beminal”  Forte  Injectable  (Dried) 
No.  495 

5.  “Beminal”  Tablets  No.  815 


& Harrison  Limited 


E.  40th  St.,  New  York  16,  N.  Y. 


Distribuidores  en  Puerto  Rico 
F.  PONT  FLORES  — San  .luan,  Puerto  Rico 


FURACIN 
OTO-SOLUCION  ANHIDRA 


indicada  en  el  tratamiento  de  fas  otitis 

bacterianas  medias  y externas. 


Tres  investigaciones  clínicas  en  más 
de  200  pacientes  lian  demostrado  la 
gran  eficacia  del  Furacín  como  agente 
asociado  al  tratamiento  de  la  otitis 
bacteriana.*  Muchos  casos,  sin  resul- 
tado con  otras  medicaciones,  respon- 
dieron al  Furacín.  Los  microorganis- 
mos aislados  en  dichos  ensayos  se 
clasificaron  como  Escherichia  coli. 


Proteus  vulgaris,  diversas  especies  de 
Pseudomonas,  estafilococos,  estrepto- 
cocos y difteroides. 

Furacín  Oto-Solución  Anhidra  con- 
tiene Furacín,  marca  registrada  de 
nitrofurazone  N.N.R.,  al  0.2%  en 
glicol  polietilénico,  un  líquido  hidro- 
soluble,  anhidro  e higroscópico. 

ENVIAMOS  LITERATURA  a'  SOLICITUD. 


*Andcr«on.  J.  y Steelc,  C.;  Usr  of  Nitrofuran  Thprapy  m Ettrrnnl 
Earyngoscope  58  127Q.  |Qi8.  .•  Douglan^.  C.;  The  of  h'urarin  tn  The 
TrpQTmeni  of  Aural  Infecítons  Laryngoscope  58  1274.  1918.  ..  Reardon, 
H.!  Estudio  inédito. 


Distribuidores — CESAR  CASTILLO,  INC.,  Colla  Teluon  155,  Son  Juan 


NEW  EFFECTIVE 

HEMATINIC 


amum. 


provides  readily  available  iron  for  the  anemia 
patient.  Gastrointestinal  symptoms  are  notably  absent,  since 
the  source  of  iron  in  Laurium  is  ferrous  gluconate — readily 
absorbed,  well  utilized,  better  tolerated. 

In  treatment  of  iron  deficiency  and  nutritional  anemias — 
despite  the  qualitative  and  quantitative  adequacy  of  the 
iron  prescribed — the  conversion  of  iron  salts  to  hemoglobin 
may  be  balked  by  absence  of  necessary  hemopoietic  ad- 
juncts. Laurium  is  fortified  with  adjunctive  hematinic  principles 
that 

promote  utilization  of  iron 

stimulate  erythropoiesis 

correct  concomitant  vitamin  deficiencies 


Administration — As  a dietary  supplement,  one  or  two  capsules  daily.  In  the  treatment 
of  hypochromic  O'-  nutritional  anemia,  one  or  two  capsules  three  times  daily  as  re- 
quired by  the  severity  of  the  anemia  and  the  response  to  therapy. 


Each  capsule  contains: 

Ferrous  Gluconate 300  mg. 

Liver  Concentrate  (1:20) 200  mg. 

(Equivalent — 4 Gm.  Fresh  Liver) 

Folic  Acid 1 mg. 

Thiamine  Hydrochloride 2 mg. 

Riboflavin 1 mg. 

Niacinamide 10  mg. 

Ascorbic  Acid 15  mg. 

Each  capsule  contains  approximately  33  mg.  of 
elemental  iron — three  times  the  Minimum  Daily 
Adult  Requirement — two  times  the  M.D.R.  for 
thiamine,  one-holf  the  M.D.R.  for  riboflavin  and 
ascorbic  acid,  with  10  mg.  of  niacinamide.  The 
need  for  folic  acid  in  human  nutrition  has  not 
been  established. 


Division  Nutrition  Research 
Laboratories,  Inc. 
Chicago  1 1 , Illinois 


Laurium:  supplied  in  bottles  of  30  and  100  capsules 

Di$tributor$:  Drug  Ctnftr,  Inc.,  Apartado  8037,  Sanlurca 


...en  seguido 

se  noto 
en  lo  curvo 
de  peso..." 

Al  suplementar  la  dieta  infantil  corriente  con 
vitamina  B se  podrá  notar  un  aumento  de  peso  rápido  e 
inmediato,  reduciéndose  a veces  la  anorexia,  irritabilidad, 
espasticidad  y los  trastornos  digestivos. 

Cinco  gotas  diarias  de  Líquido  Multi-beta  White’s, 
como  suplemento  a la  dieta  infantil  corriente,  propor- 
cionan los  factores  vitamínicos  B en  cantidad  proporcio- 
nada a la  insuficiencia  media  en  dicha  dieta. 

Es  agradable  y fácil  de  tomar,  miscible  en  mezclas 
lácteas,  jugo  de  naranja  y otros  líquidos  y en  alimentos 
blandos.  Se  puede  tomar  directamente  del  cuentagotas. 
Notablemente  estable. 


1 M.F.Gaynor  y R.H.Dennet  en  Journal 
of  Pediotrics,  Abril  1934 

2 B.  R.  Hoobler  en  Journal  of  American 
AAedical  Association,  Feb.  28,  1931 

3 M.  V.  Poole,  B.M.  Hamil,  T.  B.Gooley 
e I.  G.  Macy  en  American  Journal  of 
Disease  in  Children,  Oct.  1937 


White  Laboratories/  Sri./  Newark  7,  N.  J.,  E.U.A.  • Fabricantes  de  Productos  Farmacéuticos 

Distribuidores:  FRANCISCO  N.  CASTAGNET 
San  Juan,  Puerto  Rico 


El  arma  que  penetró  la  muralla 


Durante  miles  de  anos  la  sombra  funesta  riel  negro 
jinete  sobre  sii  blanca  cabalgadura  — el  símbolo 
aterrador  de  la  peste  — se  extendió  por  todos  los 
pueblos  de  la  tierra.  En  el  transe nr.so  de  las  genera- 
ciones siemjjre  Indio  seres  en  los  cjne  el  temor  desjier- 
taba  el  acendiado  impniso  de  vencer  al  insidioso 
enemigo  ese  miado  iras  el  muro  impenetrable.  Sn 
paciente  laboi  invcsiigativa  y sn  denodado  espíritu 
forjaron  los  medios  (pie  babrí.tn  ele  horadar,  al  fin, 
el  mino  siniestro,  ^’a  la  peste  no  es  tina  amenaza. 

Este  afán  inrestig.iiivo  ha  dado  óptimos  resul- 
tados en  el  campo  de  la  medidna  en  las  líltimas 
dócad.ts,  como  lo  atestigua  el  advenimiento  de  las 
vitaminas  ...  la  penicilina  ...  la  estre])tomicina  . . . 


las  sulfas,  para  mencionar  sólo  unos  cuantos.  Estos 
productos  químico-farmacéuticos  están  destinados  a 
desempeñar  un  papel  cada  vez  más  importante  en  la 
lucha  del  hombre  contra  las  enfermedades.  Consti- 
tuyen poderosas  armas  para  salvaguardtir  la  salud 
y la  vida. 

En  la  perfección  y elaboración  de  medicinas  esen- 
ciales Merck  & Co.,  Inc.  viene  sirviendo  a la  humtini- 
dad  durante  cerca  de  un  siglo.  (íracias  a la  constante 
ptiie/a  y alta  calidad  de  sus  jnodmtos  se  considera 
a sus  la l)ora torios  (omo  los  más  famosos  en  la  labri- 
cación  de  aniibicíticos— (pie  tantas  \idas  sahan— y de 
otros  productos  químico-farmacéuticos. 


Vitaminas  • Estreptomicina  • Penicilina  • Antipalúdicos  • Productos  químicos  para  receta 

Solicite  los  folletos  de  los  productos  que  le  interesen. 

MÜItCK  OOItTIl  .V.MIÜIIICA)  l>r. 
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SI  HSIDI  \\{\  \ HE 
I XPOHT  |)E 

MEIiCK  it  < ()..  I\c. 
Ftihricnnlt's  tlr 
Froilucton  Químicos 

Hallway,  N.  J.t  U.  S.  A. 


> DUtribuidores— CESAR  CASTILLO;  INC.,  Calle  Tetuan  155,  San  Juan 


cereales,  la  harina  de 
avena . . . ocupa  el  primer 
lugar  en  valor  nutritivo.” 


Primera  en  Vitamina  Bi  , , , 

Primera  en  Proteína  . . • 

Primera  en  Hierro  . . . 

Primera  en  Energía  Alimenticia . • • 

Esctjs  son  hechos  reales.  Demostrados  a través  de  cuidadosas  prue* 
bas  realizadas  en  los  grandes  laboratorios  de  investigaciones  sobre 
nutrición.  Por  supuesto,  no  son  hechos  nuevos.  Los  médicos  haa 
estado  muy  al  tanto  de  la  superioridad  de  la  Avena  Quaker  durante 
muchos  años. 

Sin  embargo,  como  la  importancia  de  los  desayunos  nutritivosí 
tanto  para  los  niños  como  para  los  adultos,  requiere  un  debido 
reconocimiento,  creemos  que  este  recordatorio  es  de  gran  provecho 
. . . toda  vez  que  reviviendo  estos  hechos,  pueden  servirles  de 
gran  utilidad  a Ud.  y a su  clientela. 

•Informe  por  el  Consejo  de  Alimentos  y Nutrición — “Foods  of  Plant 
Origin,”  The  Journal  of  the  American  Medical  Association,  Vol.  136, 

No.  16,  1043-1048,  Abril  17,  1943. 

AVENA  QUAKER 

LA  MARAVILLA  ALIMENTICIA  DE  LA  NATURALEZA 


Hasta  los  pacientes  más  jóvenes  aprecian  Pyridium* 

Los  desagradables  síntomas  de  las  infecciones  de  las  vías 
urinarias  tales  como  las  micciones  frecuentes,  ardientes  y 
dolorosas  pueden  aliviarse  prontamente  en  un  gran  número 
de  pacientes  con  la  simple  administración  de  Pyridium 
por  vía  oral. 

Puede  decirse  que  el  Pyridium  no  es  tóxico  en  dosis  tera- 
péuticas y puede  administrarse  simultáneamente  con 
estreptomicina,  penicilina,  sulfonamidas  o cualquiera  otra 
medicación  específica. 

Con  este  analgésico  urinario,  sin  peligro  y fácil  de 
administrar,  el  médico  puede  a menudo  proporcionar  al 
paciente  alivio  casi  inmediato  de  los  desagradables  síntomas 
urinarios,  al  mismo  tiempo  que  emplea  otras  medidas 
terapéuticas  para  tratar  la  enfermedad  fundamental. 
Impresos  a solicitud 


SATISFACTORIO 

ALIVIO 

mediante  analgesia 
urogenital 
eficaz  e inocua 


I 


PYRIDIUM* 

(Marca  de  la  I rnila/.O'díaniino-piridina  HCl) 

^fMarra  RrQxmlrndfi 


"Pyridium  es  la  marca  registrada  de  la  Nepera  Chemical 
Co.  Inc.,  sucesora  de  la  Pyridium  Corporation,  para  su  marca 
de  Clorhidrato  de  fenilazo-diamino-piridina.  Merck  & Co., 
Inc.,  únicos  distribuidores  en  E.  U.  A." 


l 

E 

I 

i 
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MERCK  & CO.,  INC. 
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Distribuidores  en  Puerto  Rico:  César  Castillo  Inc.  — Tetuán  155,  San  Juan 


terapia  antíbíotica  local  eficaz 


in  reacción  tóxica  o alérgica 
en  infecciones  bucofaríngeas 


lozilles 

pastillas  de  tirotricina  y propesina 


I He  aquí  las  venta¡as  que  poseen  las  Pastillas  Lozilles 
3 de  propesina  y tirotricina,  de  ios  Laboratorios  White: 


ACCION  BACTERICIDA  LOCAL  RAPIDA  Y EFICAZ  . . . 

en  gran  número  de  infecciones  grampositivas  bucolarín* 
geas,  que  son  tan  frecuentes  hoy  día. 

INOCUAS ... 

En  contraste  con  la  penicilina  de  uso  local,  la  tirotricina 
no  da  lugar  a reacciones  inflamatorias  o de  la  sensibilidad. 
La  tirotricina  es  atóxica  localmente  y los  jugos  gástricos 
la  hacen  inactiva  en  el  estómago,  con  lo  que  se  evitan 
posibles  efectos  secundarios  sistemáticos. 

ANALGESIA  LOCAL  RAPIDA  Y PROLONGADA . . . 

La  propesina  (no  tóxica,  no  irritante)  que  contienen 
proporciona  alivio  inmediato  al  dolor  y la  irritación 
locales,  y una  analgesia  local  más  prolongada  que  la  benzo- 
caína  sin  efecto  notable  en  la  sensibilidad  del  paladar. 

Medicos  y dentistas  las  recomiendan  como  anal- 
gésico y bactericida  para  la  boca  y la  garganta. 

pastillas  lozilles 


White  Laboratories,  Inc.,  Nev/ark  7,  N.  J.,  E.  U.A.  • Fabricantes  de  Productos  Farmacéuticos 
Distribuidores:  FRANCISCO  N.  CASTAGNET 
San  Juan,  Puerto  Rico 


BRONQUITIS 

TONSILITIS 

FURUNCULOSIS 


...ALIVIA  EL 

DOLOR 


. . . REDUCE  LA 

INFLAMACION 


por  su  acción  anagésico-des- 
congestiva.  La  Ncumotizine 
es  compatible  con  las  sulfo- 
namidas  y los  antibióticos. 
Una  aplicación  dura  8 horas 
y más. 

NUMOTIZINE,  INC. 


■ — — — — — ^ 

A LOS  SEÑORES  MEDICOS 


Xos  ('(Hii])la('(Mn()s  ('ii  rocoi’darlcs  ({iie  desde  hace  25 
años  somos  distribuidores  de  los  ])roduetos  de  ELI 
LILL\b  de  los  cuales  siem])re  tenemos  completo 
siii'tido  eii  existencia. 

J.  M.  BLANCO,  INC. 

(Droguería  Blanco) 


THESODATE  (BREWER)  ] 

Definición:  El  Thesodate  (Brewer)  es  la  pastilla  original  con  RECU- 
BRIMIENTO ENTERICO  de  Acetato  Sódico  de  Teobromina. 
Indicaciones:  El  Thesodate  (Brewer)  se  indica  en  el  tratamiento  de 
la  enfermedad  de  la  arteria  coronaria,  el  edema  y la  hipertensión. 
Distribución:  El  Thesodate  (Brewer)  se  vende  en  frascos  de  100 
pastlllaie. 

♦Thesodate,  480  mg.  (IVz  granos). 

Thesodate,  480  mg.  (71^  granos);  Fenobarbital,  32  mg.  (Vz  gra- 
no). 

Thesodate,  320  mg.  (5  granos);  Fenobarbital  16  mg.  (14  grano); 
Yoduro  de  Potasio  128  mg.  (2  granos). 

Dosis:  Una.  pastilla  antes  de  las  comidas  y antes  de  acostarse. 

COMPROBACION  CLINICA: 

1.  Riseman,  J.  E.  F.,  Brown,  M.  O.,  Arch.  Int.  Med.,  Vo!.  60, 
pág.  100,  1937. 

2.  Brown,  M C.,  y Riseman,  J.  E.  F.,  J.  A.  M.  A.,  Vol,  109,  pág,  256, 

1937. 

3.  Levy,  R.  L.,  Bruenn,  H.  G..  Williams,  N.  E.,  Am.  H.  Jour.,  Vol. 

19,  pág.  639,  No.  6,  June,  1940. 

* El  Thesodate,  480  mg.  se  ha  usado  muchísimo  como  diurético.  La 
dosis  que  se  recomienda  es  de  ocho  pastillas  al  día  por  dos  días  y luego 
cuatro  pastillas  diarias. 

Solicite  literatura 

BREWER  & COMPANY,  INC. 

Worcester,  Mass.,  U.S.A. 

Químicos  Farmacéuticos  desde  1852 


TRES  RAZONES 

por  las  cuales  se  recomienda  HORLICKS 
durante  la  enfermedad  y la  convalecencia 

Es  un  problema  dar  a un  inválido  o a un  convaleciente  un  alimento 
adecuado  y apetecible,  pero  el  problema  deja  de  existir  cuando  se 
emplea  HORLICKS,  por  estas  tres  razones; 


1‘HORLICKS  es  diserido  con 
toda  facilidad  hasta  por  los  estó- 
magos más  delicados.  En  muchos 
casos  es  el  único  alimento  que  el 

fraciente  puede  retener  y asimi* 
ar.  En  diversos  hospitales  y en  la 
práctica  privada  se  recomienda 
HORLICKS  para  ayudar  al  trata- 
miento de  úlceras  gástricas  duo- 
denales. 

2-LOS  CARBOHIDRATOS 

que  contiene  HORLICKS  (azúca- 
res de  malta  y de  leche)  pasan  rá- 
pidamente a la  corriente  sanguí- 
nea, impartiendo  energía  casi  de 
inmediato. 


3-KORLlCKS  contiene  alimen- 
tos de  fácil  asimilación  que  son 
reparadores  de  tejidos  durante  la 
convalecencia. 
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De  venta  en 
farmacias  y 
tiendas  de 
abarrotes 


Distribuidores:  FRANCISCO  N.  CASTAGNET 
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S-M-A,  ready  to  feed,  has  the  same  percentage  of  protein,  fat,  carbohydrate, 
and  ash  as  human  milk. 

Amino  Acids— Content  of  essential  amino  acids  equals  or  exceeds  the  average 
values  for  human  milk. 

Carbohydrate  is  lactose,  favoring  correct  acidophilic  intestinal  flora. 

Fats— Index  of  unsaturated  fatty  acids  is  standardized  at  the  top  of  the  range 
found  in  human  milk. 

Vitamins  (including  vitamin  C)— S-M-A  equals  or  exceeds  human  milk  in 
content  of  all  vitamins  for  which  minimum  daily  requirements  are  established. 
Minerals— S-M-A  exceeds  values  of  human  milk  for  calcium, 
phosphorus,  and  iron.  Both  S-M-A  and  human  milk  supply  an 
average  of  20  calories  per  ounce. 


PATTERNED  AFTER  HUMAN  MILK 


S-M-A®  builds  husky  babies 


Distribuidores:  FRANCISCO  N.  (’ASTAGNET 
San  Juan,  Puerto  Rico 


Seconal  Sódico 

(Secobarbital  Sódico,  Lilly) 


El  tipo  más  frecuente  de  insomnio  y el 
que  responde  mejor  al  tratamiento 
con  agentes  hipnóticos  es  el  causado  por 
intranquilidad  mental,  excitación,  te- 
mor, preocupación,  aprehensión 
o fatiga  extrema. 

El  *SeconaI  Sódico*  es  el  ideal  en 
estos  casos. 


Eli  Lilly  Pan-American  Corporation 

Indianapolis  6,  Indiana,  E.  U.  A. 


